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In theU days of pMilical, diplomatic, and economic 
confusion, when the fature is'uncertain and unpromising 
for the world,' pur cointry, and al! of us as individuals, 
it is pleasknt tb conternplate the future of ophthalmology. 
There ar^ many^ quite substantial reasons to believe that 
the'futuie of thedicini and ophthalmology is filled with 
the proniise of!advanc5ment,'.in spite of the uncertain and 
discouraging {Iresent generai outlook. These substantial 
reasonsforAh^ anticipated good future of ophthalmology 
are ba^ed on ’the fii’m foundation of accomplishment 
which^as built fbnnVii 4 hej>ast and the imposing super¬ 
structure drad^fTcem’ent whici>'inrs4''‘£p-erectec[:during 
the present generation. The foundation has proved strong 
enough and tKe'ta'Gre7receh't\y~develdped-superstructure 
is sureivnuil^weil ijnough for the two of them to support 
even greater heights of building in the’time to come, 
The|)3st history of ophthalmology, U^hich reaches back 
i'i:a the disUnl centuries, is romantically interesting. Sur- 
'■'iry 10 ^ th|icufe of blindness due to cataract was per- 
■prraed'fdj centuries before the anatomic nature of cat¬ 
aract was hbwnto the operating surgeon. Celcus, whose 
life began y 25 B.C. and ended in 50 A.D., is a good rep- 
resehtativehf the ancient ophthalmic surgeon. His writ¬ 
ings inclin'd-descriptions of the surgical treatment of 
chalazjoni'pterygiura, lacrimal abscess, and eyelid de- 
formitiesin addition to cataract. His discussions of sur¬ 
gical tre^tnenf, like those of the other ancient writers, 
are imprssive even today because of their unmistakable 
expressi^i of meticulous care in the preoperative prep¬ 
aration ihd postoperative treatment of the patient, as 
wtU asjn surgical procedure itself. Furthermore, al¬ 
though );e moderns may be inclined to tolerant amuse- 
'yin we iead about some of the therapeutic agents 
employij.by. those ancient physicians, (he fact remains 
thatjltft were doing the best they could with what they 
had au’jiable. Their methods were built on a combination 
of j su^rstition tempered by intelligence and scanty 
knowledge augmented by serious, conscientious, pains^ 
takin^elTort. We should honor them for what they ac- 
compsfhed with what they had to work with and wonder 


if we are doing as proportionately well today as they did 
then. They laid at least a few stones in the foundation of 
our own future for ophthalmology, even though this 
foundation was substantially completed in the inore 
recent past. 

The recent past of our specialty began 100 years ago, 
with the development of the ophthalmoscope by Hermann 
Ludwig von Helmholtz. The modesty of this great man 
was impressive in his announcement of his great gift to 
ophthalmology in a short, carefully worded treatise which 
he simply titled “Beschreibung eines Augenspiegels” 
(“The Description of an Eye Mirror”). Most ophthal¬ 
mologists consider thejophthalmoscope the greatest single 
gift to the armamentarium of their specialty, and it is in¬ 
spiring to think about the clinical findings and reports 
which fairly tumbled over one another into the literature 
during the first 10 years after 1851. Von Helmholtz’s 
forecast of the clinical promise of his “eye mirror” proved^ 
to be modest indeed, since the study of opacities in the 
media and pathological changes in the eyeground revealed 
in the living eye a vast number of pathological changes 
which had previously been only occasionally seen under 
the microscope in the laboratory. Bowman of England. 
Donders of Holland, and von Graefe of Germany, that 
brilliant triumvirate of young ophthalmologists whose 
lifelong friendship began in 1851, were among the first 
to accept the ophthalmoscope and record their clinical 
findings with it. But the acceptance of this great advance 
in diagnostic procedure was not immediately universal. 

Sir William Mackenzie of Scotland was one of the 
great clinicians and teachers in 1851. For many years his 
“Practical Treatise on the Diseases of the Eye” had been 
a textbook of note. His chapters on retinitis, choroidifis, 
optic nerve involvements, and melanosis of the glebe s 
were beautifully written and impress the present-oy,!- 
reader with their comprehensive discussion of the syiping 
toms, general physical relationships, and microscoc-'ot 
pathology. But without benefit of ophthalmoscopic L jc- 
tures, they were pitifully lacking. Yet, in spite of thisl j]s, 
ficiency, which he must have realized more keenly i ^ vive' 
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many of his contemporaries, Mackenzie did not immedi¬ 
ately use the new “eye mirror.” 

_ It is not certain'why Mackenzie, as well as an appre¬ 
ciable number of his colleagues, failed to promptly use 
the new instrument. One reason may have been that he. 
feared damage to the retitia from concentrating rays of 
light on it. On the other hand, he may have simply been 
a conservative, cautious about falling in line with new 
ideas until they had proved worthy. In 1711, a little more 
than a century before Mackenzie’s time, the great English 
poet Alexander Pope wrote his masterful “Essay on 
Criticism.” Among other notable phrases, it contained 
these two: “Be not the first by whom the new is tried, 
nor yet the last to lay the old aside.” Since these words 
are rather generally familiar today, it is probable that 
Mackenzie knew them also. In any event, he was not 
among the first by whom the new ophthalmoscope was 
tried. However, he was not the last to lay aside the old 
handicap of attempted clinical examination without the 
aid offered by the new instrument, since it was he who 
first described the papilloretinitis of Bright’s disease in 
1859. Although he was cautious and conservative (he 
was 60 in 1851), his greatness was proved by his not 
too tardy acceptance of the new instrument., . . 

Pope’s admonition apparently has mixed merit. Con¬ 
servative men are needed to temper the enthusiasm and 
nlance the activity of those who try the new, but if we 
not have the latter there would be nothing new.. The 
rch workers, who are constantly exploring new fields 
Knowledge .and the clinicians who have the courage to 
carefully and sagaciously try new therapeutic agents and 
surgical procedures are essential to our progress. 

In addition to the ophthalmoscope, instruments pro¬ 
duced during the earlier half of the past 100 years were 
those which made it possible to study visual acuity and 
central and peripheral visual fields and to estimate intra- 
q^cular pressure by reasonably accurate measurement of 
ocular’tension. These instruments also came to us from 
'our colleagues overseas. The first clinically practical arc 
perimeter was contributed by Richard Forster in 1857. 
Albrecht von Graefe introduced a wooden tangent screen 
in 1855, although the use of this type of instrument did 
not receive much attention until Bjerrum developed and 
])opularized his cloth screen in 1889. Heinrich Kiichler 
described the first test types in 1843, the same year in 
\Vhich the trial case of lenses was invented by a general 
practitioner named Fronmiiller. Kuchler’s types were em¬ 
ployed only for testing the near vision. Jaeger published 
a complete collection of test types in 1854, and in 1855 
Stellwag von Carion was first to state on his test card the 
distance at which each row of letters should be seen by 
a normal,eye. Then in 1862 Herman Snellen of Holland 
\ divised the first scientific standardization of test types and 
Kmtral visual acuity. The impression tonometer of Hjal- 
ar August Schibtz was developed (and proved more 
\tisfactory than others) during the first quarter of the 
I 'esent century. 

V it is not-the purpose of this paper to elaborate on the 
fooress which began 100 years ago. Frederick H. Ver- 
oel’s excellent address, titled “American Ophthalmol- 
vv Durin® the Past Century” and delivered before the 
on"'opht?'^lmolP ty in 1947, has thoroughly cbv- 
p. ■ "-’onments of tl\i.s,period ’’Jut y 


some of the developments of the I _ 
mentioned. The establishment of Apeciaf cabrs for oph¬ 
thalmology, with the first professolrship (hatof Elkanah 
Williams at Miami Medical College in I860 forecast the 
improved teaching of ophthalmWogy dur'ng the latter 
half of the 19th century. Alsdlhejpfu] (jg educational 
program was the writing or ediying of textbooks by H. W. 
Williams of Boston, Henry D. rlcyes and John E. Weeks 
of New York, G. E. de Schweirf^v: and Norris and Oliver 
of Philadelphia, Casey A. Wood qf Chicago, and Edward 
Jackson of Denver. Supplementing the educational serv¬ 
ice of the' textbooks, several opiuhalmic journals were 
founded during the late 19th and early 20th century. 
Some ijJkJcse were rather short-lived; others continued 
their publication for 25 to 30 years. It can be confidently 
said that each one of them served a purpose in fur¬ 
thering ophthalmic education by publishing reports of 
new developments and reviews nf established informa¬ 
tion, with some of the latter accompanied by case reports. 

The exchange of information Vas also encouraged by 
the organization of special societks. The American Oph- 
, thalmological Society, first called the American Ophthal- 
. mological Association, held its first meeting at the New 
, York Eye Infirmary on June 7 apd 8, 1864. It thus be¬ 
came the first special medical society in our country. The 
' serious purpose of its founding ^Iroup was indicated by 
their appointment of Dr. B. Joy Jeffries of Boston to re¬ 
port at the second meeting on th J progress of ophthal- 
. mology and the appointment of a '^nrmiUee to decide on 
• a suitable subject for discussion.4i4['® .^psuing meeting. 
A section for oDhthalmoiogyTotolog^b^’ fhirtology was 
established by the American Medic',Association in 
1878, and 10 years later our own sjlecial Section on 
Ophthalmology came into existervee:' Tbe American 
Academy of Ophthalmology and Otol^yp^ology, called 
by, its present name since 1903 ,'wasr fii‘st(orginized in 
1896 and has for many years enjoyed an Incpadng repu¬ 
tation for its educational activities. Althoulb organized 
more recently, within our own generation,'he Associ¬ 
ation for Research in Ophthalmology shoulc^be included 
here among the great national societies dcjoled to our 
specialty. Founded in 1929, through the plpantly per¬ 
sistent efforts of Conrad Berens of New' Y^rk, its im¬ 
portance has steadily increased. There is he doubt that 
its sessions, held jointly with those of our iCetion this 
year for the first time, thoroughly impressel everyone 
present and assured the Association for Resmrch of an 
immediate growth in its membership. 

The science of bacteriology was founded by(-ouis Pas¬ 
teur and Robert Koch, with Pasteur pioneerinj. the mbd- 
ern theory of preventive inoculation and Koch developing 
the correct theory of specific infectious disea'cs. With 
Robert Koch our own American ophthalmologist, John 
E. Weeks, became co-discoverer of the. Koqt-Weeks 
bacillus. The microscope which Dr. Weeks useclfqr this 
important wjork now occupies a place of hona in the 
living roomJof his nephew. Dr. Carroll Weeks of Los 
Angeles, who is also an ophthalmologist. The ^'ork of 
Pasteur wad* practically applied by Lord, Josbps Lister 
when he introduced surgical antisepsis, from whl-h sur¬ 
gical asepsij; sbon developed. The principles o(lAlorism 
were adopyed by the ophthalmologists in thcjr'’sjrgical 
procedure: and in the treatment of oculaninfecliiOy, with 
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the result that many am eptics were developed and given 
'trial. Most of these haj been long since'discarded, but 
some of the earliest of : em are still in fairly general use. 
A good example of theatter group is bichloride of mer¬ 
cury, which was one ol he earliest antiseptic agents em¬ 
ployed by Lister and ; still in general use in White’s 
ophthalmic ointment. ; 

Ranking even higher han antiseptics, among the thera¬ 
peutic agents which wee developed in the 19th century, 
were general and loca anesthetics. Dr. Crawford Wil¬ 
liamson Long of Geora first used ether as a general an¬ 
esthetic in March, 184: but made no report of his first 
or later experience wh it. William Thomas Green 
Morton, a dentist of I .rtford, Connecticut, first used 
chloric ether and then ilphuric ether in 1844, having 
first had some experiere with nitrous oxide gas. The 
discovery of ether anest :sia was formally announced in 
a paper written by Her/ J. Bigelow and published in 
the Boston Medical am Surgical Journal on Nov. 18, 
1846. Because Morton Id made known his experiences 
with ether anesthesia ar had promptly carried its use 
into the surgery of Mas: chusetts General Hospital, he 
has received the credit f • discovering ether anesthesia, 
which is still the safest kn wn form of general anesthesia. 

Although general anehesra provided revolutionary 
aid to the patient and sigeon for all types of general 
surgery and for some phthalmic operations, much 
greater benefit came to (e surgery from Carl Roller’s 
introduction of cocaine ; a local anesthetic in 1884. 
Cocaine was discovered 2f /ears before by Gaedcke, with 
subsequent studies of its f jperties by several independ¬ 
ent investigators, but it ren ined for Roller, an American 
then studying in Vienna, t clarify its practical applica¬ 
tion. It was immediately ac pted by ophthalmic surgeons 
everywhere, applied topica / and by subconjunctival and 
retrobulbar injection. Opht almic surgery thus came into 
a new era of progress, repicing the old days of horrify¬ 
ing experience for both thl patient and surgeon, when 
operations had been performed without benefit of anes¬ 
thesia and with only opium r alcohol to generally numb 
the poor patient’s senses. 

■ There is a chapter on ca ract operation in the 1833 
American edition of Williai Mackenzie’s textbook, in 
which the author carefully lescribed the stations to be 
taken by several assistants one of whom held the pa¬ 
tient’s head in firmly fixer position, while others held 
the arms. The assistant at he patient’s head used two 
fingers to elevate the upper yelid, leaving the finger tips 
free to touch the globe an* “scare” it back into down¬ 
ward rotation in case it si uld roll upward during the 
course of the operation. Aiof us who have experienced 
the pain produced by a fcelgn body under the upper 
eyelid must shudder in wpder when we think of what 
the patient and surgeon v nt through in those preanes¬ 
thetic days. In contrast tc this, I and many of the other 
older physicians have qite satisfactorily, and with a 
minimum of discomfort t( the patient, performed many 
cataract operations with io anesthesia excepting that 
provided by five or six in'sillations of 4% cocaine solu¬ 
tion. ; \ ; 

Most of the surgeons in tie early days of cocaine were 
satisfied to employ the drul b;? topical application, but 
some of them injected itjin jipidl quantities and moder- 
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ate strength, even before suprarenal extract mixed with 
cocaine made the injection safer. Some tragedies re¬ 
sulted from cocaine poisoning. Then procaine hydro¬ 
chloride (novocaine®) was introduced by Alfred Einhorn 
in 1905, and a safe anesthetic for injection had com¬ 
pletely removed the horror of painful eye surgery. As 
time has passed we have learned that any local anes¬ 
thetic which is effective by topical application is too toxic 
to inject and that, conversely, any anesthetic which is safe 
to inject will not be effective by topical application. 

As would be naturally expected, the advent of satis¬ 
factory anesthesia, was immediately followed by rapid 
advances in ophthalmic surgery. Improvements in the old 
procedures and development of new ones changed the 
status of eye surgery to a modern standard, and its prog¬ 
ress has been uninterrupted ever since. It would be well 
for self-satisfied present-day surgeons to study this period 
of progress during the half century which preceded the 
present generation. They would be profoundly impressed 
by the accomplishments of their predecessors, and they 
would be more modest about their own. In his 1947 
address before the Section on Ophthalmology, Verhoeff 
reminded us that Henry W. Williams of Boston employed 
a corneal suture in cataract operation and described it in 
1866. Round pupil cataract operations were being per¬ 
formed by my father 50 years ago. 

Therefore, as I come to a brief consideration of the 
accomplishments of the present generation of ophthal¬ 
mologists, it will be well to briefly mention ophthalmic 
surgery first, and describe it with the comment that prog¬ 
ress has continued as should have been expected. The 
teaching and example of the men who preceded us de¬ 
manded that we improve our surgery. The improvements 
that have been made should have been made. They are 
based on constantly increasing knowledge of anatomy, 
physiology, and pathology; increasingly accurate em¬ 
ployment of local anesthesia; better suture materials; , 
improved lighting of the operative field; ingenious design j 
of instruments; uniformly improved aseptic technique; ' 
more scientific and thorough preoperative study and 
preparation of the patient; constantly sustained effort to , 
improve the surgical technique itself; and careful post- ' 
operative supervision. We must leave the evaluation of ’’ 
some of our current operative procedures to those who 
will follow us in history. However, there is no doubt that 
the majority of those who will immediately follow us ' 
are being much better taught how to operate than were 
most of us who were trained 25 to 30 years ago. 

It is in the teaching of ophthalmology, especially in ' 
the training of new ophthalmologists, that this generation ' 
has made outstanding progress. Departments devoted to 
ophthalmology have long since become fixtures in all 
our medical schools. The instruction of undergraduates 
in the fundamentals has reached a state of uniform effi¬ 
ciency. One notable feature of undergraduate training 
has been careful instruction in the use of the ophthalmo-. 
scope as an aid in general diagnosis. This type of instruc- . 
tion has been carried on in most medical schools, * 
through the cooperation of the departments of medicine, 
and ophthalmology, for the past 15 or more years. f'‘J 
thermore, one seldom finds a recently graduated^Wp 
practitioner who mistakes an attack of acute/^ 
glaucoma for a “bilious” attack. 
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The greatest advance in ophthalmic teaching during 
this generation, however, has been in the improved train¬ 
ing of new ophthalmologists. A few schools of medicine 
have organized basic courses of instruction which extend 
through a period corresponding to the average under¬ 
graduate year. Dr. Walter Lancaster, assisted by the late 
Theodore Terry and advised by a large committee of 
experienced teachers of ophthalmology, has done great 
work with the intensive three-month course of the 
Ophthalmological Study Council. Dr. Lancaster recently 
resigned from the direction of this course and has been 
succeeded by Parker Heath, another teacher of extensive 
experience. But the most encouraging teaching develop¬ 
ment has consisted of the postgraduate training provided 
by hospital residencies. 

Counseling with one another, benefiting by the teach¬ 
ing experience of their colleagues, and aided by the hard 
work of their departmental staff members, the depart¬ 
ment chairmen of almost all schools of medicine have 
been able to set up satisfactory residency training pro¬ 
grams. Some of these residencies are longer than others, 
some are older and better organized than others, and 
some are manned by more brilliant teachers than others, 
but that most of them are giving adequate training is 
indicated by the showing of their trainees when they 
appear for examination by the American Board of 
Ophthalmology. There is no doubt that the average train- 
of an ophthalmologist today is inestimably better 
the average training 25 years ago, and there is 
y indication that it is continuing to get even better, 

til the American Board of Ophthalmology undoubtedly 
an important stimulating factor in this improvement. 
Ideally,the teaching department of ophthalmology should 
be associated with a medical center and its hospitals, thus 
I giving opportunity for reciprocal-consultation with the 
staff members of other departments, but with separated 
surgeries devoted to eye surgery only and with a spe¬ 
cial location assigned for eye patients in the hospital. 
Such an arrangement is also of great advantage in the pur¬ 
suit of research, which is a rapidly growing part of the 
. program in all our schools. Access to the departments 
of anatomy, physiology, biochemistry, bacteriology, and 
pathology is essential to the research worker, as well as 
to the teachers of residents in training. 

The Archives of Ophthalmology, edited by Francis 
Heed Adler, and the American Journal of Ophthalmol¬ 
ogy, edited by Derrick Vail, are well known to all of us 
' for their excellence. Along with the rapidly increasing 
1 number of well-prepared modern textbooks, they are 
; serving in the educational program of the present gen- 
i eration. And the special societies are carrying on, increas¬ 
ing in productiveness. 

The most important new instrument of this generation 
1 is the slit lamp and biomicroscope. Its brilliant slit-beam 
1 illumination, with stereoscopic vision supplied by its 
i binocular microscope, has made clinical observation of 
I the anterior eyeball segment comparable in efficiency 
Iwith ophthalmoscopic observation of the eyeground. Both 
'\stTuments give us the means to examine living tissues; 
“ \nial or pathologically changed or embryologically 
'V developed. The binocular ophthalmoscope has 
\ . c with its stereoscopic view of the eyeground. 
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The Freidenwald ophthalmoscop, with sufficient illumi¬ 
nation to give useful red-free findus examination and 
with its slit illumination availabl for observation of the 
eyeground through a miotic pup!, has also been a valu¬ 
able addition. The contact glass and Allen prism have 
permitted visualization of the aiterior chamber angle, 
adding this hitherto invisible aretto the structures of ffie 
eye that are available for clinicc study. 

New therapeutic agents havi changed entirely the 
management and prognosis of oalar disease, injury, and 
postsurgical complication. Insuin, liver extract, anti¬ 
biotics, vitamins, hormones, aid improved antiseptics 
are all too well known to reqiire lengthy discussion. 
Despite the limitations, failures, and occasional contra¬ 
indications of the use of the antoiotics and corticotropin 
(ACTH) and cortisone, these Irugs are saving eyes as 
well as lives that would have bea lost before their discov¬ 
ery. Some of them still present i very important medico- 
economic problem. A note rcently went out to the 
department chairmen from ourVIedical Director at Indi¬ 
ana University Center calling ittention to six prescrip¬ 
tions for these new drugs whici were given by members 
of the resident staff to patieits going home from the 
hospital. These prescriptions ost the hospital from $27 
to $141. The letter of the Mdical Director was quite 
gently worded, under the circumstances, but the phar¬ 
macy budget of any of our institutions can well be 
strained by such a pull on it. It is hoped that this item 
of expense may right itself asproduction advances, just 
as it did with insulin and liver extract. 

No doubt many have loig since wondered why so 
many words have been usee in the preceding lengthy, 
review of the past and presint of our specialty, when' 
the title of this paper was amounced a? the “Future of 
Ophthalmology.” However, these many words have 
aimed to establish the premis’ of this paper, which is firm 
confidence in the good futue of ophthalmology. 

I have spoken of textbook, journals, teaching depart¬ 
ments, and ophthalmologcal societies, all directed 
toward ophthalmic educaticn; of therapeutic agents and 
diagnostic and surgical inSruments for improving the 
examination and treatmentof the eye; of research that 
has steadily gained headwiy in the clinics and labora¬ 
tories; and of advances in urgical treatment. All these 
elements of the progress of mhthalmology were the prod¬ 
ucts of the efforts of men. Far this reason, the names of 
many of these men were mmtioned in this paper. Men 
accomplished the advances of the past, and men are 
producing the advances of he present. The young men 
of today, and those whom tby in turn will train to follow 
them, are in charge of the bture of ophthalmology. 

The young men of today ;re more thoroughly trained 
as a group than were we who vill be bowing out of action 
before long. These new men. benefiting by the training 
which they have received, stinulated by association and 
exchange of information witl their colleagues at meet¬ 
ings, and inspired by the acconplishraents of their prede¬ 
cessors, will take over the fuhre of ophthalmology. The 
future of ophthalmology is h competent hands. There¬ 
fore, in these days of general uncertainty and confusion 
and lack of promise, it is pleasant to contemplate the 
future of ophthalmology. 

23 E. Ohio St. 
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maivutrition and anemia in young children 

CLINICAt STUDY OF FIFTY CASES 


Julian P. Price, M.D. 
and 

Waller More Hart, M.D., Florence, S. C. 


Over the years we havteen a pronounced improve¬ 
ment in the general care a i well-being of babies in this 
section of South Carolina. This improvement is consist¬ 
ent, vvith that observed th)ughout the southern states, 
which is reflected by infant nortality statistics. However, 
we have also noted the nmber of malnourished and 
anemic children between le ages of 1 and 4 who con¬ 
tinued to come to our ofiit. Usually every week one or 
more of these youngsters vou/d be brought in. They 
were not sick enough to be at to bed, nor were they well 
enough to romp and play ; other children. They were 
simply tired, irritable chili en who were a joy neither 
to themselves nor to their milies. 

This study was institutecm determine, if possible, not 
only the immediate cause ofnis malnutrition and anemia 
but also- the remote cause the general environment 
of these children, the type of homes, the care they 
received during infancy, the eating habits, and the type 
and amount of medical car they had received. In this 
way we hoped to learn how is condition not only could 
be cured but could be preve ed. 

That this is not a complete! thorough study we readily 
acknowledge; but, however,|hen it is realized that the 
study was made by two practlng pediatricians with their 
regular office personnel, ask part of their everyday 
practice, perhaps the deficiencs will be found excusable. 
No effort was made to secu special ahildren for the 
study. They were the usual p ients who are brought to 
a pediatrician’s or general ractitioner’s office. Five 
were referred by other ph icians; the others were 
brought by parents of their iwn accord; some came 
with appointments, many wiout. 

METHOD O STUDY 

When quick appraisal shoed that a child belonged 
in the group under study, a :tailed history was taken 
by one of the nurses on a ‘icially prepared form. If 
possible, and usually it wasiot, a specimen of urine 
was obtained and examined The child then received a 
physical examination, and a ood study was made. The 
tnother was requested to hav a specimen of stool exam¬ 
ined for ova. Detailed instrm ons for the treatment were 
given the mother, and the arents were requested to 
bring the child back to us i three weeks for further 
observation. 

We realized that possibly her studies should be done 
if criticism of our study was t ae avoided. We considered 
making routine tuberculin u s,- but found that the read¬ 
ings of reactions by the pareij were more confusing than 
helpful and that the family^ sician was not being con¬ 
sulted for confirmation. To s ure blood for serological 
tests from every child would ve been no simple task, 
and 20-odd years of practice w h this type of patient had 
shown us the low incideire congenital syphilis. So 


we adopted the procedure outlined, believing it would 
give us the desired information and at the same time 
would not entail more work than we could do in the 
office. 

RESULTS OF STUDY 

Sex and Age .—The 50 children were divided equally 
between boys and girls. Forty-eight were white and two 
were Negroes (only a small percentage of the children in 
our practice are Negroes). The youngest child was 13 
months of age, the oldest 42 months. The distribution 
by age groups in months was as follows: 


Family Background. —Siblings: Twenty-five of the 50 
were the only children in the family. Of the remainder. 
20 had older brothers or sisters and 3 had younger. Five 
had both older and younger siblings. The largest family 
encountered was one of 10 children, of which the patient 
was the youngest. 

Father’s Occupation .—The various occupations of the 
fathers of these children and the number in each occupa¬ 
tion are given in the following tabulation. 


Former ... 

Laborer In industrial idanl. 

Salesman . 

Rollrond employee. 

Truck driver. 

Merchant ..*... 

Clerk In store... 

Navy . 

Army . 

Auto mechanic. 

Electrician . 

Engineering assistanr . 

Bookkeeper . 

Dead . 


Financial and Intellectual Status: Three of the families 
of these children were evidently on a near-indigent level 
of existence, finding it difficult to procure the type of 
food and care the child should have had. The families of 
40 of the children appeared to be able to afford the usual 
necessities of food, shelter, and care but not many lux¬ 
uries. Seven of the fathers seemed to be in better than 
average financial circumstances. 

Four of the mothers gave the impression of low intel¬ 
lectual capacity; we used the simplest words in talking 
to them and wondered whether our message was actually 
understood. Thirty-six appeared to have had at least a 
grammar school, if not some high school, education. Ten 
of the fathers and mothers belonged to the better- 
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educated class. The ages of the parents when the children 
were born is shown in Table 1. 

Place of Residence and Physical Environment: The 
children came from 26 different communities scattered 
through nine counties. The largest number, nine, lived 
in Florence and its rural environs. 

Most of the children lived in frame houses, a few in 
brick buildings, and one in a trailer. One of the homes 
was heated by open fires, the rest by stoves or furnaces 
(21 by oil, 15 by coal, 10 by wood, and 3 by gas). Forty- 
six of the homes were screened, and 48 had some type 
of refrigeration (43 had electric refrigerators, 5 had ice 
boxes). There were inside toilets in 28 homes. Twenty 
had bathtubs and one a shower bath. The water supply 
of 26 families came from city mains and of 18 from deep 
wells, leaving only 6 who drew their water supply from 
surface wells. 

Birth and Development. —Forty-seven of the children 
were born at full term, three were born three to four 
weeks prematurely. One was delivered by cesarean sec¬ 
tion, the others normally. No complications were re¬ 
ported in the mothers and no neonatal difficulties in 
any of the babies. All of the babies were sitting alone 
before they were 8 months of age. All but three were 
walking alone before 16 months. Of the three, two had 

Table 1. — Age of Parents When Children Were Born 


Numbor ot 
Parents 
_^_ 


Ago, Yr. 

/- 

Fathers 

Mothers' 

17-20. 


14 

21-25. 


10 

20-30. 


. 12 

SI .5?,'.. 

. fi 

5 

80-40. 


2 

41-48. 

. 4 

1 


Started to walk at 16 and 24 months, respectively, and 
one, aged 19 months, was still unable to walk alone. 
The age at which the first tooth appeared ranged from 
4 to 12 months. It was difficult to secure accurate data 
with regard to talking, since some of the mothers could 
not recall when the baby first began to use words, but 
the age varied from 9 to 18 months, except for one child, 
who did not start talking until 28 months of age. 

As two simple examples of cooperative learning (an 
act learned by the child with the encouragement and 
help of the parent), we selected the baby’s ability to hold 
the bottle for himself and to feed himself with a spoon. 
Ten children reached the age of 1 year without having 
learned to hold the bottle, and six (the oldest aged 20 
months) were still having the bottle held for them when 
we first saw them. Only five had been taught to use a 
spoon before 1 year of age, while nine had not acquired 
this ability until they were 18 months old. The usual 
age at which these children started feeding themselves 
was from 14 to 18 months. 

A pacifier had been used by 26 of the children, and 
8 had sucked their thumbs. One-half of the children slept 
in cribs by themselves, and 23 slept with a sibling or a 
parent. Two shared the bed with grandmothers. All but 
■ three were being fed in a high chair*, these three (aged 
' 14, 15, and 24 months) were still being fed in their 
■^others’ laps. Forty were allowed to play in the yard, 

" ^■'’bll had their activities confined to the house. 


Medical Care .—The motlers of 25 (50%) of the 
children stated that they hat taken their babies to a 
physician for routine examhations at regular times, 
usually at one to two month htervals, for the first year! 
The other 25 said they saw jfe physician when the baby 
was sick, but when they werl'asked the specific question 
“Who is first consulted wlen the baby is sick?,” 10 
acknowledged that someon else was called in before 
the physician, usually the g^ndmother. Parenthetically, 
it might be noted that maiy of these children lived in 
communities where well-baly clinics were conducted by 
the local health department, but only three of the chil¬ 
dren had been taken to thm. 

Our questionnaire contaned a specific question on 
home medication (drugs gven by the mother or grand¬ 
mother of her own accorc). The following tabulation 
shows the drugs or preparatons that had been employed*. 


“Cnstorla" .■... 44 

Milk of magnesia. 37 

Teething powders. 22 

Castor oil. 0 

Anthelmintic . fi 

Ciilomcl . 2 

Quinine . 2 

Protoiodide of mercuy. 1 

Syrup of pepsin. 1 

“Soothing syrup”. 1 


The tabulation shows tlat laxatives were the principal 
drugs used. Most of the nothers said the medicine was 
given only when the baN was constipated, which was 
often in these cases. Ore mother acknowledged that 
she gave milk of magntsia every night, and another 
stated that she administeied castor oil to her baby twice 
a week. 

Immunizations and Ilhesses: Therpercentages of the 
children who had received the routine immunizations of 
infancy were as follows: 64% had received immuniza¬ 
tions for pertussis; 62% for diphtheria; 58% for tetanus; 
and 14% for smallpox. 

■ The diseases or conditions reported by the mothers as 
a part of the child’s history are shown in the tabulation 
following, with the nuuber of children having each 


disease. 

- Number of 

Diseases cr Gondlttona Children 

Colds . -18 

Diarrhea . 27 

Bronchitis . W 

Diaper rash. 1'‘ 

Worms . 8 

“Stomach wornr”. 5 

Pinworms . 1 

Sore mouth. 8 

Whooping cough..-.. 2 

Chicken pox...'....'.. 3 


Pneumonia . 8 

Kunning ears. 2 

Convulsions (febrile):. 2 

Mumps ... • • 1 

Influenza . ^ 

Maiario . ^ 

“Strep throat”. ^ 

Jaundice . ^ 

Impetigo . ^ 

“Bad heart”. ^ 

Epilepsy (?). ....X. ^ 

Nutritional ///s/ory.—Milfc Seventeen of the children 
received no breast milk, and 13 more were weaned before 
they were 1 month of age, rhaking a total of 30 (60%) 
who were denied the benefit of breast milk. Eleven were 
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nursed at the breast for six months, and three were still 
nursing (aged 14, 15, and 19 months) when we first 
saw them. When we saw them, 41 of the children were 
still getting their milk from a bottle (the two oldest being 
39 months and 42 months old). Two others had been 
weaned from the bottle at 16 and 22 months of age. 
Adding this group to those who were still nursing the 
breast, we found that only three (6% ) of the 50 children 
had been given their milk from a glass or cup before 
the age of 16 months. The amount of milk these children 
received in 24 hours ranged from 16 to 48 oz. (500 to 
1,500 cc.), with the majority receiving four bottles of 
8 oz. (250 cc.) each daily. 

Thirty of the babies had been started on an evaporated 
milk formula, eight on raw or boiled cow’s milk, seven on 
one of the evaporated milk preparations with added vita¬ 
mins, and two on powdered milk. As the babies grew 
older some were changed from one type of milk to an¬ 
other; several were changed from evaporated milk to 
cow’s milk, one from cow’s milk to goat’s milk, and one, 
in an effort to effect growth, successively from evaporated 
milk to powdered milk to a soybean preparation to lactic 
acid milk. 

Foods Other Than Milk: The mothers of 43 children 
claimed to have started their babies on orange juice at 4 
to 6 weeks of age. On further questioning, a number 
acknowledged that the babies did not seem to like the 
orange juice, and it was discontinued or given sporadi¬ 
cally. Forty-five of the children had been given cereal, 
42 fruit, 37 meat, and 45 eggs. These foods were usually 
started between the fourth and sixth months of life, but 
many parents stated that one or more of the foods was 
stopped because “the baby didn’t like the taste.” 

Vitamins: Supplementary vitamins had been given to 
47 (94 %) of the children (cod liver oil or percomorph 
liver oil in 21 instances and multivitamin drops in 26). 
Administration of the vitamins was started between the 
fourth and sixth months of life. Six babies received the 
drops for less than a month and nine more for less than 
six months. The mothers of 35 babies said that they had 
given some vitamin preparation, with more or less regu¬ 
larity, up to the first birthday. 

Eating Habits: In an effort to secure specific informa¬ 
tion relative to the child’s eating habits, we asked each 
mother to tell us the exact foods the child had received 
the day before coming to our office. The answers were 
not only revealing but, in several instances, startling. The 
following examples illustrate a day’s diet for three of 
these children: 

Case 1, age 15 months 
Breakfast—breast milk 
Dinner—breast milk 
Supper—breast milk 

Case 15, aged 18 months 
Breakfast—toast, bacon 
Dinner—rice and gravy 
Supper—grits and butter 
Between meals —milk from a bottle 

Case 49, age 14 months 
Breakfast—grits, toast, coffee 
Dinner—rice, macaroni, meat 
Supper—crackers 

Between meals—milk from a bottle 


Physical Examimtion. — A. few of the children were 
brought to us for some condition unrelated to their mal¬ 
nutrition and anemia (respiratory infection, vomiting, 
impetigo, or loose stools), but the majority were brought 
because the parents sensed that something was wrong 
in the child’s growth or development. The specific com- 

Table 2. —Specific Complaints as Presented by Parents 

Number ot 


Complnint Children 

■\Von*t cat.-. 45 

Weak, Tires easily.*. 15 

Restless at night, Poor sleeper. 14 

Ner\ous, Cross, Cries a lot. 12 

Frequent Colds. 8 

Constipated . 7 

Palo . 7 

Doesn’t gain. 3 

Eats dirt. Eats rubber. 3 

Not walking yet. 3 

Gags on solid food........ —... 3 


plaints are shown in Table 2'. The following abnormalities 
were noted by us in the course of the physical examina¬ 
tions: 


Pallor . 41 

Poorly developed muscles. SO 

Underweight . 21 

Rickets (clinical). 12 

Sallow comple-vion. 7 

Enlarged ccrylcal lymph nodes. 4 

Long hair (boys). S 

Carious teeth. 2 

Palpable spleen.’. 2 

Cardiac murmur (hemic or functional). 2 

Fecal impaction. 1 


Blood Findings: Hemoglobin determinations (Haden- 
Hausser hemoglobinometer) were made for all the chil¬ 
dren. The lowest reading was 4.7 gm. (31%), and the 
highest 10.5 gm. (69%). The complete results arc 
shown in Table 3. The average hemoglobin reading for 
the entire group was 8.4 gm. (55%). We considered a 
normal hemoglobin value for this group to be 11.5 to 
12 gm. (76% to 80%). 


Table 3. —Results of Hemoglobin Detenmnations 

Hemoglobin 


Value, Number of 

Gm, Children 

...-4,7. 1 

fi.O- 5.5. 2 

5.5- C.0. 1 

6.0- 6.5. 2 

0.6- 7.0. 3 

7.0- 7.6. 3 

7.5- 8.0. 4 

8 . 0 - 8.6 . 2 

8.6- 9.0. G 

9.0- 9.5. 10 

9.5-10.0. 9 

10.0-10.5. 7 


In 41 instances a complete blood count (erythrocytes, 
leukocytes, and differential) was made. The number of 
erythrocytes varied from 2,530,000 to 6,000,000, but 
we attached significance to these counts only as they 
were interpreted in terms of the color index, which 
varied from a high of 1.2 to a low of .34. The child with 
the extremely low color index had supposedly been given 
“eight shots of liver,” but no iron for his 
had a red cell count of 6,000,000 wiih “ 

value of 6.25 gm. (41 %). 
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The following tabulation of the color indexes shows 
the number of children in each index range: 

(i.a-o.-!. ._> 

n.4-0.5. 11 

n. r,.o.o. 3 

o. fi-o.".’ ’ - 

o.r- 0.8 . <1 

0.8-0.0.’’ r, 

0.!)-l,0.i 

1.0-1.02. !!!.'!! a 

The erythrocytes showed moderate microcytosis and 
marked hypochromia in most of the cases. No malarial 
parasites were observed. The leukocyte counts were 
within normal limits in all but 10 patients, who showed 
leukocytosis (over 14,000). Six of these could be ac¬ 
counted for on the basis of concurrent, infection. What 
caused the other four was not evident Eosinophilia 
(over 4%) was present in 11 of the children. Two of 
these had a history of allergy, and one had proved Ascaris 

■ infestation. Of the remaining eight, four had no ova in the 
stool on examination and the other four had no examina¬ 
tion. 

Stools and Urine: The parents of 18 children co¬ 
operated to the extent of having stool examinations made. 
Three of the children were found to have intestinal 
parasites: ascariasis in two and uncinariasis in one. We 
do not know whether this percentage of infestation 
(17%) would have prevailed in the 32 who were not 
examined. The parents of 10 children brought urine 
' -imens or collected them in the office. Nine of these 
cimens were normal. One child had pyuria, which 
^ rapidly, under treatment. 

TREATMENT 

Treatment consisted of the following five distinct parts, 
.. which were explained in detail to the parents. 1. Immedi¬ 
ate weaning of the baby from the bottle or breast. Grad¬ 
ual weaning of a baby toward the end of the first year is 
desirable, but we were convinced that only abrupt wean¬ 
ing in this group of children would achieve the results we 
wanted. 2. Getting the child on a well-balanced diet, en¬ 
couraging him to feed himself as much as possible. We 
knew that general remarks about essential food elements 
would accomplish little if anything, so we told the parent 
to try to get the child to eat the following foods: for 
breakfast, fruit juice, an egg; and cereal or toast; for 
dinner, two vegetables, rice, potato or macaroni, and 
meat or cheese; for supper, a fruit or vegetable, cereal or 
sandwiches, and a simple dessert. The child was to be 
offered a glass of milk along with each meal but he was 
not to drink it all at the first of the meal. Nothing was to 
be given between meals but fruit or fruit juice. 3. Giving 
the baby an iron-vitamin mixture regularly. The mixture 
we used was compounded by us in the office from the 
following ingredients: thiamine hydrochloride 600 mg., 
i ferrous sulfate (feosol® elixir) 120 cc., a multivitamin 
preparation (homicebrin®) 120 cc. The prescribed dose 
was 5 cc. (one teaspoonful) three times a day. The 

■ children thus received daily 4,500 I. U. of viffimin A, 

; 40 mg. of thiamine hydrochloride, 1.8 rag. of riboflavin, 
i 90 mg. of ascorbic acid, 1,500 1. U. of vitamin D, and 

150 mg, of ferrous sulfate. 

i It will be noted that the amount of vitamin A, ribo- 
I ilavin, ascorbic acid, and vitamin D is three times the 
’^aily vitamin requirement recommended by the Food 
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and Nutrition Board of the National Research Council. 
The large amount of thiamine hydrochloride appears 
to be grossly excessive, but clinical experience has 
proved to us its value in stimulating appetite. We have 
also seen several cases of beriberi in malnourished 
children in this section of the country and are convinced 
that thiamine deficiency is not uncommon. The amount 
of ferrous sulfate is slightly above the dose usually 
given. In compounding the preparation we mixed the 
thiarhine hydrochloride with the multivitamin prepara¬ 
tion and then added the ferrous sulfate in small amounts, 
shaking the mixture vigorously all the while. In this way 
a homogeneous mixture was obtained. When the full 
amount of ferrous sulfate was poured in at once, a 
lumpy mixture resulted. 4. Examination of the stool for 
ova. Intestinal parasites (principally Ascaris and Necator 
americanus) are not uncommon in this region, and it 
seemed advisable to rid the children of these if we were 
to get the best results. 5. Further observation and blood 
study at the end of three weeks (when the supply of iron- 
vitamin mixture that we furnished was exhausted). 

RESULTS OF TREATMENT 

We tried to impress on each mother the necessity for 
further examination. Knowing that some of these chil¬ 
dren lived at quite a distance from our office and realiz¬ 
ing the human tendency to disregard instructions, we 
were agreeably surprised to have 32 report back in per¬ 
son. Letters were sent to the others, and three replied. 
Another physician sent us a report on one child. This 
gave a total of 36 (72%) on whom we secured suf¬ 
ficient data to determine results. 

The best-planned medical regimen is of little avail if, 
after it is prescribed, it is not applied. So we attempted 
to determine the amount of cooperation shown by the 
parents of these 36 children. The parents of 25 (69%) 
appeared to have tried to follow our instructions com¬ 
pletely, and the parents of 10 modified them to greater 
or lesser degree. In the 25 instances in which treatment 
as outlined was followed, satisfactory results were 
obtained. In four of these the improvement was slow 
owing to intercurrent infections. In 21 the response was 
immediate. In three weeks the children’s color had im¬ 
proved, their appetites had increased, they were less 
irritable, their bowels were moving more normally, and 
they slept better. The average gain in hemoglobin in this 
group was .54 gm. per week. The following case reports 
illustrate the results obtained when our instructions for 
treatment were followed. 

REPORT OF CASES 

Case 8.—This patient was an 18-month-old white boy whose 
father was a merchant. He was started on milk from a bottle at 1 
month and on supplementary vitamins and solid foods at the 
usual age. He sat up at 5 months and walked at 13 months. He 
had the usual immunizations. He appeared to do well up to 1 
year of age. and then his appetite diminished. He relied more 
and more on his milk. At 18 months he was receiving 1 qt. 
(1,000 cc.) of milk from a bottle each day and little other 
food. He was brought to the office because of pallor, irritability, 
and poor sleeping habits. 

Physical examination showed him to be slightly overweight, 
pale, flabby, and unfriendly. He weighed 21 lb. 15 
Blood study showed a hemoglobin value of 9 gm. (59%) with 
4,300,000 red blood cells. The treatment outlined was prescribed. 
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Three weeks later he appeared much happier and more lively. 
The hemoglobin value had risen to 10.5 gm. (70%). The mother 
reported that she had no difficulty stopping the bottle, that he 
was eating and sleeping well and playing with other children. The 
mother was advised to continue the treatment. 

Case 1.—^This 15-month-oId white boy was the son of a 
farmer. He was the 10th child in the family; the father was 40, 
the mother 39. He had been breast-fed all of his life. Vitamin 
drops were given for three weeks only. Grits were started at 
12 months, but no other foods were given. He sat up at 6 months 
and walked at 12 months. He had been seen by a physician once. 
He was fed in his mother’s lap and slept with his mother. 

Physical examination showed him to be thin, small, pale, and 
poorly nourished. He showed parietal bossing, flaring of ribs, 
and enlarged epiphyses at the wrists and ankles. His hair was 
long. He weighed 19 lb. 4 oz. (8.7 kg.). The hemoglobin value 
was 9.25 gm. (61%), with 2,530,000 red blood cells. The treat¬ 
ment outlined was prescribed. 

• Three weeks later the hemoglobin value was 10.25 gm. (67%) 
and the child weighed 20 lb. 6 oz. (9.3 kg.). The mother reported 
that she had weaned him immediately without any difficulty, that 
he was eating general foods and drinking some milk from a cup. 
His disposition had improved considerably. She was advised to 
continue the treatment. 

Case 25.—This 16-month-old white boy had been a former 
patient of ours and had been brought in for monthly check-ups 
for the first six months, receiving the usual immunizations. At 
the age of 10 months he weighed 21 lb. (9.5 kg.) and appeared 
to be in excellent health. Toward the end of the first year he 
had learned to hold the bottle for himself and had gradually lost 
all desire for other foods. He had never learned to feed himself 
with a spoon. At the age of 14 months he was taken off the 
bottle and ate well, but he took little milk from a cup, so the 
bottle was started again. When he was brought in for examina¬ 
tion at 16 months his mother stated that he was drinking five 
bottles of milk, 8 oz. (250 cc.) each, daily. He refused all other 
foods. His mother brought him in because he was constipated 
and irritable. 

Examination showed him to be pale and quite irritable. The 
muscles were flabby. He weighed 22 lb. 13 oz. (10.4 kg.). The 
hemoglobin value was 9.5 gm. (61%). The stool was negative 
for parasites. The treatment outlined was prescribed. 

In three weeks there had been a pronounced change, according 
to his mother. His appetite was good, he was eating general foods 
and drinking small amounts of milk from a cup. He had gained 
10 oz. (280 gm.) in weight and the hemoglobin value was 10.5 
gm. (69%). His mother was advised to continue treatment. 

In the 10 instances in which the mother modified our 
suggested treatment, the results varied from poor to 
fairly good. The following cases illustrate the results 
when the prescribed treatment was modified. 

Case 17.—A 21-month-old white girl was the daughter of a 
salesman. She had been bottle-fed since birth with an evaporated 
milk formula, with one short period of receiving goat’s milk. 
Cod liver oil was given regularly. She was started on other foods 
in infancy but did not like them or take them well. She had 
learned to hold a bottle early but had never learned to feed her¬ 
self with a spoon. Her mother had wanted to stop the bottle, but 
her grandmother insisted that it be continued. The day before 
she came to the office she had received the following foods: for 
breakfast, small amount of cereal and bottle of milk; for dinner, 
bottle of milk; for supper, bottle of milk, and between meals, box 
of soda crackers. 

Examination showed her to be pale and cross. Her skin was 
sallow and her muscles flabby. She appeared tired. The hemo¬ 
globin value was 9 gm. (59%) and the red blood cell count was 
5,790,000. The stool was negative for ova. The treatment out¬ 
lined was prescribed. 

She was brought back in three weeks. The bottle had been 
taken away from her, but she was still allowed to eat food such 
as crackers between meals. The medication had been given 
irregularly. It was evident that more drastic steps were necessary. 
The child was admitted to the hospital, a blood transfusion was 
given, and a diet instituted. This time the family agreed to co¬ 


operate and the results were gratifying. When seen again in four 
months the girl was in fine spirits. Her appetite was good, and 
the hemoglobin value was 12.5 gm. (83%). 

Case 19.—This was a 26-month-old white girl, daughter of a 
sprayer for a county health department, svho was brought in 
because of frequent colds and attacks of diarrhea. She had been 
bottle-fed with an evaporated milk formula. Solid foods were 
given at the usual age, but around 1 year of age she lost appetite 
for everything but milk. She had been given orange juice daily 
from 1 to 8 months of age, and a percomorph liver oil concen¬ 
trate from the ages of 3 weeks to 2 years. The diet on the day 
before examination consisted of these foods; for breakfast, grits, 
a small amount of egg, and a bottle of milk; for dinner, banana 
pudding and tea; for supper, grits and gravy and a bottle of 
milk. 

Examination showed a pale, unhappy, and irritable youngster. 
Her weight was 32.5 lb. (14.8 kg.). Her muscles were flabby. 
The hemoglobin value was 8.5 gm. (56%). The treatment out¬ 
lined was prescribed. 

Ten days later she was brought back with a severe upper 
respiratory infection. The mother stated that she had been im¬ 
proving until she caught cold. Aureomycin was prescribed, and 
the parents were urged to bring her back for further observa¬ 
tion. She was brought back in four months. The mother stated 
that she had improved considerably and then had fallen back 
into her old habit of eating between meals and had lost her 
appetite. Her hemoglobin value was 8.5 gm. (56%). She was 
now in the pretreatment status. Again we outlined the treatment, 
gave some more of the iron-vitamin mixture, and urged that she 
be brought back in three weeks. At the time of this writing, six 
months later, she has not returned. 

Case 12.—The patient was a 23-month-old white boy whose 
father was in the Navy. He was brought in because of sores 
around the mouth. He had received breast milk up to 6 months, 
evaporated milk from a bottle up to 13 months, and then cow’s 
milk from a glass. Cereals had been started at 3 months, meat at 
7 months, fruit at 9 months, and vegetables at 13 months. No 
supplementary vitamins had been given. For the past few months 
his diet had consisted of starches, milk, occasionally meat, and 
almost no vegetables and fruit. When asked about immuniza¬ 
tions, the mother replied, “He has had the three-in-one shots— 
whooping cough, diphtheria, intestinal." 

Examination showed him to be pale, flabby, and irritable, 
with evidence of rickets. He weighed 26 lb. (11.8 kg.). There 
were impetiginous lesions around the mouth. The hemoglobin 
value was 9 gm. (59%), the red blood cell count was 5,100,000. 
The stool was negative for ova. We prescribed treatment for the 
impetigo and outlined the usual treatment for anemia and mal¬ 
nutrition. 

Five days later the child was brought in again. The impetigo 
had cleared, but otherwise there was no change in his condition. 
The medication had been given sporadically, the diet had not 
been followed. Again we explained the different phases of the 
treatment to the mother and urged her cooperation. Eight 
months later we received a letter from a pediatrician in a neigh¬ 
boring city asking for this boy’s record. When we wrote that he 
was one of our case studies and we would like a follow-up on 
him, this was the reply: 

"When I saw this boy he was 31 months of age and the com¬ 
plaint at that time was ‘sores on the arms and legs.’ His general I 
condition was slightly improved over his condition when first 
seen by you. His weight was -27.5 lb. (12.5 kg.). The stool was 
negative for ova. The hemoglobin was 72% fSahli). He was on 
table foods, orange juice and ‘hadacol’—one teaspoonful three 
times daily. The sores on his arms and legs were infected insect 
bites. My examination was otherwise negative except for the 
child being underweight and malnourished. 1 let her continue on j 
the ‘hadacol’ but insisted on homicebrin®—one teaspoonful twice j 
a day. I am afraid this mother is a bit too much for me to cope/ 
with but I will keep on trying. Thanks for the letter and the| 
patient (not the mother).’’ ' 

COMMENT j 

As we compared the general conditions in which; 
these children lived and the care they received in infancy 
with the situation that prevailed when 
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pediatric practice 23 years ago, we were impressed with 
the progress that has been made. SteriJized milk, earlier 
nse of scientifically prepared cereals and vegetables, 
better refrigeration, widespread screening of houses^ 
better heating facilities, water from city mains or deep 

wells instead of from the dangerous shallow wells_ all 

of these have made their contribution to better health. 
The need for supplementary vitamins, not so well 
recognized formerly, is now an accepted fact. Vitamins 
had been given to 94% of these children, and 70% 
had received them with fair regularity during their first 
year. Routine immunizations, infrequently given for 
diphtheria and not yet developed for pertussis and tet¬ 
anus in 1928, were received by over half of the children 
in this series. 

From the evidence collected in this study, we are 
convinced that the babies of today in this section of 
the country are receiving far better medical and general 
care during the first months of life than they did a 
quarter of a century ago. This evidence also shows, 
however, that many still are not getting the care that is 
available and to which they are entitled. It became 
equally apparent as we studied these records that inade¬ 
quate care is being given to many children during the 
latter part of the first year and during the second and 
third years of life, with resulting malnutrition and 
anemia. It is obvious that the immediate cause of the 
malnutrition and anemia is inadequate intake of foods 
1 taining iron and vitamins. These children subsisted 
,cly on milk. Other foods, mostly carbohydrates, 

■ taken in small amounts. The vitamins necessary for 
. ormal growth were not being received. Contributing 
factors were intestinal parasites, chronic infections, or 
repeated attacks of acute infections, particularly of the 
respiratory tract. 

The treatment we employed in these cases of malnu¬ 
trition and anemia gave satisfactory results. However, 
■we were more concerned with the remote causes, the 
factors in the child’s earlier life that had contributed to 
the development of the present poor health. As we 
interpreted the information secured from our study, 
anemia and malnutrition resulted from the following 
causes. 1. Misunderstanding as to the role of mfik in a 
child’s diet. It has been preached from the house tops 
that milk is the perfect food and that every child needs 
a quart a day. Milk is undoubtedly the best single food, 
but it is not a complete food. Many children not only 
do not need, but cannot take, a quart a day if they are 
to eat the additional foods required for normal growth 
and development. When we attempted to explain this 
to the parents, the usual reply was, “But I always 
thought that if a child got a quart of milk a day every¬ 
thing would be all right.” 

2. Failure to wean the baby from the breast or bottle 
during the last months of the first year. When a baby has 
learned to hold a bottle for himself, to lay it aside and 
. pick it up at will, to carry it around with him as a toy, he 
tends to dawdle and to drink a portion of the milk now 
,1 and a portion later. His natural appetite is dissipated. He 
satisfies himself with milk from the bottle, refuses other 
•’oods, and goes on his anemic way. 
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3 Failure to teach the child early to feed himself, to 
hold and drink from a cup, and to handle a spoon. When 
a baby is taught to drink from a cup and then taught to 
handle the cup, the transition from bottle to cup is rela¬ 
tively easy. When a sudden change is attempted without 
early training, diliiculties ensue. If, when a baby is old 
enough to sit in a chair, be is allowed to feed himself, he 
appears to enjoy it and the eating of solid foods becomes 
a pleasure. If, on the other hand, a spoonful of food is 
constantly being thrust into his mouth, his sense of inde¬ 
pendence and individuality tends to become insulted and 
he refuses to participate in the one-sided game. Nowhere 
is it more evident than in feeding an infant that children 
can be led with ease but pushed with difficulty. 

4. Failure to continue the administration of supple¬ 
mentary vitamins after the first few months of life. 
Although 47 of the 50 babies had been started on sup¬ 
plementary vitamins early, 6 received them less than a 
month and 9 others did not receive them after the first 
six months. Few of them were given supplementary vita¬ 
mins during the second year of life. 

5. Poor understanding on the part of the parents as to 
what constitutes a satisfactory diet. Many of the mothers 
seemed to believe all that was necessary was to fill the 
child’s stomach; whether it was with milk, grits, or soda 
crackers did not seem to matter. A majority of the chil¬ 
dren seemed to be getting a sufficient number of calories, 
and less than half were underweight. This fact alone kept 
many of the parents from realizing that the children were 
also malnourished. 

6. Lack of periodic medical examinations. The moth¬ 
ers of 25 children stated that they had carried the child 
to the physician only when he appeared sick. The other 
25 had taken the child for regular examinations for the 
first 9 to 12 months but not thereafter. Had all of these 
children been observed by a physician at regular inter¬ 
vals, we are sure that most of the malnutrition and 
anemia could have been prevented. We are also sure that 
in all but three bases it was not any financial difficulty 
that kept these babies from being taken to a physician; 
it was either ignorance or indifference. 

It is apparent that the problem of malnutrition and 
anemia in children is not merely one of diagnosis and 
treatment, but that it is also, and perhaps primarily, one 
of prevention; and prevention comes through education. 
What education had done and is doing is well demon¬ 
strated by the greatly improved care that the infant re¬ 
ceives today as compared with the care given a baby two 
decades ago. This effort must be continued, but it must 
be amplified to include the older infant and the young 
child, if we are to prevent the appearance of malnutri¬ 
tion and anemia in a sizeable segment of our small-child 
population. The pediatrician and the general practitioner 
must take a leading role in this undertaking. 

SUMMARY 

A clinical study of malnutrition and anemia in 50 
young children has been presented. Effort has been made 
to determine the immediate and remote causes for this 
condition, and a method of treatment has been outlined. 

117 West Cheves. (Dr. Price). 



DIFFERENTIAL DIAGNOSIS OF NECK PAIN 
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In the differential diagnosis of neck pain, considera¬ 
tion may be taken of the patient’s age, the manner of 
onset and the duration of the pain, the severity of the 
pain, and the general condition of the patient. In children 
acute neck pain is usually due to an infectious process 
in the nasopharynx, the central nervous system, or the 
lymph nodes. In adults neck pain is often due to dental 
or other oral infections, postural and structural changes 
in the neck, muscular affections, and injuries. In the 
elderly neck pain may be due to cervical arthritis, vascu¬ 
lar disease, and malignant tumors. 

Points to be considered in the history taking include 
the location of the pain in the neck, radiation of the pain, 
manner of onset, recent or remote injury that might 
affect the neck, occupational trauma, recent or present 
infection, exposure to contagious disease, exposure to 
inclement weather, constitutional disease, and duration 
of the complaint and whether it is primary or recurrent. 

Important points in the physical examination include 
age, sex, temperature, pulse rate, respiratory rate, blood 
pressure, habitus, obvious injury or abnormality, asso¬ 
ciated disease, and sensory, muscular, or vascular 
changes. The presence of any mass or swelling should 
be noted: its size, shape, consistency, tenderness, con¬ 
nection with other neck structures or with the overlying 
skin, and its mobility during various movements, of the 
neck and on swallowing should be determined. 

Laboratory tests that may be required include com¬ 
plete blood cell counts, serum agglutinations, serological 
tests for syphilis, x-ray examination, and spinal puncture. 

INFLAMMATION OF TONSILS, PHARYNX, OR LARYNX 

The neck pain of acute inflammation of the tonsils, 
pharynx, or larynx is usually that of a “sore throat.” It 
may be worse on swallowing or talking and is usually 
accompanied by fever, malaise, and other symptoms of 
an acute upper respiratory infection. On examination 
there may be tenderness in the anterolateral neck under 
the angle of the jaw; oral inspection will show the con¬ 
gested and enlarged tonsils, often with an exudate on the 
surface, or, if tonsillectomy has been done, there may 
be only some reddening of the hyperplastic lymphoid 
tissue of the posterior pharyngeal wall, with or without 
a postnasal drip of mucopurulent material. If the tonsil 
infeetion spreads to the surrounding tissues, a periton¬ 
sillar abscess may occur. In this very painful complica¬ 
tion, the congestion, swelling, and redness of the tonsil 
extend along the anterior pillar toward the uvula, or 
downward toward the base of the tongue. Although the 
majority of these aeute infections of the upper respiratory 
tract are eaused by a Streptococcus or a virus, an occa¬ 
sional one may be Vincent’s angina, diphtheria, or agran- 
ulocytie angina. In Vincent’s angina there may be in¬ 
volvement of the gums as well as the throat; there is 


usually evidence of poor oral hygiene; there is a fetor 
oris; the exudate forms a grayish white membrane in 
irregular patches, and when it is removed some bleeding 
occurs; the large, cigar shape bacillus and the fine spiril¬ 
lum of Vincent can be found in large numbers on a smear 
made from the raw lesion and stained with methylene 
blue or by Gram’s method. In diphtheria,there is usually 
a history of no diphtheria immunization or of only a re¬ 
mote immunization in a child or young adult of known 
susceptibility, of possible exposure to a case of diphtheria 
or to a carrier, or of an epidemic in the community. The 
onset is sudden, with the patient getting progressively 
sicker; either the nose, pharynx, or larynx may be the site 
of most of the infection. As the larynx becomes involved 
there is difficulty in breathing and tracheotomy may be 
required. The exudate forms a membrane that spreads 
over the affected area and is rather adherent to the under¬ 
lying tissue, so that when part of the exudate is removed, 
some bleeding occurs; the organism can be cultured 
from this area for identification in several hours, and can 
often be found on a direct smear made from the raw sur¬ 
face and stained with methylene blue. In the relatively 
rare agranulocytic angina, there is usually the history of 
an acute sore throat or upper respiratory infection that 
has been treated with sulfonamides, improved, then re¬ 
lapsed. Or, other granulocyte depressants may have been 
taken. The patient gets sicker daily; areas of necrosis 
appear in the mouth and throat, as well as elsewhere, 
owing to the lack of leukocytic response to infection, and 
the tonsils may slough out. The history, the findings on 
examination, and the complete blood cell count showing 
the marked granulocytic leukopenia point to the diag¬ 
nosis. 

The uncommon retropharyngeal abscess may occur 
in association with an acute infection of the throat, or 
following an injury to the throat, as by a fish bone. The 
symptoms are somewhat similar to those of a peritonsillar 
abscess, but on examination the swelling of the posterior 
wall of the pharynx will be seen and can be palpated. 
There should be no pulsation, as in an aneurysm; the 
swelling should not be firm and hard, as in malformation 
of the vertebrae. A lateral roentgenogram of the neck 
usually shows the posterior wall of the pharynx displaced 
forward. Most of the reported cases have been in chil¬ 
dren, and on an infectious basis. 

INFECTIONS OF LYMPH NODES AND GLANDS 

Acute cervical adenitis may be the cause of unilateral 
or bilateral neck pain. The lymph node infection may be 
secondary to infection in the region of the neck drained 
by the affected nodes, or may be part of a generalized 
lymphadenitis, such as infectious mononucIeo.<;'- ~'ic 
posterior auricular and posterior cervical 
usually enlarged and painful in Germa' 
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chickenpox, in scalp infections and infestations, and in 
infections of the external ear. The nodes in the lateral 
and anterior neck may be involved in infections of the 
naso-oro-pharynx, the mouth, teeth, gums, tongue, lips, 
salivary glands, and face. The nodes may be small or 
large, single or multiple, discrete or confluent and matted 
together. There is usually pain and soreness in the in¬ 
volved area of the neck and the glands are tender to 
palpation. It is quite important not to mistake the lateral 
cornua of the hyoid bone for enlarged nodes; each end of 
that bone is more or less sensitive to palpation, and pos¬ 
sibly more so during an acute sore throat, when any 
movement of the intrinsic structure of the affected area 
may be painful. 

In mumps, or epidemic parotitis, the painful swelling 
of the I>arotid gland often begins just under the lobe of 
the ear, causing some outward protrusion of that portion 
of the ear. The amount of pain varies from mild to severe, 
the condition usually being more painful in adults than 
in children. The swelling may extend in a few hours to 
involve the entire gland; it may start unilaterally oi^ 
bilaterally; it may start unilaterally and become bilateral 
in a few days or a week; or, it may remain unilateral dur¬ 
ing the present attack. The opening of the parotid duct 
at the level of the upper second molar tooth is usually 
reddened and pouting; salivary stimulants usually cause 
an increase in the pain; and in some cases, opening of the 
mouth is quite painful. Pancreas or gonad involvement 
ay occur as a complication of the disease. Rarely, there 
y be a mumps of the submaxillary or sublingual sali- 
y glands. In such a case, the pain and tenderness are 
the anterior neck, corresponding to the swelling of the 
affected gland. 

Acute suppurative parotitis may at times cause pain 
in the upper part of the neck, but the main involvement 
and complaint is with the major portion of the parotid 
gland which lies over the preauricular area of the face. 
The condition may occur in elderly or debilitated patients 
with poor oral hygiene who are dehydrated following 
major surgery or illness. The onset is a rather sudden 
swelling of one or both parotids that is increasingly pain¬ 
ful. Septic symptoms are aggravated. Unless promptly 
and properly freated, the condition may be rapidly fatal. 

A painful postprandial swelling of the submaxillary 
gland may be a cause of pain in the upper anterior neck. 
The pain and swelling may occur at the sight, smell, or 
thought of food, or during a meal; it usually disappears 
after a meal is finished, but it may be so severe that the 
meal cannot be finished. The cause is an obstruction of 
Wharton’s duct, usually by a salivary calculus, or by a 
fibrinous plug. During an attack the swelling may be 
noted. A stone, or stones, near the opening of the duct 
may be palpable, but if the swelling is in the substance 
of the gland, roentgenologic examination will be re¬ 
quired. 

MENINGITIS, MENINGISM, AND POLIOMYELITIS 

The neck pain of acute meningitis is usually in the 
back of the neck and is increased by an attempt at flexion 
' of the cervical spine. There are usually an associated 
'l headache, fever, general symptoms of an acute respira- 
I tory infection, possibly nausea with or without vomiting. 
Land lassitude or irritability, and there may be a petechial 
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rash on the trunk or elsewhere. On spinal puncture the 
fluid pressure will be increased, the fluid will be cloudy 
or turbid owing to a marked increase in the cell count, 
and the causative organism may be found on smear or 
by culture. 

Meningism may cause neck pain early in the course 
of some infectious diseases such as pneumonia, scarlet 
fever, tetanus, typhoid fever, and in pyelitis of infants. 
In addition to the neck pain, usually posterior, there may 
be headache, nuchal rigidity, positive Kernig’s sign, and 
muscular twitchings or convulsions. Although the signs 
and symptoms of the primary disease are usually definite 
and distinct enough to indicate the proper diagnosis, on 
occasion it may be necessary to perform spinal puncture 
to rule out a meningitis; there are no changes in the spinal 
fluid in meningism other than some increase in amount 
and in pressure. 

The neck pain of acute anterior poliomyelitis is also 
usually in the back of the neck. It may be accompanied 
by headache, malaise, other symptoms of an acute 
upper respiratory infection, fever, pain in the legs, and, 
at times, fibrillary twitchings of the leg muscles usually 
followed by more or less paralysis. The neck pain is in¬ 
creased by attempt at flexion of the spine. Spinal punc¬ 
ture usually shows increased fluid pressure; the fluid may 
be clear or turbid, and there is an increase in the number 
of cells, mostly lymphocytes and a lower total cell count 
than in meningitis, with no bacteria found by smear or 
culture. 

FURUNCLES, CARBUNCLES, AND CYSTS 

Furuncles and carbuncles anywhere on the neck are 
a common cause of neck pain. They are commoner on 
the back of the neck, particularly in middle-aged men 
of a stocky build who have a short neck, and especially 
in diabetics. Due to the density of the tissues of the back 
of the neck, the pain of a furuncle or carbuncle tends to 
limit the movements of the neck, and the tenderness 
seems to extend beyond the edge of the apparent infec¬ 
tion. A furuncle, being smaller than a carbuncle, usually 
localizes and points rapidly, while a carbuncle spreads 
peripherally in the skin and subcutaneous tissue, and 
may point in several places, with the patient becoming 
sicker daily. 

Cervical lymph nodes enlarged from Hodgkin’s dis¬ 
ease, leukemia, lymphoblastoma, tuberculosis, and meta¬ 
static carcinoma are usually not painful or tender unless 
secondary infection, abscess formation,- or ulceration 
occur. 

An infected thyroglossal cyst may cause pain in the 
anterior neck. This congenital abnormality may first 
cause symptoms in childhood or in early adult life. It is 
a cystic tumor located in the anterior midline of the neck 
above the thyroid gland. It moves on swallowing as it 
is connected with the thyroid gland; it moves on pro¬ 
trusion of the tongue as it is attached to the base of the 
tongue. An opening through the skin may discharge a 
glairy mucus or a purulent material. To delineate the 
course of the sinus, a radiopaque oil may be injected into 
the tract, the opening closed with a purse-string suture, 
and roentgenograms taken. The tract usually goes 
through or behind the hyoid bone. 

A lateral cervical cyst may also become infected, then 
painful and tender. This congenital anomaly may present 
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as a lateral cervical swelling, or as a fistula with a con¬ 
tinuous or intermittent discharge of secretion. It is 
usually first noticed in childhood, but symptoms may not 
occur until adult life. The upper end of the tract may 
extend to the tonsil fossa, while the lower end may be 
anywhere from the hyoid bone to the clavicle. 

Sebaceous cysts often occur in the posterior or lateral 
neck. When they become infected, there is usually sud¬ 
den enlargement, pain, and tenderness. A residual 
nodule, usually not tender, may follow spontaneous re¬ 
gression or perforation. 

THYROID CONDITIONS • 

Acute thyroiditis causes moderate to severe pain in 
the thyroid region of the neck. It may be primary, may 
occur during the course of an acute infectious disease, 
or may be secondary to a contigious infection, The gland 
usually enlarges rather rapidly, is painful and tender, 
brawny and hard. The overlying skin may become red¬ 
dened and indurated. Pressure symptoms often occur, 
and there is fever and leucocytosis, but abscess formation 
is not common. 

Chronic thyroiditis is not common. In this condition 
there may be bouts of tenderness and slight pain in a 
progressively enlarging gland. 

A diffuse nontoxic goiter is usually not painful or ten¬ 
der. A diffuse toxic goiter is usually not painful or tender, 
although it may cause a sense of fullness or tightness in 
the neck. A nodular nontoxic goiter may cause irregular 
pains in the neck from pressure on the trachea and the 
recurrent laryngeal nerve, or if it becomes wedged in 
the thoracic inlet, A toxic nodular goiter may cause 
similar symptoms in addition to those of the thyrotoxi¬ 
cosis. Hemorrhage info any nodular goiter may cause 
pain and sudden pressure symptoms; in arteriosclerosis 
there may be hemorrhage into an essentially normal 
thyroid gland; a blow or fall striking the anterior neck 
may result in hemorrhage into the gland with sudden 
enlargement, usually limited by the capsule, and accom¬ 
panied with acute pressure symptoms and pain, with dis¬ 
coloration of the overlying skin. 

ERYSIPELAS 

Erysipelas occurring in the neck primarily or as an 
extension from the face may be a cause of neck pain. It 
may originate in a wound, but at times the source of the 
infection cannot be found. This red, well-defined, acute 
lesion is accompanied with fever and sepsis; the spread 
is irregularly peripheral, but the border can be both 
seen and felt. The skin is hot and thickened, the surface 
somewhat raised and irregular, and there may be tiny* 
vesicles at the edges. It is always tender and usually pain¬ 
ful. The condition may be more or less self-limited, or, 
in an undernourished, or alcoholic patient, it may be 
phlegmonous with severe toxic symptoms and extensive 
necrosis with sloughing of the skin and subcutaneous 
tissues. 

LUDWIG’S ANGINA AND OSTEOMYELITIS 

Ludwig’s angina begins as a painful induration of the 
submaxillary area accompanied by chills, fever, and 
^ septic symptoms. The mass may be outlined by one finger 
1 in the mouth and the thumb or other hand used exter¬ 
nally. It is secondary to oral infection and may extend 


downward into the anterior triangle of the lateral space 
of the neck. The overlying skin may become red and 
abscess formation may occur. 

Osteomyelitis of the lower jaw may result in an acute 
or subacute inflammation of the surrounding soft tissues, 
the mass from which extends upward over the mandible 
as well as downward, and'its connection with that bone 
is noticed. There has usually been a previous infection 
about a tooth in the area, or a necrosis following irradia¬ 
tion some weeks or months before. Abscess formation 
in this soft tissue infection is common. The pain is 
moderate to severe, and the patient is quite ill, but less 
so than the patient with Ludwig’s angina, from which 
disease osteomyelitis of the lower jaw must be differ¬ 
entiated. 

NUCLEUS PULPOSUS DISLOCATION 

Posterior dislocation of the nucleus pulposus in the 
cervical spine may cause neck pain. The spinal cord, a 
cervical nerve root, or both, may be compressed in vary¬ 
ing degrees, i. e., a midline dislocation may compress 
the cord, a paramedian dislocation may compress the 
cord and a nerve root, while lateral dislocations will in¬ 
volve only a nerve root. The cord compression syndrome 
is similar to that from a tumor of the spinal cord or the 
nerve root, and the differentiation is difficult. There may 
be stiffness and pain in the neck with radiation into' one 
or both shoulder girdle areas, arms, forearms, or hands, 
as well as sensory disturbances and motor weakness in 
one or both upper extremities, depending on the seg¬ 
mental involvement. There may also be varying degrees 
of sensory alteration and motor weakness in .the trunk 
and lower extremities. Approximate localization of the 
lesion from the clinical standpoint is usually not difficult, 
while the exact level may be confirmed by myelography. 
Unilateral dislocation involving a single nerve root is the 
commonest, and ordinarily occurs at the sixth inter¬ 
vertebral disk involving the seventh cervical nerve root, 
or at the fifth disk involving the sixth nerve root. The 
first symptom may be pain, often limited to the lower 
neck. Recurring attacks of regional pain associated 
with some neck stiffness are followed by attacks of 
severe radiating pain spreading to the scapula, tip of 
the shoulder, the arm, and the upper chest. At times 
it may radiate along the medial aspect of the forearm 
and hand. The pain may be aggravated by movements of 
the neck, and by coughing, straining, or sneezing. There 
may be attacks of numbness and tingling of the forearm 
and hand. There may be some temporary relief by elevat¬ 
ing the arm above the head. Examination shows the 
head and neck are held in a rather fixed position and 
movements of the spine are done in a guarded manner. 
There may be spasm of the cervical and shoulder girdle 
muscles, as well as muscle atrophy and fibrillations. The 
determination of areas of altered sensation and muscle 
weakness is of localizing value. On pressure applied to 
the top of the head with flexion to the side of the lesion 
the symptoms may be brought on or aggravated. Head 
traction usually gives relief. For the roentgen examina¬ 
tion, anteroposterior, lateral 
needed. Of particular s' 
lordosis, and the n 
vertebral forame 
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in full flexion and compared with one taken in extension 
may show marked restriction of movement in the lower 
cervical spine. 

COMPRESSION SYNDROMES 

. Cervical ribs may or may not cause neck pain. The 
symptoms may be nervous, museular, vascular, or a com¬ 
bination of these. Nervous symptoms of pain, hyper¬ 
esthesia, hypoesthesia, or paresthesia may occur in the 
neck, arm, hand, shoulder, or upper chest, either front, 
baek, or side. There may occur weakness of one or more 
muscles of the arm or hand. Vascular symptoms include 
coolness, color changes, trophic changes, and increased 
perspiration of the involved upper extremity. Adequate 
roentgenograms of the cervicothoracic spine will show 
the rib abnormality, while physical and neurological ex¬ 
amination, together with special tests to detect compres¬ 
sion of the brachial plexus or subclavian artery, will 
differentiate the cervical rib syndrome from similar con¬ 
ditions. 

The scalenus anticus syndrome may cause neck pain 
and other symptoms quite similar to those of the cervical 
rib syndrome. The scalenus anticus muscle may be 
tender, and the symptoms may be temporarily alleviated 
by diagnostic anesthetization, i. e., by injection of 3 cc. 
of 1 % procaine into the muscle. By the Adson maneuver, 
the subclavian artery and portions of the brachial plexus 
may be compressed so that the symptoms due to the 
scalenus anticus syndrome may be aggravated, or brought 
on during an asymptomatic stage. In this test, the patient 
sits or stands with the two hands in corresponding posi- 
’ons of rest; he then turns the head to one side, elevates 

e chin, and takes and holds a full inspiration while the 
examiner feels the radial pulse on each side. In the posi¬ 
tive test there will be a marked diminution or complete 
obliteration of the radial pulse, and/or increase in pain 
or paresthesia of the arm when the test is performed with 
the head turned to the affected side. 

The costoclavicular syndrome may also cause neck 
pain and other symptoms due to compression of the sub¬ 
clavian vessels in the space between the first rib and the 
clavicle. X-ray examination may indicate smaller than 
normal space between the rib and clavicle on the affected 
side. In this syndrome, compression of the subclavian 
vessels is lateral to the point of compression that occurs 
in the scalenus anticus syndrome and can be demon¬ 
strated by two maneuvers. In the first maneuver, the pa¬ 
tient assumes an exaggerated military position of atten¬ 
tion and takes and holds a deep breath, with the result 
that the radial pulse is obliterated on the affected side, 
and a bruit can be heard just under the clavicle where the 
subclavian artery is being compressed. In the second 
maneuver, the same results occur when the arm on the 
affected side is raised high overhead. In these maneuvers, 
the already small space between the first rib and the 
clavicle is further narrowed, and the subclavian vessels 
compressed, partially or completely. 

In the scapulocostal syndrome of adults with round 
shoulders and a drooping shoulder girdle there may- be 
pain in the back of the neck, but the main complaint 
usually is of deep shoulder pain, and a definite trigger 
point may be found beneath the upper medial angle of 
- the scapula.. 
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CERVICAL SPINE ARTHRITIS AND INJURIES 

Arthritis of the cervical spine is a common cause of 
neck pain in adults and in the elderly. The onset is usuall}' 
gradual with pain of a radicular pattern. Exaiqination 
will show that the movements of flexion, side-bending, 
and rotation are restricted, and tenderness with little 
muscle spasm may be noted over one or more of the 
spinous processes. There may be evidence of arthritis 
elsewhere, particularly in other parts of the spinal column. 
Careful x-ray examination of the cervical spine will 
usually show the arthritic changes, often more marked 
than the symptoms would indicate, so the clinical dif¬ 
ferentiation must be made from other possible cause of 
neck pain in the patient under consideration. 

Cervical spine injuries of greater or less degree, recent 
or remote, may be the cause of neck pain. In open wounds 
and other severe injuries, the appropriate physical, neuro¬ 
logical, and roentgenological examinations are indicated 
by the injury. In remote injuries, or in minor injuries 
without involvement of the spinal cord, a careful history 
should be taken in order to determine the probable force 
acting at the time of injury. The recoil mechanism in 
effect at the time of the cervical spine injury may mini¬ 
mize the apparent extent of the injury, so thorough roent¬ 
genological examination is needed. Films taken through 
the open mouth, or with the moving jaw technique are 
usually required for good views of the odontoid process 
and of the atlantoaxial articulation. In fractures or dis¬ 
locations, even without cord symptoms, the patient 
usually holds the head in an abnormal position, and 
tenderness may be found on one or both sides of the neck 
at the level of the injury. 

CAUSES OF SUDDEN PAIN 

The pain of a “crick in the neck,” acute torticollis, 
acute cervical myositis, or acute cervical myalgia, is 
usually of sudden onset on awakening after sleep, or 
follows exposure to inclement weather, is usually accom¬ 
panied with some of the symptoms of an acute upper 
respiratory infection, affects the posterior neck muscles, 
and is aggravated by jarring or sudden movement of the 
neck. The patient holds the neck rigid in the position of 
least pain, and the affected muscles may be tender and 
taut. 

A rather acute neck pain, usually unilateral, may often 
be associated with, or as the presenting symptom of, a 
virus infection of the respiratory tract. There may be 
slight fever and a normal or depressed leukocyte count. 
Other symptoms may occur, so that a diagnosis of in¬ 
fluenza, virus pneumonia, or of other disease, may be 
made. 

Subclavian aneurysm may cause pain in the lower 
neck as the severe boring pain due to compression erosion 
of the clavicle. The pain may begin rather suddenly, or 
increase in severity suddenly, even though the aneurysm 
is hardly noticeable. A history of syphilis, or of a stab or 
gunshot wound in the area, and careful examination will 
usually point toward the diagnosis. 

LESS COMMON CONDITIONS 

The pulmonary sulcus tumor of Pancoast, an ana¬ 
tomical rather than a histological entity, may invade the 
brachial plexus causing neck pain, and pain in the dis- 
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tribution of the affected nerves. It may also cause 
Horner’s syndrome, and it may cause symptoms sug¬ 
gestive of an esophageal diverticulum. The tumor arises 
in the apex of the lung and its symptoms are usually 
due to its local and expansile growth, rather than to 
metastases. However, any tumor arising in, spreading 
to, or metastasizing to the region could cause the symp¬ 
toms. 

Pain in the side of the neck following acute mastoiditis 
may be due to a Bezold’s abscess. The pus from the 
perforation of the tip of the mastoid process extravasatos 
within the sheath of the sternom^astoid muscle, breaks 
through near the middle, and forms a definite, painful 
abscess between that muscle and the submaxillary area. 
This is accompanied by exacerbation of the illness, tert- 
derness and swelling in the area, and perhaps by redness 
of the overlying skin. 

Pain in the side of the neck may be caused by an in¬ 
fected esophageal diverticulum that is sore and tender. 
If it is large, there may be dysphagia, or other pressure 
symptoms. The diverticulum usually presents itself as a 
mass that appears in middle or late life, usually on the 
left side of the neck, usually lateral and posterior to the 
thyroid cartilage or just below this area, and it varies in 
size from time to time, i. e., it increases in size with eating, 
and may completely disappear when no food is taken 
for several hours. It may rarely be seen, may be palpated 
when distended, and has little if any mobility and a 
doughy consistency. The opening may be seen on esO- 
phagoscopy, and roentgenologic study of the esophagus 
with opaque material will verify the diagnosis. 

CONDITIONS IN THE LARYNX 

Tumors of the larynx usually cause hoarseness as the 
first symptom, but a sense of throat discomfort or actual 
pain may also occur. Papillomas of the larynx usually 
occur in children, oftener in boys, and have a tendency 
to recur and to be transplanted to adjacent parts; these 
tendencies are less common in adults. Carcinoma of the 
larynx usually occurs between the ages of 40 and 60, 
and is several times commoner in men than in women. 
While the first symptom may be hoarseness, by the time 
a physician is consulted there is often discomfort or pain 
in the larynx. At this time, or later, there may be aphonia, 
dysphagia, dyspnea, and other symptoms. By indirect 
or direct laryngoscopy with biopsy of the lesion, the 
tumors can be differentiated and the diagnosis made. 

Tuberculosis of the larynx may cause a sense of slight 
pressure or irritation of the throat, or a feeling of dryness 
and burning. Roughness of the voice, or frequent clear¬ 
ing of the throat may occur. The voice may tire easily, 
and evening hoarseness occur. Pain on swallowing devel¬ 
ops if the epiglottis, arytenoid cartilages, or aryepiglot- 
tic folds are involved, as the laryngeal involvement is 
usually secondary to the pulmonary, and there is more 
or less cough. By laryngoscopy the lesions may be seen, 
particularly when the direct method, which lifts the epi¬ 
glottis, is used. In the early stage of infiltration there may 
be relatively nonspecific changes, as slight congestion or 
reddening of the posterior wall of the larynx, or an 
“ashen gray” anemia of the mucosa at times. Later there 
I may be seen laryngeal congestion with or without yellow 
nodules or tubercles in the submucosa with intact epi¬ 


thelium of the mucous membrane. There may be irregular 
thickening of the mucous membrane of the posterior wall 
of the larynx, or the vocal cords may be involved early, 
as shown by a rounding in the posterior third, giving 
the cord a spindle shape. Later there may be confluence 
of the tubercles, then necrosis of the overlying epithelium, 
with production of an ulcer. The ulcers may be of any 
size, single or multiple, discrete or confluent, and on one 
or both sides. The tuberculous ulcer spreads slower than 
the syphilitic ulcer, but faster than the carcinomatous 
ulcer. The tuberculous ulcer is rather superficial and is 
covered with a grayish exudate; the syphilitic ulcer has 
a punched-out appearance and is covered with a yellow¬ 
ish exudate; while the carcinomatous ulcer is raised due 
to deeper infiltration and is usually confined to the vocal 


List of Causes of Neck Pain 


In Whom Founil 


Disease 

'child 

Adult 

Elderly' 

“Sore throat,” and similar conditions..... 

-f 

+ 

-Y 

Acute ccrncal adenitis... 



■Y 

Mumps ... 



0 

Acute suppurative parotitis. 

0 


+ 

Salivary duct obstruction. 

0 

+ 

+ 

McnloLutis ..... 

+ 

■V 

0 

Mcningism . 

-f 

-f 

0 

Acute anterior poliomyelitis. 

+ 


0 

Furuncle .... 



-1- 

Carbuncle . 

0 


+ 

Thyroglossal cyst. 


■Y 

0 

Lateral cervical cyst. 

-f 


0 

Acute thyroiditis. 



0 

Goiter .. 

0 


0 

Tbyioid gland hemorrhage. 

0 

-L 

+ 

Krysipclas .. 

0 



Ludwig’s angina. 

0 

■Y 

■Y 

0.stcomyeIitis of jaw. 

0 

■Y 

+ 

Cervical spine Injury. 

+ 


■Y 

Cervical disk syndroino. 

0 


0 

Cervical rib. 

0 

+ 

0 

•Scalenus anticus syndrome. 

0 


0 

Costoclavicular syndrotnc. 

0 

-Y 

0 

Scapuloct ■ ’ 

0 

+ 

0 

Cervical 

0 

+ 

+ 

"Crick in .... .. 


+ 

0 

Virus respiratory infection. 

0 

■Y 

+ 

Subclavian aneurysm..... 

Q 

-f 

+ 

Panco.st’s tumor. 

0 

+ 

0 

Bci^oW’s abscess... 


0 

0 

Lsophageal diverticulum. 

0 

+ 

■Y 

Laryngeal tumor. 



■Y 

Laryngeal tuberculosis. 

u 


0 

Esophageal tumor... 

0 

+ 

+ 

Syjihilis of pharynx and larynx. 

0 

+ 

+ 

Foreign body in larynx. 

-h 

+ 


Subdeltoid bursitis... 

0 

-f 

0 

Herpes zoster. 

0 

-f 

-f 

Epidural abscess. 



+ 

Piimary tumor of cervical spine, ner\e» 
or cord. 

0 


0 

^letastatic tumor of cervical spine. 

0 


+ 

Carotid hypersensitivity, or tumor. 

0 

-h 

0 

Oardlttc disease... 

0 

4" 



cord or ventricular band on one side. Tuberculous peri 
chondritis of the epiglottis and arytenoid cartilages ma] 
occur from a deep ulcer of the mucous membrane. A 
tuberculoma may occur as a pedunculated fibrotuber- 
culoma or a granulotuberculoma may occur on the bad 
wall of the larynx or on the vocal folds. Later, when the 
tubercles are large enough or numerous enough to in¬ 
terfere with the circulation of the larynx, edema results 
It usually occurs in the epiglottis, the aryepiglottic foldS; 
and the vocal folds. In practically all cases of tuberculosi: 
of the larynx, tubercle bacilli may be found in the sputum 
and there is a productive and exudative cavernous tuber¬ 
culosis of the lungs. 

In the secondary stage of syphilis there may be a slighi 
sore throat; redness and congestion, or mucous patche: 
may be found in the oropharynx, and there may be a 
relatively painless cervical and/or generalized lymp^ 
adenopathy, and a positive serological teskior-c^j^g^fT- 
In the tertiary stage, the gumma may brea^ "" 
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an ulcer, e. g., in the larynx, on the anterior portion. 
There is mild to moderate pain that is increased on 
swallowing. The ulcer has a deep, puncfaed-out appear¬ 
ance, some induration occasionally, little if any edema, a 
yellowish exudate on the base of the ulcer, and at times 
perichondritis and chondritis at the bottom of the ulcer. 

Foreign bodies in the larynx usually cause a sudden 
attack of coughing, and choking and a feeling of dis¬ 
comfort or pain in the larynx. If the foreign body re¬ 
mains in the larynx, voice changes, wheezing, and pos¬ 
sibly cough, will be noted on examination. If the object 
is large, dyspnea, and even asphyxiation may occur. If 
the material is radiopaque, it may be found on x-ray 
examination. A history of definite or of possible aspira¬ 
tion of a foreign body is usually available. 


BURSITIS AND HERPES ZOSTER 
In an acute subdeltoid bursitis there may be pain 
radiating into the neck from the shoulder region. The 
pain is aggravated by attempts to abduct or rotate the 
arm, and often radiates down the arm. It is fairly com¬ 
mon in adults. Usually there is no history of injury, but 
there may have been some overexertion. Tenderness is 
fairly well localized at the region of the subdeltoid bursa, 
and there may be a visible swelling at that point. The 
x-ray examination may or may not show calcium de¬ 
posits in the subdeltoid bursa, or in the supraspinatus 
tendon in recurrences of the condition. 

Herpes zoster of the neck begins as a pain of a 
' 1 ; Igic nature, at times during or soon after an acute 
■fectious disease, followed by the appearance of crops 
of vesicular skin lesions over the course of one or more 
of the major nerves. The individual skin lesion is a clear 
vesicle with surrounding hyperemic zone. If the vesicle 
is ruptured, secondary infection may occur with the 
formation of ulcers, either discrete or confluent. In youth, 
herpes zoster is a relatively minor disease, while in adults 
and the elderly it is more painful, and residual pain after 
disappearance of the skin lesions may be a protracted 
complaint. 

ABSCESSES AND TUMORS OF THE CERVICAL SPINE 
An epidural abscess of the cervical spine may cause 
posterior neck pain that is exaggerated by coughing, 
sneezing, straining, or movement of the spinal column. 
The signs and symptoms of systemic infection are present; 
the abscess may be part of a septicemia, usually staphylo¬ 
coccic, or it may be the only metastatic process from a 
primary lesion situated elsewhere, e. g., furuncle, cellu¬ 
litis, osteomyelitis, and others. Spasm of the posterior 
neck muscles may be present, and there is marked tender¬ 
ness over the spinal column in the region of the abscess. 
Radicular pains from the abscess area are common. 
Hyperesthesia, paresthesia, and numbness may be pres¬ 
ent in the zone of the involved nerve roots. The resulting 
compression type of myelitis produces rapidly progres¬ 
sive signs of a transverse lesion situated below the level 
of the abscess. Partial or complete spinal canal block 
may be demonstrated by lumbar puncture before definite 
signs of compression occur. However, the performance 
of lumbar puncture and the removal of even a small 
quantity of fluid might produce an immediate paraplegia. 
^ An early diagnosis is so important that this risk may 
b^vell justified. 
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Primary and metastatic tumors of the cervical spine, 
of the cervical cord, and of the cervical nerves, usually 
cause pain in the distribution of the affected nerve. 
Although neither is common, the primary is more likely 
to occur in adults, while the metastatic affects the elderly, 
as a rule. Particularly in the case of primary tumors is it 
important to make a tentative and localizing diagnosis 
as early as possible, for, not only may the"^ tumor be 
benign, but also an early benign tumor may often be 
removed with such conservative surgery that little dis¬ 
ability remains. The neck pain of these primary and 
metastatic tumors is usually of gradual onset, intermit¬ 
tent, worse at night, progressive in severity and extent, 
usually follows the distribution of the affected nerve, and 
is accompanied after a variable length of time with 
sensory and muscular symptoms in the arm of the same 
side. Primary tumors of the cervical spine usually involve 
the nerves rather than the cord, and primary tumors of 
the cervical nerves are usually extramedullary, so these 
classes of tumors do not cause spinal fluid changes. On 
the other hand, primary cord tumors, extramedullary 
intradural tumors, and metastatic tumors to the spine 
usually do cause definite changes in the spinal fluid, both 
clinically and physically. In all cases roentgen examina¬ 
tion of the cervical spine is needed; spinal puncture is 
usually required; myelography may be needed; and in 
some cases not until laminectomy can the proper diag¬ 
nosis be made. 

MISCELLANEOUS CAUSES 

On occasion, neck pain associated with attacks of 
dizziness and mild syncope, especially on turning the head 
to the side, may be found due to a tightly fitting collar in 
a man having a sensitive carotid sinus or a carotid tumor. 
In some instances the collar may be worn so tightly that 
the venous return through the superficial neck veins; as 
the external jugular, is interfered with, and the congested, 
suffused appearance of the patient’s upper neck and face 
is relieved almost at once when the collar is loosened. 

Pain in the neck, more particularly in the root of the 
neck on the left side, may occur in angina pectoris, acute 
myocardial infarction, and in cardiac decompensation. 
In such cases the neck pain is usually referred from the 
cardiac region, and the other symptoms and signs of the 
disease present overshadow the relatively minor neck 
complaint. 

Various diaphragmatic and abdominal diseases may 
at times have pain referred to the root of the neck as one 
complaint elicited in the history. Such conditions as 
diaphragmatic pleurisy, subphrenic abscess, liver abscess, 
acute perforated gastric or duodenal ulcer, acute pan¬ 
creatitis, acute cholecystitis, ruptured ectopic pregnancy, 
and others occasionally cause such pain, but the other 
more characteristic symptoms and signs of the disease 
indicate at once that the source of the complaint is not 


ntheneclc. conclusion 

In conclusion, it may be said that while in many cases 
he cause of neck pain will be obvious on short examina- 
ion, in others a most meticulous history, careful physical 
md neurological examination, and certain laboratory 
ests will be required before even the most astute clinician 
:an arrive at the proper diagnosis. A list of common 
:auses of neck pain is given. 


4107 Fannin St. (Dr. Watson). 
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CLASSIFICATION AND MANAGEMENT OF REACTIONS TO LOCAL 

ANESTHETIC AGENTS 

Max S. Sadove, M.D., Gordon M. Wyant, M.D., Lloyd A. Gittelson, M.D. 

and 

' Henry E. Kretchmer, M.D., Chicago 


Reactions to local anesthetic agents are far commoner 
than is frequently assumed. In the majority of cases, 
however, they are of such a mild and transient nature 
that they require no treatment and tend to escape atten¬ 
tion altogether. Such reactions may manifest themselves 
merely in some degree of excitement or talkativeness and 
thus may be attributed by the unwary to “hysteria”; in 
reality they are signs of cortical stimulation, which in 
their ultimate degree would have manifested themselves 
as convulsions had the reactions been of a severer type. 
It therefore behooves the administrator to bear in mind 
constantly that all local anesthetic agents, be they topical 
or administered by infiltration, have certain toxic po¬ 
tentials. It is imperative that the possible reactions 
should be known and correctly interpreted in order that 
rational treatment may be instituted at once. 

It is the object of this paper to promote a clearer 
understanding of the pathological processes that under¬ 
lie these toxic reactions and to suggest a classification 
on that basis, thus facilitating the institution of a rational 
line of therapy when reactions are encountered. 

FACTORS INFLUENCING THE TOXICITY OF LOCAL 
ANESTHETIC DRUGS 

There is a great variation of toxicity from one drug 
to another. If, for purposes of comparison, we assign to 
procaine the arbitrary toxicity standard 1, that for 
piperocaine (metycaine'®) hydrochloride would be 3; for 
cocaine 4; tetracaine (pontocaine®) hydrochloride, 12 to 
20; and dibucaine (nupercaine®) hydrochloride, 20. 
These figures are derived from animal experiments, and 
thus may not be strictly applicable to man. In clinical 
practice, in any case, these relative toxicity values do not 
pertain, because the more potent drugs are effective in 
greater dilution as are, for instance, tetracaine and 
dibucaine. 

The toxicity for any given drug depends on many 
factors, which we shall now consider in some detail as 
they are of the greatest practical importance. 

Susceptibility of the Patient .—Patients differ in their 
susceptibility to local anesthetic drugs, as indeed thev 
do for all therapeutic agents. The words “hypersen¬ 
sitivity,” “idiosyncrasy,” and “allergy” are generally 
applied loosely. They are not nearly so common as one 
is made to believe. Only after errors of judgment in 
quantity and concentration of the drug and technical 
faults of administration have been ruled out is it per¬ 
missible to postulate any one of these states. 

A careful anesthetic history must be taken in all cases; 
and if the patient has had previous local anesthesia, his 
reaction to these should be thoroughly investigated. If, 
from this history, true hypersensitivity is suspected, it 
may be advisable to employ a local anesthetic drug be¬ 
longing to a different chemical group, if the originally 


used drug is known. Or better still, unless the indications 
for local anesthesia are strong, some form of general 
anesthesia should be employed. In any case it must be 
emphasized that the patient who has manifested signs 
of reactions to local anesthesia must be informed of the 
fact, and should be told what drug has been employed 
so that he may pass on this information to any physician 
who might undertake another injection of a local anes¬ 
thetic drug at a later date. 

The problems of psychomotor reactions and of re¬ 
actions to vasoconstrictor drugs, which also may be 
expressions of individual susceptibility, will be discussed 
later. 

Total Weight of Drug Infected. —For the average 
healthy individual there is an average dose by weight for 
each drug. This dose should be adjusted to the patient’s 
physical status, age, state of nutrition, and other factors 
affecting his metabolic slate. Any excess must be con¬ 
sidered an overdose and likely to be followed by un¬ 
toward reactions. Albert has shown the effectiveness of 
much smaller doses than are commonly employed, pro¬ 
vided a technique is used which is correct in all details. 

Concentration of Solutions. —It has been said that 
the toxicity of a local anesthetic drug increases in geo¬ 
metrical, not arithmetical, progression with increase in 
concentration. Thus while a given amount of a 1% 
solution would be four times as toxic as the same quan¬ 
tity of a 0.5% solution, a 2% solution would be approxi¬ 
mately 16 times as toxic as an equal amount of a 0.5% 
solution. The great importance of employing the weakest 
concentration that will give adequate analgesia would 
thus become apparent. However, these ratios, in our 
opinion, are probably indicative only of the general trend 
of toxicity, and their exactness must await further 
corroboration. As a guide one may say that the concen¬ 
trated solutions are needed only for the blocking of 
large nerve trunks and plexus blocks, and the more dilute 
solutions for skin infiltrations. It is also advantageous to 
bear in mind that sensory nerves, being of smaller caliber 
than motor fibers, can be anesthetized with weaker solu¬ 
tions and that onset of anesthesia is more rapid than 
motor paralysis. Gasser and Erlanger state that sensory 
fibers require only one-tenth the strength of local anes¬ 
thetics as compared with motor fibers. This fact may be 
made use of where anesthesia but not motor paralysis 
is required. In tendon repair, for instance, identification 
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of a retracted proximal fragment may be facilitated 
greatly by this technique, which has the added advantage 
of the use of a solution of distinctly lower toxic poten- 
I tiality. Nevertheless, whatever the concentration, the 
i safe total dose for the particular drug used should not be 
exceeded. 

Characteristics of the Area to Be Infected.—The 
vascularity of the part into which injection is made is a 
major factor in influencing the toxic effect of the solution 
used, as it significantly affects the rate of absorption and 
/ thus the concentration in the blood at any given time. 
It is this blood level of the drug that presumably is the 
important factor in the causation of toxic reactions. Slow 
absorption means a low blood concentration; rapid 
absorption, a high one, which may attain toxic levels. 
The persistence of this high level, however, will depend 
on the rate of breakdown of the agent. 

This concept of the rapid establishment of a high 
blood level of the drug due to absorption from a highly 
vascular area explains the high incidence of untoward 
reactions following the topical application of moderately 
concentrated solutions of tetracaine to the mucous mem¬ 
branes of the mouth, nose and throat—all areas of great 
vascularity. Moreover, some of the solution is often in¬ 
haled into the bronchial tree or ingested; and absorption 
from the respiratory and intestinal tracts is very rapid 
. indeed, owing to the large capillary plexi in these areas, 
he patient should always be instructed to spit out any 

cess of solution and not to swallow it. 

Because of increased vascularity, injection into in- 
, flamed areas should be avoided, apart from the fact that 
such injections are painful, that anesthesia is often in¬ 
complete, and that the injection may contribute to the 
dissemination of the septic process. 

The addition of. vasoconstrictors to the anesthetic 
solution will diminish the rate of absorption. They will 
therefore help to prevent the establishment of a toxic 
blood concentration; but by themselves they carry a cer¬ 
tain possibility of reactions, as will be shown later. 

Direct intravascular injection must be guarded against 
by the scrupulous performance of the aspiration test 
several times during the injection. It must be remem¬ 
bered, however, that blood may not always be obtained 
on. aspiration when a small needle is being used, even 
if the needle has entered a blood vessel. Careful aspira¬ 
tion also must be performed when injection is made near 
or at the spinal column, as in paravertebral and caudal 
blocks. Dural prolongations of variable length accom¬ 
pany the nerve roots at their emergence from the spinal 
canal, or the dura mater may be prolonged below the 
second sacral segment. Inadvertent subdural injection 
would lead to the establishment of a massive spinal 
anesthesia with the most serious consequences. Further¬ 
more, a large plexus of veins is found in the vicinity of 
the dura, and absorption from this highly vascular area 
may be rapid even if intravascular injection is avoided. 

Pleural puncture or injection into a viscus must be 
equally guarded against and the possibility must be kept 
in mind. Chivers estimates the incidence of pneumo¬ 
thorax following intercostal nerve block at 19%, and 
' not infrequently the same complication accompanies bra- 
: "Jexus aiiecthesia and block of the stellate ganglion. 


Bate of Infection.~A.s we have seen, toxicity is di¬ 
rectly proportional to the rate of absorption and of 
destruction through the establishment of a high blood 
level of the drug. Rapid injection causes increased ab¬ 
sorption of the drug irrespective of the vascularity of the 
area and thus increases the toxicity of the local anesthetic 
agent. Also, should an inadvertent vascular puncture be 
made, the possibility of a larger amount of solution en¬ 
tering the blood stream will be enhanced by rapid in¬ 
jection. 

It should not be overlooked that a fast injection adds 
materially to the patient’s discomfort, as it causes a sen¬ 
sation of pressure at the site of injection. 

-The Patient’s General Condition. —In the aged, de¬ 
bilitated, or shock patient, or in others with low meta¬ 
bolic rate or decreased body mass, the dose of the drug 
must be reduced. This can be achieved best by employing 
a less concentrated solution. Richards has shown in ani¬ 
mal experiments that starvation and ascorbic acid (vita¬ 
min C) deficiency increase the animal’s susceptibility to 
procaine convulsions. He therefore recommends the ad¬ 
ministration of ascorbic acid and dextrose preoperatively 
in cases of debilitated and poor risk patients. 

Other Factors Influencing Toxicity. —Some drugs, 
such as cocaine, because of their toxicity, are unsuitable 
for infiltration purposes. Richards and co-workers have 
shown that in animals the split-products of procaine re¬ 
duce the incidence and severity of convulsions. Finally, 
thiamine (vitamin has been investigated as a supple¬ 
ment to local anesthesia. The question as to whether it 
diminishes local irritation and toxicity and potentiates 
anesthesia is still open. 

REACTION TO LOCAL ANESTHETIC AGENTS 

There is no satisfactory way of testing for possible ab¬ 
normal responses, and one must rely on the patient’s 
history of reactions to previous injections of local anes¬ 
thetic agents. Only the very rare allergic responses can be 
elicited by skin or eye tests, which thus become prac¬ 
tically valueless. Allergic reactions, their incidence and 
symptomatology, will be discussed later. 

All previous classifications of reactions to local anes¬ 
thetic agents have been based chiefly on clinical manifes¬ 
tations without due consideration of the diverse under¬ 
lying pathological phenomena. The terms used are 
therefore generic rather than specific. Any of the patho¬ 
logical reactions may assume a predominant role in any 
given case; and treatment, to be effective, must be di¬ 
rected primarily toward counteracting that particular 
main reaction. 

These requirements are not fulfilled by classification 
of reactions into “immediate” and “delayed,” “reaction ^ 
and “idiosyncrasy,” “true toxicity” and “idiosyncrasy, 
“nervous convulsive type” and “asthmatic type. They 
are only partially fulfilled by the classification of Knoefel 
and co-workers into “prolonged course with primary res¬ 
piratory failure” and “short course with primary cardiac 
failure”; or Betlach’s distinction of “circulatory’ and 
“neurologic” reactions. Hellijas and Tovell state thav 
death from severe procaine poisoning is primarily due 
to respiratory failure, while that from dibucaine poison¬ 
ing is primarily due to primary cardiac failure. 
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Our approach to the subject will be under the follow¬ 
ing headings; 

I TOXIC RESPONSES IN NORMAL INDIVIDUALS 

A. Central Nervous System Effects 

1. Stimulation j 

I a. Cerebral cortex 

2. Depression J b. Medulla 

(1) Respiratory 

(2) Vasomotor 

(3) Others 

B. Peripheral Effects 

1. Cardiovascular 

a. Direct action on the heart 

b. Action on the vascular hed 

2. Respiratory tract 

II ABNORMAL RESPONSES 

1. Allergic responses 

2. Hypersensitivity • 

3. Idiosyncrasy 

III REACTIONS NOT DUE TO THE LOCAL ANESTHETIC 
AGENT 

1. Psychomotor 

2. Vasopressor 

Pharmacologically, one deals with an overstimulation 
to the point of depression in all cases of toxic reaction to 
local anesthetic drugs. All types of reaction may be en¬ 
countered simultaneously to a varying degree, or con¬ 
secutively in one and the same case. The relative pre¬ 
ponderance of each manifestation must be assessed in 
each case, and treatment instituted accordingly. 

TOXIC RESPONSES IN NORMAL INDIVIDUALS 

Central Nervous System Effects. —Stimulation:—Ac¬ 
cording to the principal sites of central nervous system 
stimulation, a multitude of reactions can occur. Some of 
these are apprehension, a feeling that “all is not well,” 
loquacity, nervousness and restlessness, choreiform 
movements, tremors, and twitchings. If cortical stimula¬ 
tion is more pronounced, generalized clonic convulsions 
may supervene. Tatum and his co-workers have shown 
that in animals prophylactic barbiturates raise the mini¬ 
mal lethal dose of cocaine three- to fourfold and that 
protection increases the higher the development of the 
species of animal. They infer that very high protection 
should logically be afforded in humans, a contention that 
has been borne out by clinical observation. Unfortu¬ 
nately, however, barbiturate prophylaxis and treatment 
have been much overemphasized. Indeed, they do raise 
resistance to those reactions which are due to central 
nervous system stimulation—that is, the ones of convul- 
sant type. But as Knoefel and his co-workers have shown, 
they are quite ineffective in preventing reactions of the 
“paralytic” type. We would go even further and say that 
barbiturates, being depressants of the central nervous 
system (and therefore so useful in counteracting the cen¬ 
tral nervous system stimulation type of reaction), will be 
decidedly harmful in those cases in which central nervous 
system depression follows on stimulation. Again, areas of 
depression may coexist with others of cortical stimula¬ 


tion, and in all such cases barbiturates over and above the 
strict requirements to prevent or counteract convulsions 
may potentiate such depression to a dangerous degree. 
The depression which is most feared is that of the vital 
centers in the medulla. It is precisely these centers which 
are often depressed simultaneously with cortical stimu¬ 
lation and which are also most forcefully depressed by 
barbiturates. Tatum has shown that if cortical manifesta¬ 
tions of stimulation are controlled, the medullary centers 
are more resistant, and the animal exhibits an increased 
tolerance toward the drug. If uncontrolled, the cerebral 
stimulus so affects the poisoned medullary centers as to 
lead to their complete failure. He has also demonstrated 
that the likelihood of recovery is inversely proportional 
to the time the convulsions are permitted to continue. 
Burstein, from his observations on the treatment of acute 
arrhythmias during anesthesia by intravenous procaine, 
carries the argument one step further by stating that 
general anesthesia, not only barbiturates, probably af¬ 
fords specific protection against the stimulating action of 
procaine on the central nervous system. 

On rare occasions central nervous system stimulation 
may manifest itself solely or predominantly by an in¬ 
creased rate and/or depth of respiration or by the ap¬ 
pearance of tachycardia, because of selective stimulation 
on the part of the local anesthetic drug of the central 
respiratory or vasomotor mechanisms, respectively. Un¬ 
due stimulation of the vomiting center may produce 
nausea, gagging, or actual vomiting. These reactions are 
of little clinical import by themselves, except in that they 
indicate the existence of a toxic reaction. They thus serve 
as warning signals that more dangerous reactions may 
possibly supervene. 

From the foregoing considerations, the following line 
of treatment emerges for those cases in which central 
nervous stimulation is the predominant feature. Prophy¬ 
lactic, short-acting barbiturates are desirable; they should 
be given intramuscularly about two hours before local 
anesthesia is begun, and their administration should be 
repeated if necessary. As soon as signs of central nervous 
system stimulation become apparent, for example, 
anxiety, excitement, or confusion, one should prepare 
injections of intravenous ultra-short-acting barbiturates, 
giving minimal doses in an attempt to prevent the onset 
of convulsions if the mild warning signs show no tendency 
to abate spontaneously or if they keep increasing in in¬ 
tensity. If the milder manifestations have not been ob¬ 
served and true tremors or convulsions are the first signs 
of a toxic reaction, then ultra-short-acting barbiturates 
must be given intravenously without delay. They should 
be administered slowly, however, and the effect observed. 
Only a sufficient amount should be given to arrest these 
tremors or convulsions, thus minimizing the depressant 
side-effects of the barbiturate on the medullary centers 
and on the vascular bed. Meanwhile a close check must 
be kept on the pulse and the blood pressure, and oxygen 
should be administered. Convulsions, whatever their 
cause, invariably carry with them a degree of hypoxia 
from interference with the muscles of respiration, which 
become involved in the convulsive process. Thusjinde- 
pendent of the state of the respiratory center, 
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or may not be depressed, maintenance of adequate oxy¬ 
genation is mandatory. But as a degree of medullary de¬ 
pression must always be assumed to accompany cortical 
stimulation, administration of oxygen must be started as 
soon as the first signs of stimulation become apparent 
and before convulsions appear, so that hypoxia may be 
prevented at all costs. 

In an attempt to prevent reactions due to central nerv¬ 
ous system stimulation, various authors have recom¬ 
mended the simultaneous administration of procaine and 
barbiturates and Tormey has described the synthesis of 
a procaine barbiturate instead of the usual hydrochloride. , 
It is claimed that this product is more potent by one-third 
than the hydrochloride and that it has some sedative 
properties. Tormey predicts that it may also be safer be¬ 
cause of the barbiturate radical. This, however, is still 
under investigation, and the question must remain open 
for the time being. 

Depression:—Central nervous system depression may 
follow or accompany stimulation, but the phase of stiniu- 
lation may be transient and depression appear to be 
primary. This fact has prompted some observers to state 
that toxic manifestations after procaine injection are the 
result of medullary depression; but we believe that some 
degree of stimulation, however slight, invariably precedes 
or accompanies such depression. This apparent primary 
depression has been observed repeatedly where procaine 
' ’ s been given intravenously for therapeutic purposes and 
I re unconsciousness has supervened without obvious 
uticai stimulation. Allen, who has described this reac- 
’on in some detail, draws attention to the fact that the 
faculty of speech is lost before the onset of unconscious¬ 
ness, and thus serves as a useful warning sign. 

Apart from loss of consciousness, central nervous sys¬ 
tem depression is characterized by flaccidity, relaxation, 
and respiratory and vasomotor depression. Death ensues 
from respiratory failure. 

Central vasomotor reactions are characterized by 
manifestations such as fainting, pallor, cyanosis, palpita¬ 
tions, and precordial discomfort. Typically, procaine and 
related synthetic local anesthetics cause bradycardia pre¬ 
sumably through sympathetic blocking, whereas in co¬ 
caine reactions tachycardia is engendered by sympathetic 
stimulation. Blood pressure responses are variable with 
all agents. Sudden cardiovascular collapse and death are 
relatively rare, except after marked overdose. It is worth 
noting that a relatively large number of these fatalities or 
of severe reactions have followed topical anesthesia of 
the throat and larynx, and that in most cases concentra¬ 
tions and doses have been used that we consider to be 
within a potentially toxic range. Other fatalities have fol¬ 
lowed a second administration of an anesthetic after an 
uneventful first one under allegedly identical conditions. 
But we have been unable to find any conclusive evidence 
from the description of these cases that one dose sensitizes 
; to a second injection, as is claimed. Neither inadvertent 
i intravenous injection nor an overdose, relative or abso- 
^ lute, can be definitely ruled out in the cases cited by these 
i authors. Moreover, Allen reports that some patients have 
t had uneventful intravenous injections of procaine both 
noi ^before and after one which was accompanied by loss of 
' ''’ex- 
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consciousness. This would seem to rule out a state of 
sensitization from the first administration and confirm 
our view that when a reaction occurred it was due to an 
overdose. 

Treatment of central nervous system depression is 
directed toward the maintenance of adequate respiration 
and circulation. Artificial or assisted respiration with 
oxygen must be instituted at the first indication or sus¬ 
picion of impending hypoxia, as we have pointed out 
previously. In rabbits, artificial respiration alone protects 
from three to three and one-half times the minimal lethal 
dose of cocaine, according to Tatum; but this is not so in 
higher species of mammals. 

Knoefel and his co-workers have found that respira¬ 
tory stimulants are of no value in effectively combating 
respiratory depression from local anesthetic drugs. We 
agree, and would even go so far as to say that they are 
actually contraindicated. We have found nikethamide 
(coramine®), picrotoxin, and similar drugs of little use 
in these cases. 

Just as in central respiratory depression our line of 
attack is on the maintenance of the peripheral mechanism 
by artificial respiration rather than by the administration 
of central stimulating drugs, so also in vasomotor de¬ 
pression of central origin do we prefer to rely on vaso¬ 
pressor drugs with a minimum of central nervous system 
effect. We feel that overstimulation of the depressed 
central mechanism may only serve to still further depress 
these centers. 

In the actual treatment of central vasomotor depres¬ 
sion we have found cyclopentamine hydrochloride 
(“clopane”) and methoxamine hydrochloride (vas- 
oxyl®) to be the drugs of choice because of their prompt 
and prolonged action with minimal central nervous sys¬ 
tem side-effects. Doses of 10 mg. intravenously usually 
will be found adequate. A slight head-down tilt of the 
table is recommended because this will aid in maintaining 
as satisfactory a blood supply to the vital centers as is pos¬ 
sible under the circumstances. This tilting of the table 
must be effected gradually and gently, and should not ex¬ 
ceed 10 degrees, since circulation otherwise will be still 
further embarrassed and any advantage of the head- 
down position will be lost. Administration of fluids 
should be started immediately byxomeone other than the 
anesthetist, because the latter’s assignment must be a 
constant and close observation of the patient. The ad¬ 
ministration of a carbon-dioxide-oxygen mixture may 
be of value in these instances, because of the cerebral 
vasodilatating, peripheral vasoconstricting, and central 
nervous system stimulating effects of carbon dioxide. 

Cardiovascular Peripheral Effects.—Direct Action on 
the Heart;—^We know from the work of Beck and Mautz, 
Burstein and his group, Tovell and Barbour, Graubard 
and Peterson and others that intravenous procaine in 
therapeutic doses reduces myocardial irritability; and^ 
this property is being made use of clinically. Hatcher and 
co-workers feel that direct toxic action on the heart is the 
chief cause of death after intravenous injection of large 
doses, respiratory failure being a secondary phenomenon. 
Knoefel and his associates are of the opinion that in sub¬ 
cutaneous injection the first organ to respond to the small 
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amount of local anesthetic in the blood is that organ 
which is the most sensitive—^namely, the brain. In intra¬ 
venous injection, on the other hand, the heart, being the 
first organ to be reached by a massive dose, may be the 
first to fail. They feel justified in this assumption, having 
observed that drop of blood pressure in these cases fol¬ 
lows injection of the drug so closely, and below the circu¬ 
lation time, as to rule out a primary effect on the medul¬ 
lary centers. This concept would explain the rare cases 
of fatalities occurring immediately on injection, while in 
other less rapid cases of fast absorption from a highly 
vascular area it may at least be a partial factor. 

Treatment is that of cardiac arrest, with artificial 
respiration and institution of the routine of manual arti¬ 
ficial circulation with all that this line of treatment 
implies. 

Action on the Vascular Bed:—The signs and symp¬ 
toms here are those of peripheral vascular collapse. 
Treatment should be aimed at combating stagnant hy¬ 
poxia by the use of vasopressors, fluid therapy, oxygen, 
and a slight head-down tilt of the table. 

Peripheral Effects on the Respiratory Tract. —These 
are exceedingly rare manifestations, characterized by 
such phenomena as bronchospasm, asthma-like attacks, 
and other rare and often somewhat bizarre conditions 
such as respiratory hypersecretion, rales, and rhonchi. 
These are probably expressions of an allergic state, and 
will be discussed more fully below. 

ABNORMAL RESPONSES 

Allergic Responses.—Allergy is defined as an altered 
reactivity of the tissues caused by the formation and de¬ 
posit of specific antibodies. 

If no history of previous exposure to the local anes¬ 
thetic drug can be elicited, sensitization may have been 
caused by the administration of related substances, such 
as phenylalanine, tyrosine, or paraaminobenzoic acid, 
which is a component of the vitamin B group. 

Allergic-type reactions manifest themselves primarily 
by skin eruptions, such as hives or angioneurotic edema. 
Other histamine-like reactions, as for instance broncho¬ 
spasm and hypotension, also occur. However, the com¬ 
parative rarity of allergic reactions must be emphasized 
again; and hence the overwhelming majority of cases in 
which fall of blood pressure occurs are due to vasomotor 
depression and not to allergy. Cullen states, and we agree 
with him, that 99% of all reactions to local anesthetic 
agents are not anaphylactic or allergic in nature unless 
accompanied with a skin reaction. One reaction that is 
undoubtedly allergic in origin and that is not too un¬ 
common is that of contact dermatitis from the applica¬ 
tion of local anesthetic ointments. Their specificity has 
been proved by patch tests, and it appears that the 
presence of eczema increases the susceptibility to this 
f'eaction. Another example of contact dermatitis is that 
which has been known to develop in some dentists from 
repeated contact of their hands with local anesthetic 
drugs. 

The rarity of allergic manifestations after injection of 
local anesthetic agents causes this type of reaction to 
assume a greatly subordinate role. 


Hypersensitivity. —In hypersensitivity, toxic reactions 
of the usual pattern will occur from a minimal dose of a 
-drug. We have already alluded to the comparative rarity 
of this phenomenon. Suffice it to restate that any of the 
previously mentioned reactions can thus occur with an 
average dose in a susceptible individual, simulating the 
conditions that would otherwise result had an absolute 
overdose been administered to a normal person. 

Treatment is instituted on the basis of the predominant 
pathological manifestation. 

Idiosyncrasy. —Idiosyncrasy is defined as an abnor¬ 
mal or unusual response to a drug, and may occur from 
very small doses. It is thus akin to hypersensitivity, vary¬ 
ing from it in that the response may be of an unusual 
type. 

Treatment, again, is along lines dictated by the pre¬ 
dominant symptoms. The condition is ”ery rare after 
local anesthesia. 

REACTIONS NOT DUE TO THE LOCAL ANESTHETIC AGEN f 

Psychomotor Reactions. —A number of so-called re¬ 
actions, incidental to the administration of a local anes¬ 
thetic, cannot be attributed to the agent itself. That 
some of these reactions are psychogenic is demonstrated 
by those patients who faint at the mere sight of the needle 
or on account of the trauma of skin puncture before any 
solution has been injected. Is it not logical then to assume 
that a number of “reactions” on or after injection of the 
solution may not also be of the neurogenic or psycho¬ 
genic type of shock? Sachs stresses the importance of 
the patient’s mental attitude, his surroundings, and his 
confidence in the doctor as factors in his psychic reaction 
to the administration of a local anesthetic. Thus it be¬ 
comes apparent that adequate psychic sedation is a 
matter of prime importance. Some authors advocate 
rather heavy premedication with barbiturates, amount¬ 
ing to almost basal narcosis. 

Vasopressors. —Epinephrine is added to local anes¬ 
thetic solutions in order to decrease the rate of absorp¬ 
tion by vasoconstriction, thus prolonging the anesthetic 
action and diminishing its toxicity. A further advantage 
in its use is that it affords a relatively bloodless field, and 
hence it has been called a “physiological tourniquet." 
It is not required where cocaine is employed, as this drug 
has vasoconstrictor properties of its own. It has been 
said that there exists a synergism between epinephrine 
and procaine which increases the anesthetic effect per 
unit weight of the anesthetic agent. One explanation of 
this phenomenon is that epinephrine sensitizes the nerve 
endings to the local anesthetic drug. On the other hand, 
it has also been stated that procaine appears to sensitize 
to epinephrine. 

Epinephrine is a potent sympathomimetic drug which 
in dilutions of even 1; 50,000 causes a rise of blood pres¬ 
sure and an increase in pulse rate. It is contraindicated, 
therefore, in coronary disease, in which the increased 
load on the myocardium may lead to cardiac failure. 
One cubic centimeter of a 1:1,000 solution can precipi¬ 
tate an attack in angina pectoris patients. It should not be 
used in hyperthyroid patients or in vasolabile subject^ 
Convulsions have been described following its 
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istration. It is contraindicated in local anesthesia of 
fingers and toes, as the intense vasoconstriction is known 
to have caused gangrene. Local cutaneous reactions of 
allergic type have been described by several authors, 
and GordonofE postulates that death or severe reactions 
after procaine-epinephrine injections may be due to 
sensitization to epinephrine. His two cases, however, are 
unconvincing; in the first one the patient was of a 
markedly vasolabile constitution, and in the second case 
the procaine-epinephrine solution was given orally. 

Maximum vasoconstriction can be obtained with rela¬ 
tively small amounts and dilute solutions (1:200,000), 
and any excess will only serve to increase toxicity of 
epinephrine without appreciably enhancing the vaso¬ 
constrictor action of the drug. Hence, the crude method 
of adding a few drops of epinephrine to the local anes¬ 
thetic solution is to be condemned, as the resulting con¬ 
centration may vary within some 200%. Waters sug¬ 
gests 5 minims of epinephrine 1:1,000 to each 100 cc. 
of procaine. 

Toxic reactions to epinephrine manifest themselves 
by tremors, anxiety and nervousness, palpitations, pre- 
cordial distress, tachycardia, increased rate of respira¬ 
tion, and a rise of blood pressure. Severer reactions may 
lead to acute cardiac dilatation, pulmonary edema, 
ventricular fibrillation, and death. Thus they closely 
resemble reactions due to the local anesthetic agents 
I emselves, and it may be a matter of some difficulty to 
! < 'v - at a decision in some cases. 

Waters has drawn attention to the fact that tachy¬ 
cardia denotes an epinephrine reaction, whereas brady¬ 
cardia would lead one to suspect a reaction due to the 
local anesthetic drug itself. As we have seen, cocaine 
poisoning is characterized by tachycardia; but as this 
drug is not usually combined with epinephrine, the ques¬ 
tion of a differential diagnosis does not arise. Waters 
furthermore states that when tachycardia accompanies 
the reaction from a synthetic local anesthetic agent, in¬ 
jection may be continued safely with a solution from 
which epinephrine has been omitted. When bradycardia 
points toward a reaction to the local anesthetic itself, he 
advises temporary interruption of the injection and the 
administration of 5 minims of epinephrine 1:1,000 
intramuscularly, after which, when the signs and symp¬ 
toms of the reaction have subsided, the injection may be 
completed. We are unable to agree with him on this 
point, and would recommend that once reactions have 
occurred the administration should be discontinued and 
some other anesthetic procedure substituted. Treatment 
is on symptomatic lines and must include oxygen admin¬ 
istration. 

Because of the toxicity of epinephrine, many substi¬ 
tutes have been investigated. Of these, cobefrin,® an 
isomer of epinephrine, is the most valuable. Bieter has 
stated that the drug has one-fifth the pressor action of 
epinephrine, but untoward reactions are both less fre¬ 
quent and less severe when they occur. A concentration 
of 1:20,000 to 1:80,000, according to the concentration 
of procaine, is recommended. However, Tainter and 
Throndson have shown, in well-controlled experiments. 


that cobefrin® does not offer any real advantage o^'er 
epinephrine; indeed, they have demonstrated that local 
anesthetic solutions containing cobefrin® are potentially 
more dangerous to the circulation than those containing 
standard concentrations of epinephrine. Thus the ques¬ 
tion of cobefrin® versus epinephrine remains at least 
somewhat controversial. 

SUMMARY 

A new classification of reactions to local anesthetics 
is presented and the management of these reactions 
discussed. 

As a prophylactic measure, an adequate history 
should be taken, with particular stress being laid on 
previous local anesthetics and possible complications or 
sequelae. 

The patient should be adequately prepared for the 
procedure, both psychologically and by the administra¬ 
tion of sedative drugs, barbiturates being the drugs of 
choice. 

In the choice of the local anesthetic and the technique 
of its administration, attention must be paid to the pa¬ 
tient’s physical status, to correct dosage and concentra¬ 
tion of the drug, to the rate of administration, and to 
the area in which the drug is to be injected. 

A close watch must be kept for early premonitory 
signs of reaction, and steps must be taken to deal with 
severer reactions, should they supervene. In such cases 
the type of reaction must be correctly assessed and the 
appropriate treatment instituted at once. 

1853 W. Polk St. (Dr. Sadove) 


Wangensteen Suction in Surgery.—Probably nothing has done 
more to facilitate the recovery of individuals subjected to ab¬ 
dominal procedures than the routine use of gastro-intestina! 
suction in the immediate postoperative period. ... As a 
result of irritation of the peritoneum regardless of the cause, 
there is a functional inactivity of the gastro-intestinal tract, 
which persists for varying periods of time according to the de¬ 
gree of trauma. In infections of the peritoneum, trauma to the 
peritoneum is prolonged and for this reason the associated adyna¬ 
mic ileus is of much more serious importance and significance 
than that which follows an operative procedure. . . . The 

length of time gastric suction must be maintained varies accord¬ 
ing to the degree of trauma, but generally does not exceed twenty- 
four to seventy-two hours. By careful auscultation of the abdo¬ 
men, one can determine the return of peristalsis, and as soon 
as peristaltic sounds become active, the tube can be removed 
safely. 

Although there are some indications for the use of a double 
tube, these indications in our hands have become less frequent 
as time passes. In any case, however, in which decompression of 
the lower intestinal tract is desired and obtained by means of the 
double tube, it is imperative that gastric suction be maintained 
likewise. • . . During the time that an indwelling gastric 

catheter is maintained and suction is applied, nothing is allowed 
by mouth, because otherwise large amounts of electrolytes will 
be washed out of the stomach by the gastric lavage. Obviously, 
the fluids and electrolytes removed by gastric suction must be 
replaced parenterally. If for any reason , . . prolonged 

gastric drainage is necessary, it is essential that potassium de¬ 
ficiency should be prevented by the administration of potassium 
intravenously.—Alton Ochsner, M.D., The Use of Wangensteen 
Suction in Surgery, Minnesota Medicine, October, 1951. 
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Since the therapeutic introduction of cortisone and 
corticotropin (ACTH) in 1949,^ their scope of applica¬ 
tion has spread widely. Among the diseases of interest 
to the dermatologist, disseminated lupus erythematosus 
and psoriasis were the first in which the effects of these 
hormones were reported.- Since then numerous other 
dermatological conditions have been treated, and al¬ 
though experience is still limited, it is expanding daily. 
This report will summarize the results and observations 
in a variety of dermatoses treated with cortisone or cor¬ 
ticotropin or both. 

DERMATOSES TREATED 

Lupus Erythematosus. —In acute systemic lupus 
erythematosus cortisone and corticotropin have brought 
about dramatic symptomatic improvement in seriously 
ill patients. There is improvement in well-being and in 
weight. The acute episode may be terminated in so fur 
as the fever, prostration, anorexia, articular pain, and 
lesions of the skin and mucous membrane are concerned. 
At times signs of serous involvement have been elimi¬ 
nated, but, for the most part, the visceral changes, notably 
signs of renal damage and cardiac lesions, have been 
unaffected. 

The laboratory manifestations of the disease are little 
affected except for the leukopenia which usually disap¬ 
pears. The sedimentation rate is lowered somewhat in 
most cases, but in our experience it has continued to 
remain above normal. The reversed albumin-globulin 
ratio tends to be unchanged or even to become more 
abnormal; in one case, however, there was a return to 
normal during a clinical remission of six to eight weeks’ 
duration, after which the patient went into a relapse and 
failed to respond to cortisone. 

The remissions produced in acute lupus by adequate 
doses of the hormones are temporary, and clinical evi¬ 
dence of relapse is usually seen in two to eight weeks, 
occasionally longer. As the disease progresses, subse¬ 
quent courses of therapy are less effective. In most of 
our patients with acute lupus erythematosus, the disease 
progressed to a fatal termination in spite of repeated 
courses of cortisone. One patient in whom peritonitis 
developed while corticotropin was being administered 
succumbed six months later of the debilitating effects of 
uncontrollable chronic infection in the peritoneal cavity. 
Practically no sign of lupus erythematosus was found at 
necropsy. In this and in other patients wound healing was 
unimpaired while they were under the influence of these 
hormones. 

The effects of the hormones on the plasma electrolytes 
have been more marked in lupus than in other diseases 
•we have treated, possibly because of the renal lesions 
which commonly are present in lupus erythematosus. 

In cases of chronic discoid lupus erythematosus the 
results of administration of the hormones by injection 
have been unsatisfactory; occasionally slight benefit in 
the form of decrease in the erythema and in the size and 


induration of the plaques has been noted, but benefit 
could not be maintained with subsequent courses of even 
a total of 70 gm. of cortisone. 

The topical use of cortisone in ointment and in solution 
in discoid lupus erythematosus resulted in temporary 
slight improvement in a few instances. No side effects 
have been noted in such instances. 

Syphilitic Interstitial Keratitis and Keratoconjuncti¬ 
vitis oj Acne Rosacea. —Cortisone in a suspension of 1 to 
2% has been used locally in the acute phase of syphilitic 
interstitial keratitis with remarkable improvement in 
three cases and beneficial effect in another. The patients 
treated have had no recurrence of the interstitial keratitis 
as yet. Cortisone, given for the keratoconjunctivitis of 
acne rosacea, was of benefit in one case and not in 
another. 

Scleroderma .—In several cases of scleroderma of the 
acrosclerotic type, cortisone was given in repeated 
courses, usually 100 mg. daily for varying periods.® In 
some of the longer courses (up to 42 days) the dosage 
was often decreased to 50 mg. daily in the latter part of 
the course. All the patients experienced some euphoria, 
plus a subjective sense of improvement and in the cases 
of short duration greater mobility of the fingers, wrists, 
and jaws. The symptoms referable to the joints were 
much decreased. Objective improvement of a measurable 
degree, in motion of joints or in increase of skin tempera¬ 
ture and peripheral circulation, was slight. The subjective 
improvement lasted for several months’ after a single 
course in one case; it was of shorter duration in the others, 
but subsequent courses regularly produced increasingly 
longer periods of partial relief. One patient in the series 
died of an undetermined type of infection characterized 
by a morbilliform eruption, encephalitis, and terminal 
bronchopneumonia. The symptoms of this condition 
developed at the end of a course of cortisone and failed 
to respond to treatment with antibiotics. 

Three patients had biopsies before and after treat¬ 
ment with cortisone; the dermatosclerosis of only one 
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patient showed significant pathological change, and this 
was not of marked degree. A single course of cortico¬ 
tropin was given to each of the other two patients with 
acrosclerosis. One received 80 mg. daily for 10 days and 
the other 75 mg. daily for 16 days. Neither received any 
appreciable benefit. A possible explanation for this fail¬ 
ure may have been the fact that the corticotropin was 
given only once daily in one case and twice daily in the 
other. 

Dermatomyositis. —In this condition our initial ex¬ 
perience with three patients given cortisone was discour¬ 
aging. However, one additional patient, a middle-aged 
woman who had had symptoms for nine months, derived 
a marked degree of improvement, as noted by decrease 
in the cutaneous edema and partial restoration of muscle 
function, which has been maintained for four months on 
a daily dose of 50 mg. 

Repeated courses of cortisone of two to three weeks’ 
duration were given a girl of 10 years with the acute form 
of the disease, to a girl of 17 with a subacute form, and 
■to a man of 34 in the .chronic.phase. The dosage levels 
were 200 mg. daily in the latter two cases and 100 mg. 
daily for the girl 10 years. In the second and third cases 
there was no appreciable change in the muscle strength. 
The acute dermatomyositis progressed to a fatal out¬ 
come four months after the last treatment with cortisone. 
The subacute condition remained in status quo for seven 
months after the last dose of cortisone. In the case of 
' hronic disease there was a gradual improvement in 
ength after the first of two courses; this continued for 
eral months. The second course did not increase the 
te of improvement. The patient returned to work as a 
ruck driver three months after the last course of corti¬ 
sone, but still had diminished strength and mild erythema 
of the face. His improvement could not be attributed to 
the hormone, since a similar change is seen as a spon¬ 
taneous occurrence in cases of dermatomyositis. 

During administration of the hormone there was a 
tendency in all the cases for excretion of creatine to 
drop somewhat from the abnormally high levels, but this 
effect was temporary. No other significant changes were 
noted. 

Erythema Nodosum and Urticaria .—In erythema 
nodosum the use of either hormone resulted in the rapid 
involution of the painful joints, tender cutaneous nodules, 
and decrease of fever but did not affect the elevated sedi¬ 
mentation rate. On withdrawal of the hormones symp¬ 
toms tended to recur within a few days. When the disease 
was burned out, discontinuance of use of the hormones 
was not followed by new crops of nodules. The effect may 
be compared with that seen in cases of rheumatic fever in 
which the hormones have been used to suppress the 
damaging inflammatory lesions while the disease process 
runs its usual course of several weeks.^ 

In urticaria of the acute type, such as that due to peni¬ 
cillin and occasionally aureomycin, the use of cortico¬ 
tropin was followed (in a few to 36 hours) by perma¬ 
nent relief. Doses of 25 mg. three or four times on the 
, first day followed by rapid decrease in the dose appeared 
to be satisfactory. Treatment was tapered off during the 

4. Barnes, A. R.; E«ects o{ Cortisone and ACTH in 14 Patients With 
Acute Rheumatic Fever, Proc. Staff Meet., Mayo Clin. SS : 478-479 
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course of four to five days in most instances. In one case 
of chronic urticaria of nine-weeks’ duration, there was 
no benefit from these hormones. Urticaria of transient 
nature was produced by use of corticotropin but not by 
injection of cortisone in one patient with mild pemphipus 
foliaceus. 

Pemphigus Vulgaris. —Both hormones when used in 
adequate doses frequently produce healing of denuded 
areas and suppress the formation of new bullae. They 
also improved the general health of the patients. With 
corticotropin, adequate dosage has appeared to be 75 
mg. or more daily. With cortisone 200 mg. daily for 
several days was adequate as the beginning dosage. After 
control of lesions doses were reduced to the lowest 
effective level for maintenance. The optimal dosage for 
maintenance has not been well established with cor¬ 
ticotropin because of variability in response and since 
courses were generally short, but with cortisone it varies 
between 50 and 100 mg. per day. 

No lasting effect was noted after cessation of treat¬ 
ment; relapse was seen in three to seven days in all cases, 
so it appears that the optimal maintenance dosage must 
be established in each case. How long use of these dos¬ 
ages can be continued has not yet been determined. A 
fatal outcome was not prevented by use of cortisone in 
one case of severe pemphigus vulgaris in which the initial 
response was adequate. Under reduced dosage new 
lesions developed, and the patient gradually failed in 
spite of supportive therapy. 

In general, it appears that cortisone and corticotropin 
are effective in inhibiting the development of new lesions, 
improving the well-being of the patient, and producing 
remissions of varying duration, but the most desirable 
maintenance dosage and the duration of treatment must 
be determined for each patient. 

Pemphigus Foliaceus. —The results of treatment of the 
foliaceus type of pemphigus have been more encourag¬ 
ing than in the vulgaris form, although variability of 
response was noted also. Under the administration of 
either corticotropin or cortisone the blistering ceased and 
the exfoliative process was reduced in all cases. The 
beneficial effects were prolonged after cessation of treat¬ 
ment. It appeared that early pemphigus foliaceus re¬ 
sponded more completely and rapidly than that of long¬ 
standing and widespread involvement. 

Psoriasis. —^Patients with psoriasis and psoriatic arth¬ 
ritis were given the hormones because of the presence 
of the arthritis, since it has been found that corticotropin 
and cortisone have but little effect on the skin lesions of 
psoriasis. The psoriatic arthritis showed the same meas¬ 
ure of improvement that is seen in rheumatoid arthritis. 

Lymphoblastoma. —Corticotropin was used in one 
case of mycosis fungoides in which intractable pruritus, 
as well as nodular infiltrations in the skin, was present. 
The pruritus decreased while corticotropin was given, 
but the corticotropin had little visible effect on the 
tumors. The pruritus recurred after cessation of therapy, 
but the patient was given much needed relief for periods 
of 12 and 6 days on two occasions. The only value was 
in Symptomatic relief. 

In a case of primary cutaneous Hodgkin’s disease with 
many small nodules in the skin, corticotropin produced a 
definite reduction in the nodular infiltration and also 
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relieved the mild to moderate itching. Later in the course 
of therapy, which lasted 25 days, new nodules appeared 
around the periphery of the old lesions. The patient did 
not respond to roentgen therapy before use of cortico¬ 
tropin and responded moderately to oral use of triethyl- 
ene melamine after corticotropin therapy. The amounts 
of corticotropin given to this patient were 100 mg. daily 
for 15 days, 50 mg. daily for 6 days, then 40 and 30 mg. 
daily for 3 and 4 days, making a total of 2,040 mg. ' 

Atopic Dermatitis and Generalized Neurodermatitis. 
—^For the purposes of this discussion we have included 
under atopic dermatitis those patients whose eczema 
began in infancy or early childhood and persisted or 
recurred throughout their later life and whose back¬ 
ground showed hay fever and asthma. The generalized 
neurodermatitis group included cases with widespread, 
usually generalized, dermatitis, the duration of which 
was months or years, but which had first appeared in 
adult life (ages 26 to 64), Most of these patients showed 
no previous or family background of hay fever or asthma. 
The majority of patients in both groups were given cor¬ 
ticotropin in doses of 60 to 100 mg. daily, usually with 
dosage reduction after improvement started. 

In the atopic group the response was fairly uniform 
and consisted of considerable reduction in the pruritus. 
In some cases there was almost complete relief. The 
lichenification gradually diminished during courses vary¬ 
ing in length from four days to three weeks. It was felt 
that the over-all improvement experienced by the patients 
was hastened and increased by the interruption of the 
pruritus. The majority of patients experienced relapse in 
varying periods of time after withdrawal of corticotropin, 
and no permanent effect on the basic disease could be 
ascribed to the hormones. 

In the generalized neurodermatitis group the effects of 
corticotropin therapy were similar in that the pruritus 
was often relieved and the patient’s skin seemed to im¬ 
prove more rapidly. Some patients with exudative lesions 
experienced a drying effect. A few patients, however, 
obtained little or no benefit from corticotropin therapy at 
levels of 60 to 100 mg. daily. One patient who received 
cortisone was unimproved. Relapses were noted after 
cessation of treatment in this group also, but, in general, 
use of the hormones (mainly corticotropin) seemed 
worth while, although not quite as valuable as in the 
atopic group. Patients with neurodermatitis have a tend¬ 
ency to become dependent on the hormone; accord¬ 
ingly, it is suggested that the treatment be reserved for 
patients with intractable symptoms and that the courses 
of treatment be of short duration. 

GENERAL CONSIDERATIONS 

The physiological effects of cortisone and corticotropin 
have been thoroughly discussed by others' and consist 
mainly of the clinical and metabolic .alterations seen in 
Cushing’s syndrome. These are “rounding of the facial 
contour, hirsutism, acne, keratosis pilaris, muscular 
weakness, edema, amenorrhea, cutaneous striae, mental 
depression, impairment of carbohydrate tolerance, nega¬ 
tive nitrogen balance, increased excretion of cortico¬ 
steroids in the urine, and hypochloremic hypopotassemic 
alkalosis.” “ In addition, changes in the psyche were 
noted. 
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Few of our patients showed any of these alterations to 
a significant degree. Some of those who had disseminated 
lupus erythematosus had marked degrees of fluid reten¬ 
tion and hypopotassemia. For the majority of patients 
with dermatosis the courses of treatment were short and 
significant physiological alterations were seldom seen. 

In addition to Cushing’s syndrome, certain other 
changes were noted. The commonest of these, which 
appeared in the majority of cases, were changes affecting 
the psyche. Mental stimulation and euphoria were fre¬ 
quent; patients felt “full of pep” and much more active; 
their appetites increased to abnormal degrees, and some 
were unable to sleep well. Anxiety and agitation also 
were noted, as was a tremor of the hands. A few patients 
experienced slight and transient changes in their mental 
stability; two patients became frankly psychotic for a 
brief period, but recovered completely in two to four 
weeks after withdrawal of treatment. Both patients in 
whom the latter complication developed were receiving 
200 mg. of cortisone daily. One had psoriasis and the 
other disseminated lupus erythematosus. 

Occasionally thrombophlebitis develops in patients 
receiving cortisone. 

Cortisone tends to suppress the symptoms and surface 
signs of infectious diseases, and this action may prevent 
the recognition of unexpected infections in patients with 
various dermatological conditions. We have encountered 
this masking effect in a pneumococcic septicemia with 
diminished febrile response; subcutaneous abscesses 
with no erythema and little pain; poorly localized peri¬ 
tonitis followed by general sepsis; miliary tuberculosis 
recognized at necropsy in a case of disseminated lupus 
erythematosus; and finally a rapidly fatal infection of 
undetermined cause (questionably virus) characterized 
by a morbilliform eruption and encephalitis in a case of 
scleroderma. The seriousness of the development of a 
superimposed bacterial or virus infection during a course 
of hormone therapy cannot be overemphasized. Recent 
reports indicate that this is particularly true in cases of 
tuberculosis, both active and latent, in which the hor¬ 
mones may allow an exacerbation of the disease.® 

Indications for Use of the Hormones. —There are no 
absolute indications for use of cortisone or corticotropin 
in dermatological conditions, and there is little evidence 
that the effect of the hormones is curative; however, in 
certain diseases, such as fulminating lupus erythematosus 
or pemphigus, their use may be temporarily lifesaving. 
In other less serious conditions they may have beneficial 
effects of varying degrees. 

Contraindications. —These are dictated largely by the 
physiological effects of the hormone in conditions in 
which these effects may aggravate already existing patho¬ 
logical states. The following conditions prohibit or re¬ 
strict the use of the hormones; however, exceptions may 
be made if the need is sufficiently great and caution is 
used: 

1. The presence of edema or a predisposition to reten¬ 
tion of fluid, especially congestive heart failure and 


5. Sprague. R. G,; Power. M. H.; Mason, H. L,; Albert. A.; Mathic- 
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nephritis, is a contraindication. The renal damage in 
disseminated lupus erythematosus is an exception, but 
the need for close observation is greater than usual be¬ 
cause of the danger of electrolyte imbalance. 

2. Newly acquired or latent infection, especially 
tuberculosis, also contraindicates use of these hormones. 

3. Psychosis or marked instability to stress situations 
is another contraindication. Rome and Braceland ^ ex¬ 
pressed the opinion that the administration of cortisone 
or corticotropin to a patient who has previously proved 
unstable in a situation of stress is likely to cause potent 
stress and recurrence of the instability, sometimes to 
the point of psychotic reaction, 

4. Hypertension may be aggravated, but to date none 
of our patients have had hypertensive disease. 

5. Diabetes mellitus contraindicates the use of these 
hormones, since they are known to increase the severity 
of the diabetes and to reduce the sensitivity to insulin. 
None of the patients in our series had diabetes. 

Recommended Dosage of Cortisone .—In severe con¬ 
ditions, especially when patients are febrile, 300 mg. may 
be given the first day in two injections several hours apart. 
Subsequent doses of 100 to 200 mg. daily (the latter in 
divided doses) may be employed until improvement is 
noted, at which point doses of 50 to 100 mg. daily are 
given for variable periods to maintain improvement. 
In most of our cases injections were used, but more re¬ 
cently cortisone in tablet form has been used in some 
cases after the maintenance stage was reached. 

Recommended Dosage of Corticotropin .—This hor- 
I one is usually given in divided doses of 15 to 25 mg. 
at intervals of six to eight hours. For severe conditions 
100 mg. may be given daily for one to several days, 
then smaller doses are used. These may vary from 50 to 
80 mg. daily down to as little as 10 mg. in one injection 
a day. For certain patients these small doses when given 
at bedtime may be sufficient to reduce nocturnal pruritus. 

No specific rules of dosage have been established as 
yet because of the variabilities in response as well as indi¬ 
vidual differences in the manifestations of the undesirable 
physiological effects. These variables necessitate indi¬ 
vidualization in decisions regarding dosage- The optimal 
dosage has not been established, especially in regard to 
duration. The full effects of long-term administration 
have not been fully explored; hence, it is believed wiser 
to pursue a conservative course with small doses particu¬ 
larly in the treatment of the nonfatal types of skin disease. 

COMMENT 

It is apparent from the previous remarks that remis¬ 
sions of varying duration may be obtained in a variety of 
conditions which the dermatologist is called on to treat. 
Yet, great as the action of these hormones is, they do not 
provide cures; rather they appear to buffer or to shield the 
target tissues from the provoking agent and because of 
this suppress many of the serious disabling symptoms of 
the disease. 

We wish to reemphasize that corticotropin and corti¬ 
sone are powerful in their physiological actions and, 
hence, cannot be administered promiscuously or without 
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full knowledge of their effects. While physiological side 
effects are usually transient and reversible, such re¬ 
versibility does not detract from the importance or po¬ 
tential seriousness of such effects. In other words, it is 
recommended that these hormones should not be ad¬ 
ministered haphazardly or for reasons of “something or 
nothing more to do.” We are convinced that too many 
times_^ these agents have been given for insufficient reasons 
and without knowledge of their properties and poten¬ 
tialities. 

Mention has been made of the action of these hor¬ 
mones on intercurrent infections, those in which the clin¬ 
ical evidence of infection is minimal or absent while the 
infection goes on unhindered. In certain instances inter¬ 
current infections of serious or fatal nature have de¬ 
veloped, the symptoms of which were concealed while 
the patient was under the influence of the hormones. 
Patients have succumbed to septicemia, miliary tubercu¬ 
losis, peritonitis, hemorrhagic pancreatitis, perforated 
duodenal ulcers, and encephalitis. Reports are now ap¬ 
pearing in the literature citing other similar experiences, 
and warning is given against the use of corticotropin and 
cortisone during or shortly after infective states. Cortico¬ 
tropin or cortisone should not be given to patients 
with acute or chronic infections due to Mycobac¬ 
terium tuberculosis, staphylococci, streptococci, men¬ 
ingococci, pneumococci, and others. Cortisone seems to 
inhibit those factors which are prominent in the cellular 
response to disease, but the responsible organism is un¬ 
inhibited. If infection supervenes while a patient is under 
treatment with cortisone or corticotropin, early treatment' 
with antibiotics in adequate dosage is most important. If 
the infection does not produce severe organic stress, the 
administration of the hormone should be discontinued.. 

SUMMARY AND CONCLUSIONS 

Cortisone and corticotropin (ACTH) have been ad¬ 
ministered in patients with acute and chronic lupus ery¬ 
thematosus, psoriasis, scleroderma interstitial keratitis 
(locally applied cortisone used), lymphoblastoma, urti¬ 
carial and eczematous states, pemphigus vulgaris, and 
pemphigus foliaceus. From an analysis of our results 
these hormones are recommended for the relief of symp¬ 
toms but not with hope of cure. Worth-while results 
have been obtained in cases of acute lupus erythem¬ 
atosus, early scleroderma, pemphigus vulgaris, pemphi¬ 
gus foliaceus, psoriatic arthritis, certain forms of exfolia¬ 
tive dermatitis, drug and serum reactions, and for the 
intense pruritus of some eczematous states. Syphilitic in¬ 
terstitial keratitis is influenced remarkably by the local 
instillation of 1 to 2% suspension of cortisone. These 
hormones are not considered efficacious at this time for 
uncomplicated psoriasis, the usual eczematous patient, or 
for lymphoblastoma of the skin. In all cases an effort 
should be made to- find the minimal maintenance dose 
that provides suppression and relief of symptoms. Varia¬ 
tion in reaction of individual patients to these hormones 
prohibits a statement as to duration of treatment. These 
hormones should not be administered promiscuously, 
without knowledge of their physiological effects and dos¬ 
age and of the influence of infection on those receiving 
such treatment. 

102 Second Ave., S.W. (Dr. Kierland). 
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PSYCHOLOGICAL RESPONSE TO CORTICOTROPIN, CORTISONE, AND 

RELATED STEROID SUBSTANCES 

PSYCHOTIC REACTION TYPES 


Howard P. Rome, M.D'. 
and 

Francis J. Braceland, M.D., Rochester, Minn. 


In previous reports ^ we have summarized the psycho¬ 
logical responses which attend the administration of 
corticotrdpin (ACTH), cortisone, and other related 
steroids. It has been indicated that these responses are 
but one aspect of the widespread change induced by these 
agents—that the total adaptation of the human organism 
is altered by a multiplicity of factors. These relate to the 
direct and indirect effects on both the internal and 
external environments. The rapidity as well as the degree 
of change produced constitutes a stress which in turn 
mobilizes resources characteristic of the patient. Hence, 
the clinical form which the response takes is determined 
in large part by the habitual organization of the patient’s 
personality; most particularly by the preferred way in 
which he has responded to stress in the past. 

The descriptive aspects of the range of responses 
noted have been grouped into four clinical grades. Grade 
1 is comprised of deviations in mood, usually in the direc¬ 
tion of elevation. There are commensurate changes in 
the patterns of thinking and behavior which reflect these 
mood alterations. Grade 2 differs from the grade 1 
response only in a quantitative sense. Grade 2 responses 
are detected more readily merely because they are more 
pronounced. It is for this reason that euphoria has been 
reported to be typical.- The grade 3 response subsumes 
what are typically the psychoneurotic adaptations to this 
stress. These adaptations, therefore, comprise a gamut of 
clinical forms clinically indistinguishable from the usual 
psychoneurotic reaction types. The grade 4 response 
. designates the psychotic reaction types which are encoun¬ 
tered occasionally. These also vary clinically in accord¬ 
ance with the organization of the patient’s previous 
personality. 

The striking deviations in mood, thought processes, 
and behavior which distinguish psychotic reactions from 
all others, furnish substantial clues to a better under¬ 
standing of some of the underlying physiological and 
psychological dynamics responsible for these reactions. 

There have been suggestions ® that some psychiatric 
disorders (including some of the psychotic reaction 
types) are related to the altered function or the direct 
and indirect effects of the anterior pituitary-adrenal 
cortical activity. If these hypotheses are valid, the nature 
of the events which result in the occurrence of a psy¬ 
chotic reaction following the administration of these 
hormones is of considerable significance. 

However, many of the hypotheses concerning the eti¬ 
ology of psychiatric disorders which have been advanced 
are partisan in the sense that they tend to ascribe the 
resulting clinical syndrome to more or less “specific” 
factors which arise either in the internal or the external 
environments. It would' appear that such conclusions 


tend to oversimplify the determinants of the enormous 
complexity of human function. Halliday,^ in a discussion 
of some of the principles of psychiatric etiology, empha¬ 
sized the need to consider the resulting pattern of morbid 
reaction a consequence of a multiplicity or synergy of 
causes. Our observations tend to support his thesis. 

Recent, speenlaffons on the theory of control and com¬ 
munication underscore this hypothesis of interrelated 
causes.' Essentially, the operative principle seems to be 
that the stability and integrity of the human organism 
is maintained by the harmonious integration of a series 
of interdependent buffer-like systems. In addition to spe¬ 
cific, more or less independent functions, under certain 
conditions each system is capable of provoking exten¬ 
sive changes in other systems. An operation analogous 
to that of a feed-back type of control is suggested as a 
possible’explanation of the dynamic relationships which 
link otherwise autonomous parts—hence, the error in 
limiting attention to one element of such a complex with¬ 
out regard for its influences and the consequences of 
such influences on all the other components. 

As this operation applies to the psychiatric phenomena 
which attend the administration of these hormones, it 
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appears that each psychological and physiological factor 
acts as a vector which has the dimensions of magnitude 
and direction. The resultant clinical syndrome is a unique 
composite of these many forces. In the final analysis, an 
extensive knowledge of the specific operations of these 
many forces in each patient is necessary in order to 
identify accurately their precise role. The grade 4 psy¬ 
chotic reactions, because of their dramatic character¬ 
istics, provide the most striking illustrations of these 
dynamic forces in operation. 

There are certain features common to the reactions 
of all patients in whom these responses have occurred: 

1. The psychological responses vary widely in degree, 
duration, and clinical form. The clinical form is deter¬ 
mined in large part by the previous organization of the 
patient’s personality. 

2. The psychotic reactions tend to occur in patients 
who have made marginal psychological adjustments in 
the past. 

3. The grade 3 and 4 responses usually are associ¬ 
ated with profound change in the underlying physical 
disease. This does not necessarily imply a cause-and- 
effect relationship; rather, each seems to be reflective 
of a change in the level of total adaptation brought about 
by these agents. 

4. As yet, there is no consistent correlation between 
;he demonstrable metabolic changes produced by these 
lormones and the psychiatric syndrome which may be 

- " 'ciated. However, in a number of patients with various 

'■•w there has been an intensification of the psychi- 
symptoms which seems to coincide with rather 
. ed shifts in the electrolyte balance, 
o. The fact of sudden or great change itself, which im- 
. ■ 3 a different level of adaptedness rather than a specific 
cind of change, seems to be an important denominator. 
\ given mode of adaptation seems to depend more on 
he relative integration of all the component parts of the 
nternal and external environments than it does on the 
ibsolute level of any one part. What ordinarily would 
)e a wide deviation from the norm in any component 
■.an be tolerated provided that it is within certain out- 
ide limits and is brought about within a sufficiently 
ong period of time to permit accommodation. Thus, 
■ulnerability to stress, from a psychiatric standpoint at 
east, seems to depend not so much on a specific factor 
n the internal or external environments, but rather on 
he residual capacity of the organism to tolerate stress 
f any kind at that time. 

6. The change from one dynamic level of adaptedness 
a another, even though it is in the direction of a statisti- 
al norm, has not only physiological significance but also 
onsiderable psychological (conscious and unconsciously 
ymbolic) meaning. In this connection, the sudden 
cure” of a chronic illness, for example, is fraught with 
n equally significant loss of the secondary psychological 
^ains of that illness'. This is a stress as important, for ex¬ 
ample, as a decrease of 50% in the concentration of 
J lerum potassium in the precipitation of a grade 4 re- 
i Ijfi'oonse. 

I REPORT OF CASES 

{ I The following eases illustrate the nature of the inffu- 
1 1 j|tces which appear to be important factors in the devel- 
‘'^-■ent of the grade 4 psychotic responses. 


Case 1.—-MarJced catatonic excitement developed in a sincie 
white, male tfaeologicaJ student, 26, with a profound ciassicai 
catatonic schizophrenic stupor of three-months’ duration after 
receiving 1.3 gm. of cortisone. Treatment was terminated after 
he had received a total of 2.2 gm. of cortisone over a 15-day 
period because of extreme progression of the almost unmanage¬ 
able excitement which ensued. During this time fluid retention 
bad developed, as well as some other changes characteristic of 
hypercorticalism. Electroshock therapy not only terminated the 
episode of excitement, but also induced a complete remission of 
symptoms which, to the time of this report, had been maintained 
for two years. 

Case 2.—A single, white woman, 19, with acute disseminated 
lupus erythematosus was treated with 3.8 gm. of cortisone. Ex¬ 
cept for a period of four days, when her daily dose was 100 mg., 
she received 200 mg. of cortisone daily. Prior to the 'develop¬ 
ment of the disease she had been well e.xcept for an obsessive- 
compulsive-ruminative neurosis of mild degree. She had re¬ 
ceived psychiatric treatment for a brief time elsewhere. Her . 
problem was essentially a neurotic one, manifested by moderately 
intense compulsive-ruminative features: aloof, self-absorbed 
behavior and rather typical sexual conflicts about which she 
had much anxiety and guilt. Associated with cortisone therapy 
was a fulmination of these manifestations of her psychological 
conflicts to the point where closed-ward supervision was neces¬ 
sary, During the acute phase her psychological response was 
descriptively that of a paranoid-schizophrenic reaction. This 
acute response subsided within several weeks, during which time 
she received daily psychotherapy and sedation. A second course 
of cortisone (2 gm.) was given when the systemic signs of dis¬ 
seminated lupus erythematosus again became evident. The 
grade 4 psychological response which had been observed previ¬ 
ously was again exacerbated, although on this second occasion 
the intensity seemed to be moderated somewhat by the sedation 
and psychotherapy she received. Seven days after the use of 
cortisone was stopped, the patient died. For one week prior to 
this time she had evidenced less anxiety and concern, less pre¬ 
occupation with the religiosity which had been characteristic of 
her ruminations, and less somatic preoccupation. 

Case 3.—-A married, white farmer, 36, with widespread 
psoriasis and painful, somewhat incapacitating psoriatic arthritis 
received 2.2 gm. of corticotropin. In addition to the development 
of mild evidence of hypercorticalism, he became extremely over- 
active, tense, preoccupied with the delusions that he had died, 
had been crucified, and was God. He was disoriented as to time, 
place, and person, and experienced auditory and visual halluci¬ 
nations. His acute psychosis, which descriptively was a schizo¬ 
phrenic one of the paranoid variety, subsided spontaneously after 
10 days of the usual closed-ward supervision. His background 
revealed considerable psychological conflict which had resulted 
in a lifelong schizoid adjustment. He had always been shy and 
withdrawn: an intensely insecure person who felt that his 
psoriasis was a direct consequence of childhood masturbation. 
At the time of this writing the patient had been seen at regular 
intervals for a year since his discharge; the psoriasis had com¬ 
pletely disappeared; the arthritis was greatly ameliorated, and 
his psychological adjustment was on a nonpsychotic level, at 
least as good as it was prior to treatment. 

Case 4.—A married, white, successful businessman, 49, with 
three children presented the picture of a reactive depression of 
moderately intense proportions. His background revealed that 
he “was always an emotional person.” He described himself as 
being shy, passive, and easily moved to tears by emotionally 
stressful experiences. On more detailed inquiry, it was evident 
that from childhood he had been a dependent, insecure person 
who compensated for feelings of inadequacy and inferiority by 
being overly scrupulous and overly conscientious and by hard 
work. For many years he had invested a disproportionate concern 
in his physical person and the function of his various body parts. 
He described his typical response in this regard by saying he “was 
always knocked down by illness.’ 

For a period of 15 months before the onset of his present ill¬ 
ness he had bad various minor physical symptoms, which culmi¬ 
nated in his being hospitalized in his home community after a 
vacation. Allegedly he had contracted a gastrointestinal infection, 
to which were ascribed his symptoms of diarrhea, weakness, 
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fatigue, anxiety, and loss of weight. During the physical investi- 
• gation it was discovered that he had diabetes mellitus of a mild 
grade. He was treated with various medications, among which 
was cortisone. Presumably he received 1,500 mg. of cortisone 
over a period of five days. 

The relevant psychiatric findings on his examination at the 
clinic were those typical of a reactive depressive patient. He 
was tearful, anxious, and greatly concerned about the possible 
relationship between diabetes mellitus and mental illness. The 
only significant feature other than those previously mentioned 
was that after the first dose of cortisone he had felt stimulated. 
This salutary experience was rapidly converted into the un¬ 
pleasant one of depression, preoccupation, tension, and an un¬ 
successfully controlled emotionality. Despite the subsequent 
rather traumatic experience of laparotomy for a suspected 
malignant lesion, the patient’s acute affective disorder subsided 
spontaneously. 

Case 5.—In a white widow, 63, with a background of severe 
headaches of 13-years’ duration, a hypomanic reaction with 
paranoidal coloring developed after the administration of 400 
mg. of cortisone. Her background indicated a profound psycho¬ 
neurotic adjustment of at least 25-years’ duration. During these 
years she had been tense, overactive, demanding, and per- 
fectionistic. At various times her psychological adjustment to her 
conflicts decompensated, and symptoms developed which de¬ 
scriptively were those resembling the symptoms of conversion 
hysteria. On past occasions these had been verified by examina¬ 
tions at the Mayo Clinic. Such complaints as “blindness,” “cir¬ 
culatory trouble,” “heart disease,” and “confusion spells” had 
been investigated extensively without revelation of a demon¬ 
strable physiological basis. 

The cortisone the patient received had been given for the 
purpose of offsetting the effects of a previously induced sensitiv¬ 
ity to histamine. After four-days’ therapy in which she received 
100 mg. of cortisone daily, there developed marked insomnia, 
pressure of speech and thought, flight of ideas, labile affect, vivid 
dreams and phantasies, suspiciousness, irritability, and ideas of 
reference and influence. The clinical psychiatric picture was that 
of hypomania with paranoidal ideation. Forty-one days after 
the cessation of cortisone therapy the patient had recovered 
sufficiently from both her physical and mental symptoms to be 
discharged from the hospital to receive more definitive psychi¬ 
atric treatment elsewhere. A follow-up report indicated that she 
was completely asymptomatic about one month later. 

COMMENT 

The occurrence of a certain percentage of psychotic 
reactions as a complication of some of the diseases for 
which these hormones are administered is to be expected. 
The effects of periarteritis nodosa and acute disseminated 
lupus erythematosus on the central nervous system, for 
example, are well known. Then, too, patients with such 
diseases as psoriasis,” chronic ulcerative colitis,’ gout,® 
and various allergic disorders ” are thought to be more 
susceptible to the development of psychiatric complica¬ 
tions than other persons. Patients who have Addison’s 
disease similarly show a high incidence of psychological 
changes.’” 

According to Lemkau and his co-workers,“ “The 
combined incidence for all forms of psychosis and psy¬ 
choneurosis—excluding the disorders of advanced age 
but including epilepsy—appears to be about 20 per 1,000 
individuals living through the age period of suscepti¬ 
bility.” It would appear that the number of frank psy¬ 
choses and psychoneuroses which is encountered after 
treatment with these hormones exceeds the expected fre¬ 
quency of occurrence of these reactions. In qualifica¬ 
tion of the foregoing, it must be said that this is an 
impression which needs demographic verification. 

The data with which perhaps these phenomena may 
be compared derive from reports and observations on 


the occurrence of gross psychiatric disturbances among 
patients with Cushing’s syndrome.’® Soffer pointed out 
that “in occasional instances these alterations are pro¬ 
found and disturbing enough to suggest the more serious 
psychoses.” He stated that depression is most commonly 
noted and “occasionally mania and excitement and 
periods of paranoid confusion.” Rimbaud and his associ¬ 
ates '■* mention the occurrence of confusing psychomotor 
agitation. Oldenberg,’” Huddleson and McFarland,’” 
Hoff and Shaby,” Sarradon,’® and Murray and Simp¬ 
son also have described the effects and the close rela¬ 
tionships between adrenal cortical function and profound 
psychological changes. We have made similar observa¬ 
tions in a series of patients who had verified Cushing’s 
syndrome, and these will be reported elsewhere. 

Although it is evident that there is a considerable 
difference between (1) the florid, metabolic state which 
results from adrenal cortical hyperplasia or tumor and 
(2) the hypercorticalism produced by the purposeful 
administration of these hormones, the difference is only 
a matter of degree and duration. It would appear that 
the rate at which the effects of hypercorticalism are pro¬ 
duced, as well as the magnitude of the changes brought 
about, are the most significant determinants of the ulti¬ 
mate stress which is imposed. In keeping with this 
hypothesis are the observations of an unexpectedly high 
incidence of marked psychological reactions, including 
psychosis which is associated with other conditions (such 
as hypothyroidism and hyperthyroidism,®” hypoparathy- 
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roidism and hyperparathyroidism,Addison’s disease,!^ 
and diseases of the pituitary gland 

Thus, it would appear that an induced hypercortical- 
ism evokes a fundamental reaction—a stress, which 
mobilizes physiological as well as psychological resources. 
The dynamic equilibrium which results is a different level 
of adaptedness than that which constituted the pretreat¬ 
ment steady state. The capacity to adjust to this transition 
in turn is a function of many factors, those in the patient’s 
present and past life as well as those in his internal and 
external environments. Consequently, there is a wide 
range of possible reactions which are reflected in the dif¬ 
ferent clinical psychiatric syndromes which appear. 


J.A.M,A., Jan. 5, 1952 

In the light of this potential complication to the 
treatment of certain diseases with corticotropin, corti¬ 
sone, and possibly other hormones, it is especially neces¬ 
sary for the clinician to be thorough!}' acquainted with all 
the component adaptative capacities of the patient he is 
treating. 

102 Second Ave. S. W. (Dr. Rome). 
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TRANSIENT SYNOVITIS OF THE HIP JOINT IN CHILDREN 

REPORT OF THIRTEEN CASES 
Ernest Goodall Edwards, M.D., Savannah, Ga. 


A fairly common cause of painful hips in children is 
the condition variously known as transitory arthritis of 
the hip joint, transitory coxitis, coxitis serosa seu simplex, 
acute transient epiphysitis, and transient synovitis. 

It is now felt that the term transient synovitis most 
aptly describes the condition, because the pathology 
seems to lie within the synovial membrane of the hip 
joint and to be excluded from the other structures within 
the hip. The malady is of interest, not because it is a 
disabling condition, but because of the difficulty encoun- 
ered in differentiating it from more serious diseases of 
he hip, such as tuberculosis, osteomyelitis, or Legg- 
Perthes’ disease. 

Literature on the subject is rather scarce, only a few 
articles being found. Belmonte,^ reporting on the condi¬ 
tion in 1931, stated, “It is wonderful how the functional 
disturbance completely disappears in several days, and 
after ten to twelve days, all complaints depart.” Bradford 
and Lovett - postulated that the diagnosis of synovitis of 
the hip should not be made unless the symptoms subside 
within a few weeks and recovery is permanent. 

Butler,® in 1933, reported on a series of 25 cases of 
conditions which he classified as “observation hips.” In 
19 of his cases the condition proved to be some form of 
transitory arthritis with complete return of function. The 
roentgenograms in these cases showed no abnormalities 
and no definite cause for the condition was found. He 
concluded that a transitory arthritis in the hip joint in 
children without roentgenographic changes is common 
and frequently is diagnosed wrongly as tuberculosis. 


From the University of Virginia Hospital. 
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Finder,'* in 1936, reported 22 cases and stated, “In 
transitory synovitis of the hip joint, the synovitis consti¬ 
tutes the entire disease, but in other hip joint lesions, 
the synovitis may merely represent the point of departure 
into any one of several disorders of the hip.” 

Miller,® in 1931, described a condition of the hip which 
was similar in many respects to transient synovitis. He 
reported 77 cases and designated the condition “acute 
transient epiphysitis.” He ascribed the condition to the 
lodging of infectious infarcts or pyemic plugs in the 
epiphysis, more commonly on the metaphyseal side of 
the epiphyseal line but occasionally on the epiphyseal 
side, and to the formation of focal abscesses. Miller felt 
that this was secondary to a focus of infection elsewhere 
in the body, and in 80% of his cases the condition was 
associated with diseased tonsils. Furthermore, he was 
able to demonstrate roentgenographic changes in the 
neighborhood of the epiphyseal line. In this condition the 
duration of the disease was a few weeks to a few months. 
It would appear then that the difference between the two 
conditions is that the pathological changes actually occur 
in the region of the epiphyseal line in the one case, which 
is possibly metastatic in character, while in transient 
synovitis the pathology is localized to the synovial mem¬ 
brane, probably on the basis of a toxicity or hypersensi¬ 
tivity reaction to some focus of infection elsewhere in the 
body. 

Lucas,® in 1948, discussed the symptoms, etiology, 
and differential diagnosis of transient synovitis. The etiol¬ 
ogy of the condition is obscure. A small percentage of the 
cases have a history of trauma. Both Butler and Finder 
feel that an underlying, nonspecific infection is the likelier 
cause. This infection may be due to an allergic hyper¬ 
sensitivity to a focus of infection elsewhere in the body, 
a low-grade infection entering the blood stream and 
localizing in the joint, or a metastatic infection from some 
other focus in the body and the actual lodging of bac¬ 
teria in the synovium. 

Allergic conditions, such as asthma, bronchitis, rhin¬ 
itis, and hay fever, and infected foci, such as the tonsils, 
teeth, and middle ear, can be causative. The condition 
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has been reported as a complieation of such diseases as 
measles, influenza, typhoid, pneumonia, and scarlet 
fever. 

It appears to affect primarily children below 10 years 
of age. Finder reports 5.4 years as the average age in his 
cases. Boys and girls appear to be affected in about the 
same ratio, though Butler found that boys predominate 
over girls in the ratio of 17:5. No definite racial predis¬ 
position has been noted, though I have seen few cases 
among Negroes. 

The onset of the condition appears to be insidious in 
about as many instances as it is acute. Symptoms usually 
last one to a few days, though in some cases they may be 
present for several weeks. 

The symptoms most often encountered are pain and 
limping. The pain may be mild or so severe that the child 
refuses to bear any weight on the affected extremity. Also, 
the pain is often present in the thigh or knee and, rarely, 
in the lower leg, radiating from the hip. The degree of 
limping may range from mild to severe. Clinically there 
is demonstrable muscle spasm of all groups about the hip. 
Palpation anteriorly over the head of the femur will elicit 
tenderness. The child holds the leg in the position of 
comfort or flexion and adduction. All ranges of motion 
are resisted and limited, particularly abduction and inter¬ 
nal or external rotation. Extension of the leg is very 
painful. Trendelenburg’s sign frequently is present. A 
low-grade temperature is often present, varying from 99 
to 101 F. Rarely, the temperature may go as high as 
103 F. 

The'laboratory data are often of little or no help. The 
white blood cell count is usually normal, though occa¬ 
sionally it may be slightly elevated, to about 12,000. 
Generally, the differential white blood cell count is not 
remarkable, but a slight shift of the Schilling count to the 
left in elevated white counts is seen as expected. The 
blood sedimentation rate is usually elevated, though as a 
rule the elevation is not extreme. The Wassermann reac¬ 
tion is negative, as well as the reaction to the tuberculin 
skin test; these are important in ruling out more serious 
diseases. 

There has been no opportunity to make a pathological 
study of tissue sections of the synovial membrane, be¬ 
cause of the usually rapid subsidence of the symptoms 
with conservative therapy. I have aspirated these joints 
on two occasions. The fluid was xanthochromic and 
seemed to clot readily. No bacteria were present in stains, 
and the blood chemistry was normal, including sugar 
values. Chloride and nonprotein nitrogen levels appeared 
to be within normal limits, that is, about the same as in 
the blood plasma. 

The condition is important, as stated previously, be¬ 
cause of the difficulty often encountered in ruling out 
more serious diseases of the hip. Tuberculosis must be 
differentiated. This can often be done by a previous 
history of exposure to the disease, a positive tuberculin 
skin reaction, and, sooner or later, the inevitable roent- 
genographic changes in the bone. If doubt exists, aspira¬ 
tion of the joint and testing by guinea pig inoculation 
may be mandatory. 

Osteomyelitis, before bone changes have occurred, 
may present an obstacle. However, the acute joint swell¬ 
ing, the elevated white blood cell count, and changes in 


the bone demonstrated by serial roentgenograms later, as 
well as the more acute general condition of the patient 
and the persistence of increasingly severe symptoms, all 
suffice for diagnosis. 

Pyogenic arthritis or a septic joint may require aspir¬ 
ation. The presence of purulent material and the demon¬ 
stration of bacteria by stains are conclusive evidence. 

Legg-Perthes’ disease is another important condition 
which must be excluded and which may be misleading 
in the early stages. As a rule, the more insidious the 
onset, the longer the duration of symptoms; the tendency 
for the pain and limp to subside rather than to recur are 
all important differences between this disease and tran¬ 
sient synovitis. X-ray evidence is diagnostic when it 
occurs. 

The acute transient epiphysitis described by Miller 
may be very similar, but the usually longer duration of 
the disease, the definite association with diseased tonsils 
(proved by the fact that Miller reported the patients in 
his cases recovered promptly when the diseased tonsils 
were removed), and the demonstration of focal abscesses 
or abscess tracts in the region of the femoral epiphysis 
are all differentiating. Butler reports one case of an acute, 
low-lying retrocecal appendix which caused fixation of 
the hip joint by psoas muscle spasm and confused the 
diagnosis. 

A series of 13 cases seen at the University of Virginia 
Hospital from 1943 to 1950 is reported here. There were 
undoubtedly more cases, but these eases were picked 
because it was felt that they represented instances of true 
transient epiphysitis of the hip. No other pathology was 
demonstrated in the hip joint at any time, and cases in 
which destructive joint changes were demonstrated later 
by roentgenograms were discarded. 

These patients ranged in age from 4 to 10 years, with 
an average of 5.4 years. There were seven boys and six 
girls in the series. Thus these cases are comparable to 
Finder’s as far as age and sex are concerned. 

The duration of symptoms ranged from one day to as 
long as three weeks (one case). As a rule the duration 
was one to three days. The Wassermann blood reaction 
was negative in two cases. There was no family history 
of syphilis in any of the cases. The results of the tuber¬ 
culin skin test in standard dilutions were negative in nine 
cases. 

Of significance in these cases and leading to the sup¬ 
position that the condition is due to an allergic hyper¬ 
sensitivity of the synovial membrane to an infection else¬ 
where in the body rather than to a purely metastatic 
process is a history of allergy in four cas es. T here were 
two cases of asthma, one case of bronchitis, anc Tone c ase 
of hay fever. In addition, in five cases there was a history 
of repeated upper r espiratory infections, j ncluding fre¬ 
quent colds, soreThfoatTnasaidischarge, and, in one 
case a history of otitis media, possibly all on an allergic 
basis. In eight cases hypertrophied and infected tonsils 
were found. In one case the only demonstrable focus of 
infection was a partially healed furuncle on the thigh. 
In one case there was a presumptive diagnosis of typhoid 
with a positive blood Widal reaction of 1:40 and 1:80. 
Stool and bile cultures were negative. It was felt, how¬ 
ever, that this represented a transient synovitis as a com¬ 
plication of typhoid, because of the prompt^resRD^'^%^ 
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the joint symptoms to conservative therapy, the absence 
of roentgenographic changes, and the fact that the patient 
has remained well. 

The average white blood cell count was 7,000. The 
blood sedimentation rate (Westergren) was reported in 
one case as 14 mm. per hour. The average temperature 
was 99.9 F. The highest temperature was 103 F. 

The treatment consisted of simple conservative meas¬ 
ures. Eight of the patients were admitted to the hospital 
and put on complete bed rest with 3 to 5 lb. (1.3 to 2.3 
kg.) of straight leg traction on the affected extremity. The 
patients were given oral sedatives. A few of the patients 
were given intramuscular injections of penicillin, and sev-. 
eral were given sulfonamides orally. Five of the patients 
were sent home on complete bed rest, as a rule without 
traction, but warm compresses were applied to the hip. 
All patients recovered from the symptoms, generally 
within one week. Symptoms were present in one case 
for two to three weeks. Two patients with a history of 
allergy were given an antihistaminic drug, tripelennamine 
(pyribenzamine®) hydrochloride in 50 mg. doses three 
times a day. These two patients recovered dramatically in 
one day and remained well. 

REPORT OF CASES 

Case 1.—J. J. H., a 9-year-old white boy, had rather sudden 
onset of pain in the left hip and inside of the thigh the previous 
day. He stated that he had fallen and bruised his left knee three 
weeks previously but had been asymptomatic thereafter. He had 
had a head cold with a slight nasal discharge and headache for 
one week. The patient was admitted to the hospital, and physical 
examination revealed hot flushed skin. The temperature was 103 
F. The throat and pharynx were infected. Palpation over-the 
■ead of the left femur and about the hip joint generally was 
' ^ ■ I. Moderate muscle spasm was present, and all ranges of 
were painful. Internal and external rotation as well as 
1 were especially painful. 

laboratory findings included a blood hemoglobin value 

12 gm. per 100 cc. The white blood cell count was 13,800, 
with a moderate shift to the left in the Schilling count. The reac¬ 
tions to the tuberculin and Schick tests were negative. The urine 
was normal. X-rays of the hip showed no abnormalities. 

' The treatment consisted of symptomatic measures, bed rest, 
and 5 lb. (2.3 kg.) of straight leg traction. The patient was also 
: given oral doses of sulfadiazine. The joint symptoms rapidly sub¬ 
sided, and in one week the patient was asymptomatic and was 
discharged from the hospital. There have been no recurrences. 

I Case 2.—Me B., a 414-year-old white boy, began to have 
pain in the left hip one day previously. The child became restless 
Sand refused to bear weight on the leg. A sore throat had been 
1 present for 12 days. 

1 On admission to the hospital, the temperature was 99.2 F. 
Physical examination revealed enlarged, cryptic tonsils. Marked 
muscle spasm was present about the left hip, and tenderness was 
elicited on palpation over the hip anteriorly. Internal rotation, 
external rotation, and abduction were limited and painful. 

; The laboratory findings revealed a blood hemoglobin value 
,,of 12 gm. per 100 cc. The white blood cell count was 7,200, with 
,a normal differential count. The results of urinalysis were nor- 
•mal. X-rays of the hip revealed no pathological changes. 

; The treatment consisted of bed rest with 5 lb. (2.3 kg.) of 
'straight leg traction on the affected extremity. He was given 
*;25,000 units of penicillin intramuscularly every three hours for 
il48 hours. In two days all symptoms had subsided, and the hip 
I /ipjoint was freely movable. The patient was discharged on the 

i ' "(fourth hospital day and has had no recurrences. 

h Case 3.—J. S. L., a 4-year-old white boy, had pain in the 
right hip three days previously. Thereafter he refused to bear 
Weight on the extremity; when he did walk, he limped badly. 
jThe patient had had several attacks of tonsillitis, but none dur- 
‘‘'ui the past several months. 
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On his admission to the hospital, the temperature was 99.2 F. 
Physical examination revealed a marked limp with pain in the 
right leg. Moderate muscle spasm was present about the hip. 
Internal rotation was limited and painful. The laboratory find¬ 
ings included a blood hemoglobin value of 12 gm. per 100 cc. 
The white blood cell count was 7,200, with a normal differential 
count. The urine was normal. Tuberculin skin test gave a nega¬ 
tive reaction. Roentgenograms of the hip were negative. 

The treatment included bed rest with 5 lb. (2.3 kg.) of straight 
leg traction on the affected extremity. Symptomatic treatment 
was given, and the patient was also given oral doses of sulfa¬ 
diazine. On the third hospital day all joint symptoms had sub¬ 
sided, and a free range of motion was present in the hip. He 
was discharged on the sixth hospital day and has had no recur¬ 
rences. 

Case 4.—D. D. T., a 5-year-old white girl, was seen in the 
pediatric outpatient department with a history of having fallen 
on her right hip five days before. She had no symptoms until 
one day later, when she complained of pain in the anterior aspect 
of the right thigh. One day later she refused to use the right leg; 
she was admitted to the hospital five days after the fall. The 
temperature was 99 F, and physical examination revealed the 
right hip was held in flexion and slight internal rotation. Ten¬ 
derness was elicited on palpation anteriorly over the hip. All 
ranges of motion were resisted and painful. A “healed furuncle” 
was present on the lower part of the right thigh. 

The laboratory findings revealed a blood hemoglobin value 
of 12 gm. per 100 cc. The white blood cell count was 5,400, with 
a normal differential count. The urine was normal. The Wasser- 
mann reaction and the reaction to the tuberculin skin test were 
negative. X-rays of the hip showed no abnormalities. Treatment 
included palliative measures, bed rest, and 5 lb. (2.3 kg.) of 
straight leg traction on the extremity. Traction was continued 
for two weeks, at the end of which the patient was symptom-free, 
and the hip was freely movable. She was discharged from the 
hospital and has had no recurrences. 

Case 5.—M. F. F., a 5-year-old white boy, had had a limp 
and pain in the right hip “several weeks” previously. There was 
no history of trauma. There was some doubt as to the time of 
onset of the symptoms, but it was presumably about three weeks. 
He continued to have hip symptoms and was admitted to the 
hospital. On admission the temperature was 99.8 F. Physical 
examination revealed large, diseased tonsils. The patient limped 
rather markedly on the right leg. Abduction and external rota¬ 
tion were limited and painful. The laboratory data included a 
blood hemoglobin value of 11.5 gm. and a white blood cell count 
of 6,400, with a normal differential count. The urinalysis dis¬ 
closed no abnormalities. The result of the tuberculin skin test 
was negative. Roentgenograms showed a normal hip. 

Treatment included bed rest, palliative measures, and 8 lb. 
(3.6 kg.) straight leg traction on the affected extremity. The joint 
symptoms subsided, and on the seventh hospital day the patient 
was symptom-free and was discharged. He has remained well. 

Case 6.—P. W., a 5-year-old white girl, complained of pain 
in the right hip and upper part of the thigh, along with “stiffness” 
of the hip, for 32 hours. The pain radiated down the inside of the 
leg to the knee. The child had been in good health and the past 
history was noncontributory. 

On her admission to the hospital, the temperature was 99.3 F. 
Physical examination revealed moderate muscle .spasm about the 
right hip, which was held in a flexed position and in slight inter¬ 
nal rotation. Palpation anteriorly over the hip elicited tenderness. 
Extension as well as internal and external rotation were limited 
and painful. The laboratory findings included a blood hemo¬ 
globin value of 11.5 gm. per 100 cc. The white blood cell count 
was 6,600, with a normal differential count. The urine was nor¬ 
mal. X-rays of the hip revealed no pathology. 

The patient was placed on symptomatic therapy and bed rest 
and 3 lb. (2.3 kg.) of straight leg traction was applied to the 
extremity. The symptoms readily subsided, and the patient was 
discharged on the fourth hospital day. She has had no recur¬ 
rences. 

Case 7._N. A. P., a 10-year-old white girl, gave a history of 

a fall five weeks previously. She had no hip symptoms thereafter, 
but three weeks before admission to the hospital she again fell 
on the ground; one day later pain and disability developed in 
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the left hip. She continued to be active but limped rather mark¬ 
edly on the left leg. The past history was noncontributory. The 
patient was admitted to the hospital with a temperature of 100.8 
F. Physical examination revealed limitation of abduction, adduc¬ 
tion, and both internal and external rotation of the left hip. No 
local tenderness was elicited over the hip. 

The laboratory data revealed a blood hemoglobin value of 
13 gm. per 100 cc. The white blood cell count was 4,600. A 
slight shift to the right with a relative increase in the lympho¬ 
cytic count was noted. The urine was normal. The reaction to the 
tuberculin skin test was negative. X-rays of the hip revealed no 
pathology. 

The treatment included bed rest, symptomatic therapy, 3 nd 
5 lb. (2.3 kg.) of straight leg traction on the affected extremity. 
The hip joint symptoms subsided, and on the 15th hospital day 
she was asymptomatic. The hip joint was freely movable and not 
painful at this time. Traction was continued, however, and the 
patient was discharged on the 25th hospital day. She has had no 
recurrences. 

Case 8.—R. S., a 5-year-old white girl, had pain in the left 
hip two days previously. The pain radiated down the anterior 
thigh to the knee. The child began to limp on the left leg. She 
had a history of bronchitis and frequent colds in the past. There 
was no history of trauma. Hot compresses had been applied to 
the hip at home with some benefit. The child was not admitted 
to the hospital. Physical examination revealed the left hip was 
held in marked flexion and slight internal rotation. Pronounced 
muscle spasm was present about the hip. Abduction as well as 
internal and external rotation were limited and painful. Roent¬ 
genograms of the hip showed no abnormalities. 

The child was sent home on complete bed rest, and the mother 
was instructed to continue the hot fomentations to the hip. In 
addition, the child was given 50 mg. of tripelennamine hydro¬ 
chloride three times a day for two days because of the previous 
allergy. The patient showed dramatic improvement and in one 
day was completely asymptomatic and ambulatory. No further 
hip joint symptoms have occurred. 

Case 9.—G. H. B., a 5-year-old white boy, began to have pain 
in the right hip and anterior aspect of the thigh two days pre¬ 
viously. The patient also limped noticeably on the right leg. The 
child had a history of allergy, including hay fever, "sinus 
trouble,” and frequent colds. At this time he had had a cold 
for one week. The patient was not admitted to the hospital. 
Physical examination revealed tenderness on palpation anteri¬ 
orly over the right hip. There was marked limitation of internal 
and external rotation of the hip, and these movements produced 
pain. X-rays of the hip revealed no pathological changes. The 
patient was sent home on complete bed rest, and hot fomenta¬ 
tions were applied to the hip. The child was also given oral 
doses of sulfonamides. All of the hip joint symptoms subsided 
in two or three days, and the patient became ambulatory. The 
patient has remained symptom-free. 

Case 10.—^L. H., a 5-year-old white girl, was seen in the 
pediatric outpatient department complaining of a limp and pam 
in the right hip of several days’ duration. There was a history of 
asthma, and she had had repeated upper respiratory infections 
and sore throat in the past. The patient was not admitted to the 
hospital. Physical examination revealed moderate muscle spasm 
generally about the right hip. Internal and external rotation 
were limited and painful. X-rays of the hip revealed no pathol¬ 
ogy. The patient was sent home cn constant bed rest and was 
instructed to apply hot fomentations to the hip. These measures 
were carried out, and in five days the joint was asymptomatic 
and the child ambulatory. 

Two years later this child had a similar history and condition 
in the left hip. X-rays of both hips again revealed no pathological 
changes. She was sent home and given the same treatment as she 
had received for the right hip; again her symptoms subsided 
within a few days. She has had no further recurrences. 

Case 11.—^T. F., a 5-year-old white boy, had fallen on his 
buttocks five days previously. The child was asymptomatic until 
four days later, when he began to have a limp and pain in the 
right hip. The symptoms did not appear to be acute. One day 
after the onset oi the symptoms the patient was seen hut niA 
admitted to the hospital. Physical examination revealed enlarged, 
chronically infected tonsils. There was limitation of external 


rotation, which was painful, in the right hip. X-rays of the hip 
did not reveal any abnormalities. 

This patient was sent home on strict bed rest, and hot fomen¬ 
tations were applied to the hip. All symptoms were absent in two 
days, and the child became ambulatory. There have been no 
recurrences. 

Case 12.—E. M. T., a 5-year-old white girl, complained of 
pain in the right hip of one day’s duration. According to the 
mother, the child awoke in the morning complaining of the pain¬ 
ful hip. The pain radiated down the anterior aspect of the thigh 
to the knee. The child had a pronounced limp on the right leg 
and weight-bearing was painful. There was no history of allergy 
or other infectious foci. The patient was not admitted to the 
hospital. 

Physical examination revealed moderate muscle spasm about 
the right hip, which was held in a position of flexion and slight 
internal rotation. Tenderness was present anteriorly over the 
hip joint on palpation. Abduction and internal and external ro¬ 
tation were limited and painful. The hip appeared to be normal 
on x-ray examination. 

The patient was sent home on continuous bed rest, and warm 
compresses were applied to the hip. Also, on the theory that 
there was a hypersensitivity reaction in the hip joint, even though 
no positive history of allergy was obtained, the child was given 
50 mg. of tripelennamine hydrochloride twice a day. She showed 
dramatic response to the treatment and was completely asymp¬ 
tomatic and ambulatory in one day. She has had no recurrences. 

Case 13.—W. G. S., a 6-year-old white boy, complained of 
pain in the right hip for five days. He also had a marked limp 
on the right leg, and the pain was aggravated by weight-bearing. 
There was no history of trauma. The symptoms steadily in¬ 
creased in severity. 

The patient was admitted to the hospital. The temperature 
was 99.8 F; physical examination disclosed that the tonsils were 
hypertrophied and inflamed. There was tenderness to palpation 
both anteriorly and posteriorly about the right hip. Abduction, 
flexion, and external rotation of the hip were limited and pain¬ 
ful. The blood hemoglobin value was 90% (Sahli-Hellige). The 
white blood cell count was 14,000. The differential white blood 
count showed a moderate shift to the left, with an increase in 
the “stab” forms. The results of urinalysis were normal. Reac¬ 
tion to the tuberculin skin test was negative. X-rays of the hip 
joint showed no abnormalities. 

Treatment consisted of continuous bed rest and 5 lb. (2.3 kg.) 
of straight leg traction applied to the affected extremity. A ton¬ 
sillectomy was done after the first week, after which the daily 
temperature readings reached as high as 103 F. Typhoid was sus¬ 
pected. Stool cultures as well as bile cultures were negative for 
typhoid bacilli. Blood cultures were negative. Positive reactions 
to the Widal test for typhoid in dilutions of 1:40 and 1:80 were 
obtained, and a presumptive diagnosis of typhoid was made. 
Thereafter the patient recovered rapidly, and the temperature 
was normal in two weeks. The joint symptoms were absent after 
two weeks in the hospital. Repeated roentgenograms of the hip 
disclosed no pathological changes. The child was discharged 
from the hospital in three weeks with a spica bandage on the hip 
as a precautionary measure. Follow-up x-ray examinations re¬ 
vealed no hip joint changes, and the patient had no recurrences. 
In spite of a positive blood Widal reaction, it was felt that this 
was an instance of true transient synovitis of the hip joint which 
was possibly a complication of typhoid. 

SUMMARY AND CONCLUSIONS 
Transient synovitis of the hip joint is a common con¬ 
dition in children under 10 years of age. The literature 
pertaining to the subject is reviewed. The etiology of the 
condition is discussed, and it is felt most likely that it 
represents an allergic hypersensitivity or toxic reaction 
to some other focus of infection in the body. It could 
possibly be caused by a blood-borne infection lodging in 
the synovium or a metastatic spread from another focus 
of infection in the body. The average age of the patients 
is 5.4 years. Boys and girls appear to be affected in.-'*’*'" * 
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equal number. The main symptoms are pain and limp. 
Muscle spasm and limitation of motion, particularly 
internal and external rotation, as well as abduction, are 
the cardinal clinical signs. The temperature is slightly ele¬ 
vated. Positive laboratory findings include a slightly 
elevated white blood cell count, which may, however, be 
normal. The blood sedimentation rate is as a rule mod¬ 
erately elevated. Negative'Wassermann and tuberculin 
skin reactions are important. Roentgenograms of the hip 
show no abnormalities. The absence of bacteria in the 
synovial fluid is important. The differential diagnosis 
excluding especially such conditions as tuberculosis, 
osteomyelitis, septic arthritis, and Legg-Perthes’ disease, 
as well as the condition described'by Miller as acute 


J.A.M.A., Jan. 5, 1952 

transient epiphysitis, is discussed. In eight of the cases 
presented, the patients had enlarged, infected tonsils. 
Four of them had a history of allergy, inchidina; asthma, 
hay fever, sinusitis, and bronchitis. In addition" five had 
histories of repeated upper respiratory tract infections. In 
one case there was a positive blood reaction to the Widal 
test for typhoid in dilutions of 1 ;40 and 1:80. The treat¬ 
ment, consisting of bed rest, symptomatic measures for 
relief, and traction on the affected extremity, is outlined. 
Also, two cases are reported in which an antihistamine 
drug, tripelennamine hydrochloride, was tried with dra¬ 
matic results. It is felt that this lends support to the theory 
that the condition has an allergic or hypersensitivity basis. 
"iVi E. Gordon St. 


PHYSICAL EXAMINATION OF THE CEREBRAL PALSIED CHILD 

Russell V. Fuldner, M.D., New Haven, Conn. 


Within recent years certain medical and lay groups 
have shown an active increase of interest in the varied 
problems of children with cerebral palsy. The factors 
underlying this renewed attention have been outlined else¬ 
where,^ According to the Medical News columns of 
The Journal at least 16 new cerebral palsy centers of 
permanent character have been established in this coun¬ 
try during the past four years. For the most part these 
facilities are designed for case-finding, diagnosis, and 
treatment; a few of them have been set up to meet the 
unusual educational needs of cerebral palsied children. 
Some states have appropriated special funds to deal with 
erebral palsy, and require physicians to report cases to 
he state health department. A national parents’ society,® 
with objectives in cerebral palsy comparable to those of 
the National Foundation in the field of infantile paralysis, 
was founded in 1949. All of this renewed stress on a posi¬ 
tive approach to cerebral palsy has highlighted the desir¬ 
ability of early diagnosis and prompt and adequate treat¬ 
ment. According to Temple Fay,® 

Accurate medical screening with diagnostic classification as well 
as planning and prognosis are first essentials in any long-range 
educational or training effort (for cerebral palsy), . . . One 
of the first objectives that the medical profession has to face 
is the problem of diagnostic screening. 

In dealing with cerebral palsied children one must 
constantly reckon with the emotional involvement of 
parents; the dynamic character of parental organizations 
is a reflection of a consuming interest in the welfare of 
these children. The members of such organizations 
usually possess a considerable fund of information about 
cerebral palsy in general. Unjustly or not, parents some- 


1. ' Fuldner, R. V., and Spcktcr, L.: Cerebral Palsy in Connecticut 
Today, Connecticut S. M. 3. IS; 32 (Jan.) 1949. 

2. The United Cerebral Palsy Associations. The National Society for 
Crippled Children and Adults also devotes much of its work to the field 
of cerebral palsy. 

3. Fay, T.; Cerebral Palsy: Medical Considerations and Classification, 

Am. J. Psychiat. 107:.180 (Sept.) 1950. ' , . 

4. Strauss, A. A., and Lehtinen, L. E.: Psychopathology and Education 
of the Brain-Injured Child, New York. Gnine & Stratton, 1947. 

5. The case material has been drawn principally from the Cerebral 
Palsy Clinic of the Newington Home and Hospital for Crippled Children, 
Newington, Conn., and from a state-wide survey of cerebral palsy con¬ 
ducted by the Connecticut State Department of Health in 1950, 


times consider medical practitioners insufficiently in¬ 
formed about the condition and are especially disturbed 
by delays in diagnosis. Although even the most experi¬ 
enced examiner may occasionally err in the diagnostic 
evaluation of the cerebral palsied child, at least a pre- 
‘sumptive identification of the condition can be made by 
any interested practitioner within the first six months of 
life—certainly by the end of the first year. Ordinarily 
the physician in general practice, because of his early 
contact with these infants, will first be in position to sus¬ 
pect the diagnosis. The general practitioner should as¬ 
sume a leading role in diagnosing cerebral palsy and in 
the all-important job of parent counseling. 

OBJECTIVES OF EXAMINATION 

It is the purpose of this article to outline methods, none 
of them essentially original, which have been found help¬ 
ful in evaluating cerebral palsy in infants and children. 
No reference will be made to accessory instrumental 
technics, such as pneumo- and electro-encephalography, 
which may occasionally be utilized in diagnosis, or to the 
value of graphic records, such as moving pictures. Stress 
has been laid on reducing the multitude of possible clini¬ 
cal tests to a concise form. The initial examination of a 
cerebral palsied child is usually but one of a series and 
often a point of departure for special evaluations in cate¬ 
gories such as sight, hearing, and cortical functions. In 
many cases the examining physician will need help from 
one or more of his colleagues in the specialties or from 
those specially versed in speech, perceptual, and behavior 
disorders.'' While the importance of consultations can 
scarcely be overstressed, it is essentia] that at least one 
member of the team assume responsibility for correlating 
this data with the broad evaluation outlined in the follow¬ 
ing paragraphs. The aim is to achieve a working diag¬ 
nostic and prognostic concept which takes into account 
the child as a whole, both as a patient and as a burgeon¬ 
ing personality. material 

A total of 406 children, referred with a presumptive 
diagnosis of cerebral palsy ® and ranging in age from 4 
months to 21 years, have been personally examined by 
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me in the course of the last four years. The purpose of 
the examinations was essentially pragmatic—to assess 
and record the child’s motor and other pertinent disabil¬ 
ities as accurately as possible, having in mind rehabilita¬ 
tion requirements, the prospects of the patient’s response 
to treatment, and the eventual prognosis in terms of 
social as well as physical adaptations. Of the total 406 
children, 291 were diagnosed as having cerebral palsy, 
with or without convulsions and/or mental defect; 83 as 
mental or behavior problems, without evidence of cere¬ 
bral palsy and 27 as falling in categories other than these 
two—e. g., epilepsy, hearing or speech defect, progres¬ 
sive muscular dystrophy. Among the remaining five chil¬ 
dren a satisfactory diagnosis could not be established. 

DEFINITION AND CLASSIFICATION 
While definitions of cerebral palsy vary, most agree in 
describing the condition as essentially a motor disturbance 
aris'mg from injury or disease of the brain. The symptoms 
of cerebral palsy, in the usual connotation of the term, 
become evident in infancy or childhood. By common 
consent, if not logically, the acute phase of infections is 
excluded, as are also progressive disorders, epilepsy, 
and behavior disturbances. It is apparent that such a defi¬ 
nition possesses arbitrary limits. A child with arrested 
hydrocephalus may be included, one with progressive 
hydrocephalus not, the inclusion or exclusion of a border¬ 
line case resting on the examiner’s decision. Occasionally 
this assumes importance in relation to a child’s eligibility 
for treatment or other services. Many patients present 
varying combinations of cerebral palsy and mental defect, 
orcerebral palsyand convulsive symptoms;here the horns 
of the diagnostic dilemma may be escaped by listing two 
or more diagnoses. In lay circles there is a tendency to use 
cerebral palsy as an euphemism for mental defect, and 
the examiner may at times be pressed to render a diag¬ 
nosis of cerebral palsy in a defective child with motor 
immaturities or stereotypies (see Case 3). The categories 
of cerebral palsy are defined and described in the writings 
of Phelps “ and Perlstein." 

HISTORY TAKING 

The conduct of the examination will be described only 
briefly, since the accompanying diagnostic tables (Tables 
2 and 4) are meant to be self-explaining.® As a prelimi¬ 
nary to the physical examination, it is advisable to be¬ 
come thoroughly acquainted with the patient’s history. 
In addition to the usual pediatric history, a detailed rec¬ 
ord should be obtained of the patient’s birth (Table 1). 
These data are of especial importance in conditions such 
as erythroblastosis, anomalies of the central nervous sys¬ 
tem, and birth traumas. Similarly, the patient’s postnatal 
or developmental history should be compared with the 
normal chronology of maturation (Table 2); if desired, 
an outline form similar to Table 1 can be made up for 
this purpose from the data supplied in Table 2. While 
prepared forms conserve time and make convenient rec¬ 
ords, in their use one must guard against adopting an 
unthinking routine. It need scarcely be said that depart¬ 
ures from the norms in birth and development may point 
to a variety of disturbances other than cerebral palsy. 
Special studies are available “ which help to explain the 
relationship of cerebral palsy to factors brought to light 
by the history. 


CONDUCT OF EXAMINATION 

The eliciting and interpretation of physical signs in 
these children is often of such interest and complexity, 
that the examiner may lose sight of the wood for the 
trees. Initially at least, a conspectus .of the patient’s abil¬ 
ities and disabilities is of more practical importance than 
an attempt to establish the localization of the legion. This 
concept forms the basis of the examination technic. 

Since the physical examination is based so largely on 
motor performance, it is essential that the patient “per¬ 
form” to the best of his ability and with minimal con¬ 
straint. Usually it is not difficult to enlist the child’s co¬ 
operation, provided that he is not defective mentally and 
a personality disturbance is not present. With older chil¬ 
dren the examination may conveniently start in the wait- 

Table 1 .—Form for Recording Details of Birth History, 
Including Pregnancy and Neonatal Period 

Namo.Age.D.ato. 

Family Neonatal Status 

Father's age.Rh type.Birth weight.Rh type. 

Mother’s age.Rh type.Birth weight rcestahllshed;. 

MIseatringes.Cry, resitscitatlon. 

Head braises. 

Siblings (age, status) Respiration. 

1 .Pallor, cyanosis. 

2 .Apathy, stupor. 

S.Fever....C... 

4 .'.Rc.stlcs5ncss, twitching... 

5 .Convulsions, rigidity. 

C.Head carriage... 

Twinning.Strabismus, nystagmus. 

Familial disorders.Suclclng, feeding. 

Vomiting. 

Pregnancy 

Duration...Jaundice. 

Illnesses, accidents.Incubator, oxygen. 

I-abor 

Duration.Transfusions... 

Presentation.Spinal tap. 

Surgery, instruments..Lett hospital at age. 

Analgesics, anesthetics..*_.Physicians statement In hospital. 

Maternal status postpartum.Additional. 

Complications. 

Summary 


ing room, the patient being observed as he arises from 
the sitting position, walks to the examining room, and 
undresses. In addition to performance, the examination 
of the extremities should emphasize the testing of muscle 


6. Phelps, \V. M.: Descriptiori and Differentiation of Types of Cerebral 
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Name, 


Table 4.— Key for Use of Worksheet (Table 3) 


Age.Date 


Appearance - 
Head 

Position, carriage, size, shape; involuntary movements; fontanels 
Facies - ■ 

Expression, grimacing, overflow; palsy 
Eyes 

Pupillary reflexes, fixation, extraocular movements, strabismus, 
■nystagmus, searching; fundi 

Attention 

Degree and duration of interest in surroundings, playthings, 
pictures 

Ecsponses 

As compared with norms for age (see Table 2) 

Behavior 

Adaptation to surroundings; friendliness, listlessness, tantrums, 
restlessness, stereotyped actions 

Intelligence 

Curiosity, interest, awareness, responsiveness 


Special Functions 
Sight 

Blink reflex; response to light; following, reaching 
Hearing 

Voice, noise, whistle, tuning forks 
Vocalization 

Phonation, enunciation, verbalization 
Tongue; swallowing 

Voluntary and involuntary movements; salivation, chewing 
Sphincters 

Control of bladder, rectum; diapers 
Memory 

Siblings’ names; details of trip to clinic; homo activities: radio 
and TV programs 

Cortical sensory 

Slcrcognosis; agnosia, aphasia, apraxia 


Neck and Trunk 


Progression 


Reflexes (Infantile) 


Breathing 

Chest-abdomen coordination 


Involuntary movements 

Tie, dystonia, athetosis, tremor, ataxia 


Neck carriage 

Droop, balance, torticollis; neck-limb automatism 

Sitting (held; free) 

Balance 

Kneeling (held; free) 

Balance 

Standing (held; free) 

Balance, width of base 


Supports 

Bruces, crutches, canes 


Kicking 

Leg alternation; flexor-extensor coordination 

Crawling and Creeping 

Leg-arm alternation; strength; head carriage 

Gait (held; free) 

Sense of progression and leg alternation; strength, 
balance, sway; trunk carriage; associated arm 
movements; rotation, scissoring; steppage; hip 
and knee position; ankle-foot carriage; Invol¬ 
untary movements 


Tonic neck 

Inversion 

Moro 

Sucking 

Righting 

Otolith 

Creeping 

Landau 

Knop 

(See text for comments on 
reflexes) 

Reflexes (Trunk) ' 


Running 

Leg-arm coordination; carriage of legs and arms 
Ataxia 

Romberg; unsteadiness in gait 


Costal 

Abdominal 

Cremasteric 


Extremities 

Carriage 

Position of shoulder, wrist, elbow, fingers, thumb 
Involuntary movements 

Overflow, athetosis, tremor, ballismus, ataxia, stereotypy 
Strength 

Voluntary power in chief joint actions; muscle atrophy 
Tone 

Biceps, triceps; flexors, extensors, rotators of wrist; fie.xors, 
extensors of fingers (normal, spastic, hypotonic, flaccid, rigid) 

Contractures 

Shouidcr, elbow, forearm, wrist, fingers, thumb 


Lower Extremities 

Carriage • 

Position of hip, knee, ankle, foot 

Involuntary movements 

Overflow, athetosis, tremor, ataxia 

Strength 

Voluntary power in chief joint actions; muscle atrophy 

Tone ■ . , 

Gluteals; flexors, adductors of hip; flexors, extensors of knee, 
ankle (normal, spastic, hypotonic, flaccid, rigid) 

Contractures > 

Hip, knee, ankle, foot 


1 


Reaching 

Speed, accuracy, involuntary movements 

Grasp and pinch . . . , 

Strength, control, effectiveness; position of wrist, thumb; over¬ 
grasp;' release 

'Dominance 

Right or left hand 

Reflexes 

Biceps 

Biceps stretch 
Triceps 

Triceps stretch 

Radial 

Grasp 

Rebound 

Others 

Hoffmann, Leri, Mayer 


Reflexes 

■Adductor stretch 
Quadriceps 
Quadriceps stretch 
Hamstring stretch 
Tcudo achillis 
Tcudo achillis stretch 
Tcudo achillis clonus 
Plantar 

Crossed .extension 

Rebound 

Otbers 

Gonda, Rossolimo, Oppenheim, Marie-Foix 


’.dditionnl Findings 

Including results of previous surgery; fit and effectiveness of braces; synkinetie morements 


Summar^roTpYiysical Examination 


Provisional 


Diagnosis 


I 
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quently even the well-trained psychologist expresses 
doubt as to the validity of his findings in children with 
sensory or motor handicaps.” For the purpose of this 
initial examination a child’s intelligence may be gauged 
in terms of his curiosity, interest, awareness, responsive¬ 
ness, and memory. If these qualities are present, some 
inkling of them breaks through even the most devastating 
handicap,” and a cursory appreciation can scarcely be 
avoided in the course of the examination. Later the pa¬ 
tient’s response to treatment and his progress between 
examinations will provide additional information. With 
these children it is safest to hold any opinion of intelli¬ 
gence only tentatively, and, except in the most flagrant 
instances of mental defect, a child is never denied treat¬ 
ment on the basis of a single intelligence evaluation from 
any source. 

REPORT OF CASES 

The following case abstracts represent common diag¬ 
nostic problems and errors. The history and physical 
examination have been reduced to the briefest possible 
terms -and normal findings usually omitted. Fewer diag¬ 
nostic errors and delays would have occurred if the pro¬ 
cedure outlined previously had always been followed 
in detail. 

Case 1.—R. H., a boy, 2 years, did not sit up. His birth 
weight was 7!4 Ib. (3,290 gm.). No neonatal abnormalities or 
seizures were recalled. The mother became concerned when the 
child was 9 months and failed to sit. A diagnostic work-up, 
including a pneumoenccphalogram, was performed when the 
child was I year. A large porencephalic cyst was disclosed in 
the left temporal region, and the mother was advised to place 
the child in an institution for retarded children. At examination 
the child lay supine on the table, made no overt responses, and 
failed to reach. He apparently saw and heard. He could not sit 
or hold up his head. There was no vocalization and little spon¬ 
taneous movement of the arms or legs. No motor defect was 
discovered in the extremities except spasticity of the right arm. 
The impression was—“There is little doubt that significant men¬ 
tal handicap is present. The patient is to be placed on a list for a 
stale institution for the feeble-minded.” 

At four years the patient sat up with support; his head drooped. 
He manipulated playthings and tried to use his left hand for feed¬ 
ing. He understood very well and said a few words. He was fairly 
well toilet-trained. At the examination the patient could sit up 
when strongly supported, but with a marked tendency for the 
head and trunk to slump. He smiled to appropriate stimuli and 
correctly indicated objects in the room and pictures in the book. 
He tried to follow simple commands. His speech was very 
labored, but he answered questions correctly by giving his own 
name and that of his sister. The muscle tone and reflexes were not 
increased. Athetosis was evident with the attempted use of the 
hands and also in the lower extremities when the patient was 
placed on his feet. His balance was poor. Results from the psy¬ 
chometric examination (revised Stanford-Binet Form L) were 
that “although the patient would have to be classified numerically 
as falling in the high-moron category, it was quite evident that 
this was in a large degree due to his physical handicaps and that 
the child was probably of normal intelligence.” The impression 
was—"There is diffuse athetosis, but the child appears to fall 
within normal mental limits. 

Case 2.—^J. DeL., a boy, 2 years, did not hold his head up. 
The history revealed normal gestation, prolonged instrumental 
delivery, and a birth weight of 7 lb. (3,180 gm.). The infant 
was cyanotic and “cold” and in the incubator 30 days. His first 
year was not remarkable except for a failure to “relax” and 
to sit unsupported. He never crawled but lay on his back and 
pushed along. He began assisted walking at 1 year but could 
not svalk alone. The patient understood simple commands like 
“stop,” did not talk but seemed to try. He did not help with 
his feeding or dressing but played with blocks and tried to turn 


pages of books. He had no toilet training. Examination revealed 
a well-nourished child apparently with good eyesight and hear¬ 
ing. The patient preferred to lie supine with his arms fie.xed 
bn the table alongside his head. He made no involuntary mo¬ 
tions in this position. He was weak in holding his head and 
sitting up. There was no increase in muscle tone and no reflex ab¬ 
normalities. The patient took a few steps supported and “seemed 
to display an infantile weakness of gait rather than a definite 
motor abnorrnality.” He was slow in picking a block from the 
box and did not play with it. He did not reach for keys, but 
showed some interest in a picture book; he did not turn the pages. 
The impression was—“The patient appears to have developmen¬ 
tal retardation, probably on the basis of mental defect rather than 
significant motor involvement; he will require more study, how¬ 
ever.” 

At 2V2 years the mother had been following the prescribed ex¬ 
ercises daily and thought the child showed improvement. He held 
his head up in the prone position, used his legs in crawling, but 
did not seem to get proper motions from his arms. He could 
roll from the prone to supine position and back again. Glossolalia 
was constant, but the patient said a few understandable mono¬ 
syllables. He could point to his eyes and ears on request and 
wave bye. At examination the child was responsive, smiling, 
and inquisitive. He was constantly thrashing his legs (not arms) 
in the supine position. There was no definite increase in muscle 
tone. He sat with fair balance and tended to let his head droop. 
In reaching he kept his fingers and thumb in extension; there 
was no opposition. He walked as before. The impression was— 
“The patient has considerably better intelligence than previously 
implied and perhaps proximal athetosis of the extremities.” 

At 3 years the patient liked the standing table and used it 
for an hour at a time. He was interested in playthings and spoke 
a few words. He sat on the floor alone. There had been no 
progress in self-feeding or toilet training. At examination the 
patient sat steadily, but with the head slumped, and clambered 
to a supported kneeling position with effort. He held his head 
up well in the prone position and could make a few crawling 
movements. His arms wavered in reaching and his fingers showed 
hyperextension in attempted grasp. The patient walked with 
support on a wide base, unsteadily. Bilateral Babinski reflex 
was present. The child was well-oriented and pointed out pic¬ 
tures correctly in the book. The impression was—“It is now 
obvious that the patient is an athetoid; his intelligence is probably 
good.” 

Case 3.—D. L., a boy, 9 years, was referred with a parental 
diagnosis of cerebral palsy. The complaint was that he was slow 
in learning. The birth history was not remarkable. A cyanotic 
attack had developed in the early neonatal period, requiring 
artificial respiration. The patient took feedings poorly—had to 
be spoon-fed. The chronologies of motor development were 
normal except that spoken words and toilet training were de¬ 
layed until the fourth year. He had had no seizures. He was never 
accepted for schooling. At examination the patient seemed atten¬ 
tive and obeyed commands readily. He answered simple ques¬ 
tions monosyllabically but correctly, identified parts of the body, 
and counted up to three. His upper extremities showed frequent 
purposeless repetitive movements which were well coordinated 
and under voluntary control; these movements disappeared 
when the child was undressing himself or using a pencil. When 
the patient walked, his gait was slightly shuffling, with mild 
flexion of the knees. Tone and reflexes were normal; there were 
no contractures. Psychometric examination revealed an intelli¬ 
gence quotient rating of 46. The impression was—mental de¬ 
ficiency, with no organic motor defect of significant degree. 

Case 4.—P. B. was a boy, 14 months. His mother was a 
registered nurse; her sister had bilateral hip disease of some 
kind. The patient did not sit up alone, and his muscles appeared 


11. Strather, C. R.: Evaluating Inleliigencc of Children Handicapped by 
Cerebral Palsy, Crippled Child 23? 82 (Oct.) 1945. Burgemcister. B. B.. 
and Blum, L. H.: Intellectual Evaluation of a Group of Cerebral Palsied 
Children, Nerv. Child. S:J77 (April) 1949. Bice. H. V.; P.sychological 
Services for the Cerebral Palsied, Nerv. Child 8i 183 (April) 1949. 

12. Hoopes, G. G.: Out of the Running, Springfield, III., Charles C 
Thomas, Publisher, 1939. Gescll, A., and Zimmerman, H. M.: Correla¬ 
tions of Behavior and Neuropathology in a Case of Cerebral Palsy fr" • 
Birth Injury, Am. J. Psychiat, 0*1: 505 (Nov.) 1937. 
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very tight. An “emergency cesarian” had been performed be¬ 
cause of a prolonged first stage with weakening of the fetal 
heartbeat. The birth weight was 6 Ib. 8 oz. (2,960 gm.). The 
baby was cyanotic and required resuscitation; he was in an 
oxygen tent 12 hours. Thereafter no abnormality was noted 
except general tightness of the muscles. There were no con- 
i yulsions. The patient held his head up at 6 months, but with an 
inclination to the right. .He never crawled and could not sit 
by himself. He began to stand, walk and talk at 12 months. 
He was toilet-trained at 10 months. At examination the patient 
was well developed, alert, and interested. He used his hands and ‘ 
arms well but slumped in 'sitting. There was a “distinct tight¬ 
ness of the leg adductors bilaterally, so that abduction beyond 
15 degrees appeared painful; the frog position could not be 
approached.” An infantile type (supported) gait was present; 
there was no equinus or cross legging. Reflexes were modal. 
There was no palpable defect of the lumbar spine; the second 
and third toes were webbed bilaterally. X-rays showed no abnor¬ 
mality of the hips; there was spina bifida of the fourth lumbar 
vertebra. The impression was—“adductor spasm, presumably on 
the basis of spina bifida occulta.” 

At 20 months the mother had been following the prescribed 
exercises, and the patient had recently begun active crawling. He 
still slumped,in sitting and tended to move his whole body when¬ 
ever he moved an extremity. He did not walk except when sup- 
■ ported. He talked well and fed himself entirely. At examination 
the patient was responsive and actively interested in playthings. 
In his use of the hands there was overextension of the fingers and 
accompanying truncal movements. His grasp was well coordi¬ 
nated, and there was excellent coordination of the extremities 
when^'he crawled. The tightness of the leg adductors was less 
marked than before, but there was now demonstrable tightness of 
the heel cords. When he walked with support, the chief character-' 
istic seemed to be weakness of the lower extremities, with con¬ 
siderable pronation; there was no equinus or cross legging. The 
knee jerks were hyperactive and the ankle jerks normal. The 
impression was—“There is little doubt that the patient has 
rcbral palsy of a mixed spastic-flaccid paraplegic type, with 
e involvement of the upper extremities and trunk.” 

ASE 5.—A. P., a boy 3V2 years, did not walk. He was the 
enth child—three others are alive and well, the remaining 
ere stillborn. He had a breech delivery. There was nothing un¬ 
usual in his postnatal status. There were no convulsions. He was 
toilet-trained at about 1 year and began to talk at about 18 
months. He sat well, and no abnormality was suspected until his 
failure to, walk at two years. At that time he was admitted to the 
hospital for a diagnostic work-up; the parents were advised that 
nothing wrong could be found. At examination the patient ap¬ 
peared well developed, rather fat, and bright. There was no 
deficiency of eyesight, hearing, speech or the upper extremities. 
He made a few progression movements in -supported walking, 
but the legs seemed very weak. Muscle testing indicated the 
weakness to be of generalized distribution in the lower extremi¬ 
ties. There was no atrophy. Spasticity was not a prominent fea¬ 
ture, although a clonus could be obtained in the left ankle and . 
the febt tended to exhibit a Babinski sign. The impression was— 
“paraplegia, of mixed spastic and flaccid type; etiology unde¬ 
termined.” 

At 4 years the child was responding well to in-patient 
treatment. At first he showed resentment at not being carried 
as he was at home; he stated, “Don’t you know I am too 


sick to walk?” He walked with crutches (no braces) and en¬ 
joyed prolonged periods at the standing table. At examination 
slight overflow movements were observed in the fingers with 
stress. The gait (with crutches) was very slow and deliberate but 
quite steady for 10 to 20 yards. The chief difficulty seemed to 
be weakness, with difficulty in'balancing the trunk and Initiating 
progression movements. The patient occasionally fell. The im¬ 
pression was—“the patient’s progress is impressive but not so 
1 much due to treatment as to change in his mental outlook.” 

At AVi years the patient walked without crutches or braces. 
At examination the - gait was quicker and more secure than 
formerly but with a side-to-side sway and hyperextension of the 
I lower part of the back. This improved with use of a cane. 
.^Muscle testing showed marked weakness in the gluteal groups 
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bilaterally, as well a§ in the quadriceps and hamstrings. The 
reflexes-(lower extremities) were hyperactive, and bilateral Bab¬ 
inski reflex was present. The impression was “cerebral palsy 
chiefly with marked flaccid weakness of the hip girdle muscles.’’ 

Case 6.—M. T., a girl 4 years, was referred with the diagnosis 
of cerebral palsy. She did not seem to understand what was 
said to her. She had had a full-term, normal delivery with no 
neonatal abnormalities. She sat up at about 10 months and did 
not stand till almost 2 years. She first walked at about 28 months 
and began to use a few words at about 2 years; even now her 
vocabulary was slight. She was fairly well toilet-trained at 2 
years. There were no seizures. She fed herself and assisted with 
dressing. She played ball and other games with her younger 
sibling. The patient had been witness to frequent, violent quar¬ 
rels between the mother and father and at- times had been 
roughly handled by the latter. One Christmas morning the father 
came home and tore the Christmas tree to pieces; the patient 
turned white while this was going on. At examination the pa¬ 
tient was an attentive but withdrawn child who seemed to hear 
and understand but was reluctant to carry out simple commands; 
the facial expression was grave and unchanging. Taken on a 
tour of the physical therapy department she carefully observed 
all features of interest but made no attempt to explore or speak. 
She refused to reach for or play with a ball. After some hesi¬ 
tation she accepted a picture book and leafed through it. Results 
of the motor examination were entirely normal. Psychometric 
examination revealed an intelligence level of 3Vi years. The 
impression was—“severe emotional disturbance; no evidence of 
physical defect.” ^ 

Case 7.—J. R., a boy 10 months, did not sit or hold up his 
head. He was the first born of twins (the other child'was nor¬ 
mal) delivered precipitously at 8 months after a fall which rup¬ 
tured the membranes. The birth weight was under 4 lb. (1,810 
gm.). The patient was kept in the hospital for 15 weeks, receiv¬ 
ing oxygen continuously because of feeding difficulties and fre¬ 
quent cyanotic spells. The hospital diagnosis was atelectasis. By 
comparison with the sibling the mother during the first few 
months became suspicious of abnormality in the patient. He 
lacked attentiveness, seemed rigid, and sometimes threw his head 
into extension. He had no convulsions. At times he tended to 
lie with his head turned to one side, the arm on this side being 
straight and the other curled up. He did not hold his hands 
in front or reach. He had no evident interest in dangled objects. 
The mother thought the patient saw but was uncertain that 
he heard. Examination revealed supine habitus with the head 
held to the right with tonic neck reflex (reversible). There was 
intermittent partial opisthotonos. The anterior fontanel was al¬ 
most closed. The patient had no evident interest in his environ¬ 
ment. He did not follow with his eyes; there was occasional spon¬ 
taneous deviation of the eyes with slow nystagmus. He cried 
when a whistle was blown. There was no vocalization. Blink, 
sucking, and Moro reflexes were absent. There was universal in¬ 
crease in the muscle tone of- the extensor groups, of the rigid 
type. The reflexes were difficult to evaluate because of rigidity. 
The head drooped in supported sitting. There was primary optic 
atrophy on the right and possibly on the left. The impression was 
—“severe brain damage, diffuse rigidity, mental defect and 
partial blindness.” 

CONCLUSION 

A method has been outlined for physical examination 
of the cerebral palsied child. With the data obtained, 
amplified by special.procedures as indicated, the exami¬ 
ner is in a position to establish the accurate diagnostic 
and prognostic evaluation on which the patient’s rehabili¬ 
tation program must necessarily be based. .It is far beyond 
the scope of this article to describe how evaluation may 
be reached in every case. Perhaps no clinical condi¬ 
tion offers such complexities of interpretation as the 
variety of disturbances grouped under the terrn ‘ cerebral 
palsy.” The physician must attempt to acquaint himself 
not only with the cerebral palsies themselves but with a 
number of syndromes that lie in bordering territory. A 
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beginning may be made by tracing the writings of 
Pheips.'^" 

A great deal remains to be learned about cerebral palsy 
—its causes, pathology, and treatment. The increased at¬ 
tention which cerebral palsy is receiving holds promise 
that significant advances will soon be made in all these 
categories and, it is hoped, in the early recognition of the 
condition by practicing physicians. So far as the individ¬ 
ual patient is concerned, even with present knowledge the 
outlook for improvement is brighter than at any time in 
the past. For the physician who undertakes to assist the 
progress of the cerebral palsied child, the initial step is a 
thorough appraisal of the patient in terms of his back- 
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ground and development, and of his sensory, motor, and 
intellectual assets. Not only will the best interests of the 
individual patient be served thereby, but the physician 
will help to guide into fruitful channels the ever-increas¬ 
ing volume of lay and legislative assistance for cerebral 
palsied children in general. 

85 Trumbull St. 
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PUBLIC HEALTH AND MEDICAL CARE FOR THE 
COMMUNITY AND THE INDIVIDUAL 

Haven Emerson, M.D., New York 


_The term “health services” has been so generally used 
in this and previous Rural Health Conferences to de¬ 
scribe or refer to organized provision for the sick that 
the true meaning of public health services has been 
quite overlooked or entirely disregarded. 

Medical care of the sick is, of course, the primary 
object of the practice of personal and family medicine, 
the relief of suffering, pain, disability, anxiety, and fear 
of death being the purpose of diagnosis and treatment by 
the physician. In spite of irregular or uneven distribution 
of physicians to the disadvantage of small, scattered 
rural population groups as compared with large cities 
and metropolitan populations, there are but few of our 
people who cannot obtain medical care of good quality. 
No other nation has so liberal a ratio of physicians and 
hospital beds in proportion to the population at large as 
we have, and these ratios are steadily rising. It is to be 
understood that beyond the immediate purpose of reliev¬ 
ing pain, fever, suffering, and the fears and anxieties of 
the sick, there is the object of returning the patient as 
promptly as possible to a state of health, -to self-support, 
to gainful occupation, or at least to such well-being as 
age and the permanent handicaps of disease and injury 
permit. 

But these two fields of medical care are not all that is 
included in personal medical service because the physi¬ 
cian in general practice or in the specialties of clinical 
medicine concerns himself also with the prevention of 
disease, and the guidance of mother, child, and others 
of the family in the ways of healthy living at all ages. 

These are the preventive services increasingly empha¬ 
sized in the teaching of medical students and in the rela¬ 
tions between the physician and his patients. 

Thus it is fair enough to speak of medical care— 
whether at the patient’s home, at the doctor’s office, or 
at the hospital or outpatient center—as a health service 
if we are concerned solely with the individual or family 
which seeks the advice, the medical or surgical skill, or 
the guidance of their physician of choice or of the medi¬ 
cal group with which their cooperative association has 
contract or agreement for medical attention. 


We know that what we want is the best that the science 
and art of medicine can bring to the care of the sick. We 
know our failures in quality, quantity, and distribution 
of such medical care. We are making progress not only 
in the discovery of new means of early and accurate 
diagnosis and more nearly specific treatment of disease 
and injury, but in practical and economical ways of 
putting our knowledge and skills to work for the benefit 
of all who need them. 

Never was there such good promise of our reaching 
an ideal of good medical care for all, at a cost within 
their individual or collective means. 

THE FIELD OF PUBLIC HEALTH SERVICES 

The primary distinction between medical care as 
above described and what is properly called public 
health services is that in the former all attention, devo¬ 
tion, skill, and resources are focused on the particular 
person whose suffering calls on the conscience and on 
all humanitarian motives for attention. This is the oldest, 
best developed, and most mature and successful of the 
uses of medical art and science. 

What then of the relatively young, the immature, the 
still but partly developed field of public health services? 
These services consist of the application of the sciences 
of preventive medicine through government or with its 
authority for social ends. Here we are concerned not with 
the individual but with the community—the group or 
aggregate of people living under some unit of local gov¬ 
ernment, or within a state or nation, a province or 
dominion. 

In public health the servants of science are employees 
of government, not engaged to meet the momentary and 
personal necessities of a case of sickness, but to apply 
knowledge to prevention of disease as it affects the 
people as a whole. 

The actual continuous use of an executive department 
of civil government to protect the people against disease 

—■ ■ ■ ' ' ■ ————■caem——■ — ■ ■■ ■ ' 
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is hardly a hundred years old anywhere in our modern 
or occidental world. Emergencies of epidemic disease 
were once met by decree or law, forgotten as soon as 
pestilence had passed. Temporary measures were taken 
to meet a public fear or demand, but not until the middle 
of the last century did civil government enter the field 
of medical science and use its broad powers of authority 
and education to abate or control disease known to be 
practically preventable. 

And yet, what is the present record of accomplishment 
in these our United States of today? Briefly, the facts 
are that at least 40 million of our fellows, our neighbors, 
live in local government jurisdictions, such as cities, 
towns, villages, counties, parishes, and boroughs, where 
there are no full-time professionally directed local public 
health services. Furthermore, not more than 5% of our 
people live in communities where the ratio of public 
health nurses, sanitarians, and other essential public 
health personnel to the population is adequate to carry 
out the modest function of good basic public health 
protection. 

The fact is that in this conference and at its predeces¬ 
sors the field of public health has been almost wholly 
neglected while emphasis has been concentrated on med¬ 
ical care which has masqueraded under , the deceptive 
and misleading title of “health services.” 

The sick we shall have always with us. Our hearts and 
hands, our minds and desires, will always be at their call. 
But why do we tolerate preventable disease? How can we 
reconcile our knowledge of the practical means of pre¬ 
vention with our neglect to make the facts understood 
and applied? 

^More doctors for the sick and more hospital beds will 
materially reduce sickness and death from the great 
of preventable diseases of nutritional, commun- 
le, and occupational character. 

It rests with our actions as members of responsible 
local government, as citizens with votes, as property 
owners paying taxes, to decide whether we are to go on 
spending enormous sums for capital investments in insti¬ 
tutions for the sick, or will meet the modest costs of 
preventive services which we can guarantee will reduce . 
sickness, its present penalties, and future costs. Are we 
■ intelligent in spending from 10 to 20 times as much on 
i medical care of the sick as we do on public health serv- 
i ices that will reduce greatly the cost of medical care? 

I, What are these public health services which can claim 
5 such potentialities, such benefits to the sick and well? 

What do we mean by an executive branch of local gov- 
•' ernment devoted to applying the sciences of preventive 
j- medicine for social ends? 

Why must local government be urged to concern itself 
'll with prevention, when we know it cannot be safely 
j; trusted with the direction and control of personal serv- 
ices to the sick? 

‘T Why do we crusade against compulsory medical care 

Ijl insurance under federal management and extol the ob- 
iii vious social benefits from the exercise of the only two 
ill resources of local government for the prevention of 
I disease, the development of health, and the postpone- 
I ment of death, namely, authority of sanitary law and the 
4 persuasive'influence of public health education? 
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the six basic public health functions 

Permit me to answer these rhetorical questions by a 
brief description of what is meant today by local public 
health services, for this is what is being taught in our 
schools of medicine and public health and is practiced 
wherever a local health department is directed by pro¬ 
fessionally qualified health officers and staffed by sani- 
ary, nurse, laboratory, statistical, and accessory technical 
and clerical personnel, and these have been supported 
by suitable tax appropriations. 

I speak only of those functions of local government 
which neither the physician in private practice, the men 
and women of the community, nor any other department 
of government than the health department can perform 
competently. 

Each of the six basic public health functions is in¬ 
dispensable to the practicable use of the sciences of pre¬ 
ventive medicine. No one of these can be omitted with¬ 
out sacrifice of one or more of the remaining five. Each 
requires special education, practical training experience, 
and a devotion to the public interest quite comparable 
with the qualifications of physicians, nurses, and others 
concerned with care of the sick. 

The four public health service functions first developed 
expressed the authoritarian or police power of govern¬ 
ment, and these four alone constituted the activities of 
practically all health departments up to the end of the 
19th century. They are still of major basic importance 
and will probably remain so for the foreseeable future. 
The last two to develop involve primarily the principles 
and policies of education, that form of information and 
reasoning that leads to voluntary motives and action 
which have for their end-purpose better health for the 
individual, the family, and the community. 

These six basic functions of local health departments 
constitute the substance, and substantially the whole of 
modern public health services. These are services for pre¬ 
vention of disease and the protection and promotion of 
the health of the whole community. These do not include 
the provision or operation of services for medical care 
except in certain communicable diseases for which chief 
responsibility falls upon the health department at least 
until such care is as well provided under private or insti¬ 
tutional auspices. 

Let me name these six functions and then deal with 
them separately. 

1. Registration of births, deaths, and notifiable diseases. 

2. Control of communicable diseases. 

3. Control of environmental sanitation. ' 

4. Provision of public health laboratory services. 

5. Protection and guidance of the health of mothers, infants, 
and children through the years of elementary and high 
schools. 

6. Public health education. 

1. Vital Statistics .—These require the reporting, tab¬ 
ulation, analysis, and interpretation, and, if necessary, 
also the publication of rates and trends in natality, mor¬ 
bidity, and mortality. Only the government of sovereign 
states such as ours can require and enforce such record 
keeping as will constitute an accounting of human life. 
Without such a system, preferably with the primary 
registry of records in the office and under the direct 
authority of the health department, no reliable knowl- 
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edge of the prevalence and distribution of disease and 
the causes of death can be had, and no competent esti¬ 
mate can be made as to the results of measures intended 
for prevention or relative control of at least the pre¬ 
ventable diseases and their chief causative factors. 

You will admit that it is of wide social concern that 
we know of the births of babies invariably and promptly 
so that the hazards to life of the newborn may be reduced 
to the minimum. 

A report of death if promptly made to the health 
officer may lead to immediate measures which will pre¬ 
vent a similar misfortune to others unaware of the 
preventable nature of their own occupational hazards. 
Without exact,.prompt, and universal reporting of the 
notifiable diseases of communicable, occupational, nutri¬ 
tional, and other categories, the health officer is frus¬ 
trated in applying measures applicable to the whole 
community. 

2. Communicable Disease Control. —Only brief ref¬ 
erence need be made to the control of communicable 

„ diseases, both those of acute nature in childhood and 
the diseases commonly of long duration and character¬ 
ized by the presence of chronic carriers and spreaders 
throughout the community, such as tuberculosis, syphilis, 
malaria, amebic dysentery, and others. This is better 
understood to be a public responsibility than are some 
other public health functions. Here have been our most 
dramatic triumphs and in these diseases the cooperation 
between physicians, their patients, and the local health 
department has been close and most effective. 

There is no conflict of interest or rivalry except in the 
doing well of a job that develops the best in the practice 
of private medicine and of official public health work. 

3. Environmental Sanitation. —This is less well under¬ 
stood by the medical profession and the lay public. 

The sanitary or public health engineer is an invaluable 
member of the interprofessional team that is the local 
health department. Without this nonmedical but biolog¬ 
ically wise and public-health-trained sanitaryfleader and 
his field staff of inspector sanitarians, a health depart¬ 
ment’s work will be relatively incomplete and incom¬ 
petent, however good the medical health officer may be. 

Every factor in the environment of man is potentially 
a hazard or a beneficient resource. It is the duty of the 
sanitary staff to reduce the hazards and develop the 
benefits of the environment in the interest of human de¬ 
velopment and survival. 

The chief factors of environment to be controlled are 
air, water, food, and the occupational surroundings of 
working men and women. 

We owe so much to the chlorination of our water, 
purification of sewage, pasteurization of milk, super¬ 
vision of trade in edible shellfish, and prevention of dam¬ 
age from dust, fumes, and poisonous contacts in shops 
and factories that only the ignorant and money-stingy 
will withhold support for a strong sanitary section under 
high-grade professional leadership in every local health 
department serving a population of 50,000 or more. 

4. The Public Health Laboratory. —This laboratory 
provides for such verification, correction, and identifica¬ 
tion of communicable diseases in man and animals as 


permit quick and reasonable control with the least in¬ 
convenience to patients, their attending physicians, and 
the public at large. Epidemiology, the science of group 
expression of disease whether communicable or of other 
origin, depends on the public health laboratory for its 
critical and identifying tests of disease sources of infec¬ 
tion- and modes of transmission. Analysis of water and 
food, especially milk and its products, requires experts 
in bacteriology and chemistry, and equipment and experi¬ 
ence not commonly available in hospital or other labora¬ 
tories concerned with care of the sick. 

The laboratory of a health department ndt only offers 
its services freely to all physicians, but requires the sub¬ 
mission of samples for examination necessary to correct 
or control a preventable source of infection or of con¬ 
tamination. 

Environmental sanitation, communicable disease con¬ 
trol, and much of the discovery and prevention of occu¬ 
pational and nutritional diseases depend on the integrity, 
skill, and alert competence of the public health labora¬ 
tories of local and state governments. 

These four functions rest on a solid background of 
statute law and local ordinances of boards of health, 
and the courts of all jurisdictions—up to the highest.in 
the states and the nation—have, with a few rare and un¬ 
important exceptions, supported the health department 
where its authority was challenged. 

The reason for the almost invariable support of health 
authority has been the conservative attitude of health 
officers and boards of health in using legal authority so 
obviously in the public interest. 

5. Maternity and Child Hygiene. —^These are perhaps 
of greater concern to any nation than are any other prob¬ 
lems of public health and preventive medicine. Everyone 
is more or less directly concerned with the replacement 
of the aging, passing generation by the new, the young, 
the oncoming population. We are determined to see that 
childbirth is accompanied with the least possible loss of 
mothers and infants, and that in the most vulnerable of 
all ages of mankind, the first days, weeks, months, and 
years of infancy, the irreducible minimum wastage of 
lives occurs. Obviously these goals cannot be reached 
through laws or ordinances but only by the guidance of 
man and woman in the hygiene of marriage, the expect¬ 
ant mother in a healthy way of life, and the rearing of 
children according to the principles of growth and de¬ 
velopment based on human biology. Where obstetrical 
and pediatric practice is of a high order and families seek 
for themselves such excellent care as is now widely 
available, there is little for a health department to do but 
to make sure that the means of protecting mothers and 
babies are known and used. 

When the child joins a nursery class, a kindergarten, 
and presently enters on required elementary school 
education, public supervision of the child’s health is 
needed, preferably only to supplement and reinforce 
the supervision intelligent parents obtain systematically 
from their own family physician. The doctors and nurses 
of the health department protect the school child against 
sanitary hazards of school and food practices, against 
the neglect of remediable defects of body and handicaps 
of mind and behavior patterns, and provide for medical 
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examinations of such children that have not .been so 
examined by the farriily physician. All this is in the in¬ 
terest of bringing the child to maturity best fitted in body 
and mind to put to use the education he has received at 
the schools until he is ready for employment or hiper 
education. The first bureau of child hygiene in a local 
health'department in this country was established in’New 
York Gity in 1912. l^o local or state department of 
health in the modern sense can satisfy the people it 
serves without a well-developed division or bureau deal¬ 
ing with the health of mothers and children. 

- 6. Public Health Education .—This field closes our 
list of basic public health services. Public health educa¬ 
tion was begun in New York City in 1914 under the late 
Dr. Charles F. Bolduan and now is provided for widely, 
if not universally, in ail full-time health organizations 
by persons trained in educational methods, and is shared 
in by every member of the health department from the 
health officer to the office clerk. 

' . I _ • 

•v , 

COMMENT 

The whole purpose of public health services is to put 
the knowledge of preventive medicine, of personal 
hygiene, and of environmental sanitation to work by all 
capable of understanding and following the teachings 
of human biology. 

Public education, information, and guidance are the 
foundation of personal and community understanding 
of self-protection and self-development. Public, health , 
cannot be given to a community or bought by people as 
a commodity. 

Health is the end-product of inheritance, environment, 
nd intelligent management of our, individual lives, 
■'.alth depends on character at least as much as on 
.nowledge. 

The department of public health of a modern Ameri¬ 
can community is that instrument of society devoted to 
realizing the benefits of the sciences of preventive medi¬ 
cine for its own community. 

The quality of public health services provided by local 
government is the best index of the intelligence and imag¬ 
ination of the people of any community. 

CONCLUSIONS 

The prevention of disease, the development of health 
of body and mind among the people, and postponement 
of death are three goals of public health, and these will 
bring economy of life, thrift in the expenditure of public 
money, and a reduction in our present large losses in 
life and wealth from preventable, diseases and accidents. 

As an immediate objective of this Conference on Rural 
Health, let me recommend that you commit yourselves to 
complete, cover age of our nation with local health serv¬ 
ices, professionally directed, adequately supported, and 
with trained personnel in sufficient proportion to the 
population of the local jurisdiction of government. Com¬ 
munities of less than 50,000 persons can rarely afford a 
good local health department. Cooperative arrangements 
within and between adjacent counties for the purpose of 
supporting a good local health department are authorized 
by all but five of our states. 
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Public health nurses are needed in the ratio of not 
less than one per 5,000 of the.population. Sanitarians 
are needed in the ratio of one to each 10,000 to 15,000 
of the population. 

The cost of a good local health department is not 
less than $1.50 per capita of the population per annum 
at present inflationary prices. In some areas the cost will 
be at least $2.00 per capita. Compare this with what you 
spend annually for medical care for sickness, much of 
which need not have occurred. 

Without nation-wide coverage with good-quality local 
public health services we shall be losing the greatest 
benefits of the advancing knowledge of preventive 
medicine. 

156 East 79th St. ' 


CLINICAL NOTES 


SKIN SCRAPINGS IN LEPROSY 


POSITIVE RESULTS BY THE VVAYSON TECHNIQUE 
IN EIGHTY-FOUR SUPPOSEDLY ARRESTED CASES 

Robert K. Maddock, M.D., Norfolk, Vo. 


In recent years increasing importance is being attached 
to the bacteriological status of persons with leprosy. This 
trend is world-wide and is gradually limiting isolation to 
only those patients who are bacteriologically positive. 
Unfortunately, no clear definition of what constitutes a 
state of bacteriological negativity has been forthcoming. 
Under such circumstances it is likely that patients will be 
considered negative after a single attempt to demonstrate 
organisms. Skin scrapings at best provide but a poor 
sample of what is occurring in the patient’s skin, and this 
technique is fraught with all the disadvantages of all other 
sampling techniques. Thus, to attribute exclusive signifi¬ 
cance to such a procedure, disregarding clinical findings, 
appears to be extremely hazardous. 

Skin scrapings using the Wayson technique ' were per¬ 
formed on 84 patients who had been considered bacterio¬ 
logically negative and otherwise qualified for release from 
the hospital. These patients had had negative skin scrap¬ 
ings at not less than monthly intervals for at least one 
year. While but a single attempt was made to demonstrate 
the presence of Myobacterium leprae by the Wayson 
method, M. leprae was found in 19 of the 84 cases pre¬ 
viously-considered as apparently arrested. 

The number in whom bacilli were found becomes even 
more significant if those patients in whom only inactive 
macules and neurological residuals could be demon¬ 
strated are subtracted from the total. It is completely 
legitimate to remove these patients from the total, since 


From the United States Marine Hospital (National Leprosarium), Car- 

' Chief of Medical Service, United States Public Health Service, United 

States Marine Hospital, Norfolk. „ , ,, 

1. Dr. Newton E. Wayson, United States Public Health Service 
(Retired), personally instructed me in the use of this technique. He had 
developed and modified it from previous methods during his assignment 
from 1927 to 1935 as medical director at the United St.ates Leprosy 
Investigation Station, Honolulu, T. H. _ 
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M. leprae can be demonstrated very infrequently in the 
skin of such patients, regardless of the methods used. 
Thus, when the 25 patients with neural damage who had 
been considered negative are subtracted from the total 
of-84, a total of 59 patients remain to be considered. Of 
these 59, M. leprae was found in 19. 

The important difference-between the Wayson tech¬ 
nique and the one previously used is that the sample of 
tissue is obtained from' the entire thickness of the skin 
rather than from only the superficial layers. In addition, 
considerable effort is made to minimize dilution of the 
tissue sample with blood and tissue juices. 

WAYSON TECHNIQUE OF SKIN SCRAPING 

The area of skin to be examined is pinched tightly between 
the thumb and forefinger of the left hand. Pressure is applied 
long enough to blanch the skin. An incision is "then made with 
a corner of a single-edged razor blade through the full thickness 
of the skin that is being held between the fingers. The incision 
need not be more than 5 mm. in length and is usually about 3 to 
5 mm, in depth; however, great care should be exercised not to 
enter the fatty subcutaneous tissue. After the incision is made 
the razor blade is then rotated about 70 to 90 degrees and one 
surface of the incision scraped as the razor blade is brought back 
to the starting point of the incision. The entire procedure is ac¬ 
complished rapidly in three motions. An effort is made to obtain 
a maximum amount of tissue, which, of course, is relatively 
small, with a minimum amount of dilution by tissue juice and 
blood. The material obtained by the “snip” is then carefully 
spread on a new (never used previously) glass slide, stained, and 
examined in its entirety. The smear should reveal numerbus 
clumps of epithelial cells, and, if these cells are not present in 
rather large numbers, the snip should be considered inadequate 
and of relatively little value unless positive. 

COMMENT 

That the difference in the results obtained is almost 
wholly due to the difference in the technique of skin 
scraping, rather than to any other factor, is likely for the 
following reasons. There had been little if any change in 
the patients’ clinical condition since they had been placed 
in the “apparently arrested” category. Well-trained per¬ 
sonnel were available at all times to select the most favor¬ 
able sites for scraping. All slides, both before and during 
this study, were stained and examined by the same highly 
trained microscopist. As an additional check, all patients 
who had shown M. leprae were rechecked by the for¬ 
merly used technique at the sites found positive by the 
Wayson method. In spite of the fact that these sites were 
known in advance to be positive, it was possible to 
demonstrate M. leprae by the old technique in only four 
patients. 

The significance of the number of positive skin scrap¬ 
ings obtained by the Wayson technique is even greater 
when it is appreciated that this number of positive results 
was obtained after only one attempt. Several of these pa¬ 
tients had been examined repeatedly for many years with 
negative results, and the remainder had been bacterio- 
logically negative at monthly intervals for at least one 
year. , 

Of the several factors that determine the positivity or 
negativity of a skin scraping the following are extremely 
important: 1. The number of organisms present in the 
skin. 2. The thoroughness with which the preparation is 
examined. 3. The site chosen for .sampling. Determina¬ 
tion of the sites most likely to demonstrate organisms 
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requires a thorough clinical knowledge of leprosy. This 
point is generally under-emphasized. 4. The technique of 
performing skin scraping. The importance of this factor 
is not thoroughly appreciated, and it is for this reason 
that this study was reported. 

CONCLUSIONS 

1. Skin scrapings obtained from the entire thic'kness 
of the skin are superior to those obtained from the super¬ 
ficial layers. This is especially true in patients in whom 
but few organisms can be demonstrated. 

2. To place confidence in negative skin scrapings 
without strict qualifications regarding the technique used, 
the qualifications of the person performing the tests, and, 
most important, the clinical condition of the patient ap¬ 
pears extremely hazardous. 

U. S. Marine Hospital. 


AGRANULOCYTOSIS OCCURRING DURING 
METHIMAZOLE (“TAPAZOLE”) THERAPY 

REPORT OF A CASE 

A. R. Croke, M.D., Colorado Springs, Colo. 

mill o 

/. JV. Berry, M.D., Denver 

A relatively new substance, methimazole, or 1-methyl- 
2-mercaptoimidazole (“tapazole”), has been reported by 
Stanley and Astwood ' and Reveno and Rosenbaum - to 
be an effective antithyroid drug. Methimazole acts in a 
manner similar to, if not identical with, thiourea and 
thiouracil and their derivatives, i. e., it prevents the bind¬ 
ing of iodine to protein in the thyroid gland. Its potency 
as determined by Stanley and Astwood " is considerably 
greater than either thiouracil or propylthiouracil. In ex¬ 
periments utilizing these workers demonstrated that 
methimazole may be as much as 100 times as poicnt as 
thiouracil in the prevention of the binding of iod.nc to 
protein in the thyroid gland. 

The optimal dose of this new compound remains to be 
established. It probably depends to a large extent on the 
individual patient. Reveno and Rosenbaum reported 
doses of 6 to 9 mg. per day to be effective, whereas 
Stanley and Astwood used up to 60 mg. per day. Both 
reports stress the effectiveness of the drug. 

As far as we have been able to determine, no instances 
of major toxic reactions due to methimazole had been re¬ 
ported up to Jan. 1, 1951. The purpose of this report is 
to record a case of agranulocytosis occurring during clin¬ 
ical trial of methimazole in hyperthyroidism. 


From Ihe Department of Medicine, University of Colorado. 

The methimazole (“tapazole”) was supplied by Dr, D. C. Hines of 
the EU Lilly Research Laboratories. 

1. Stanley, M. M., and Astwood. E. B.: l“MeihyI“2-Mercapioiniid22o)c; 
Antithyroid Compound Highly Active in Man, Endocrinology 44:588 
(June) 1949. 

2, Reveno, \V. S., and Rosenbaum, H.' Treatment of Hyperthyroidism 
with l-Methyl-2-Mcrcaptoimtdazole. J. A. M. A. 143: 1407 (Aug. 19) 
1950. 

5, Stanley, M, M.. and Astwood, E. B,: Determination of Relative 
Activities of Antithyroid Compounds in Man Using Radioactive Iodine, 
Endocrinology 41:66 (July) 1947; Accumulation of Radio.'ictivc Iodide 
by the Thyroid Gland in Normal and Thyrotoxic Subjects and E(lcci of 
Tltiocyanatc on Us Discharge, ibid. 42: 107 (Feb.) 1948. 
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REPORT OF A CASE 

Mrs. B. C., a 65-year-oId white woman, was admitted to the 
Colorado Genera] Hospital, June 16, 1950, complaining of 
anorexia, dysphagia, and weight loss. She stated that she had 
been well until March, 1950, when she noted the onset of pain 
over the lumbar spine. This was followed shortly by nervousness, 
weakness, and tremor. Her physician prescribed sedative medica¬ 
tions, which considerably enhanced her feeling of well-being. 
However, her symptoms progressed, and dysarthria and dys¬ 
phagia developed. By July, 1950, she had lost 35 lb. (16 kg.). A 
review of symptoms revealed that marked heat intolerance, 
severe tremor of the hands, and intermittent watery diarrhea had 
been present since the onset of her illness. She stated she had had 
a goiter for many years, but denied any symptoms suggestive 
of hyperthyroidism prior to the present illness. The remainder 
of the history was'not contributory. 

Physical examination on admission revealed a dehydrated, 
acutely ill white woman. Her skin was warm, moist, and of 
smooth texture. Examination of the eyes, ears, nose, and throat 
revealed no abnormalities except moderate tortuosity and nar¬ 
rowing of the retinal arterioles. The thyroid was diffusely en¬ 
larged, and two small nodules, about 1 cm. in diameter, were 
palpable in the isthmus. A definite bruit of moderate intensity 
was audible over the thyroid. Indirect laryngoscopy revealed 
laryngitis sicca, but the vocal cords moved normally. The thorax 
was symmetrical, and the lungs were clear to percussion and 
auscultation. The blood pressure was 152 systolic and 86 
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diastolic; the pulse rate was 88 per minute; the rhythm was 
regular. The heart was not enlarged, and no murmurs were 
heard. Examination of the abdomen and pelvis revealed no ab¬ 
normality. There was a rapid, fine tremor of the hands and slight 
pitting pretibial edema. Results of the neurological examination 
were within normal limits. 

Urinalysis showed a trace of albumin but no sugar of acetone; 
there were no abnormal formed elements, A complete blood 
count revealed a hemoglobin level of 13.8 gm. per 100 cc., 
4,500,000 red blood cells, 12,000 white blood cells, with 76% 
polymorphonuclear cells, 18% lymphocytes, 3% monocytes, 
and 3% eosinophils. The Wassermann reaction was negative. 
The erythrocyte sedimentation rate (Westergren) was 22 mm. 
per hour. Results of blood chemistry studies were as follows: 
nonprotein nitrogen 25 mg., cholesterol 152 mg., serum cal¬ 
cium 9.1 mg., serum protein 4.82 gm., albumin 2.42 gm. and 
globulin 2.40 gm. per 100 cc., and serum alkaline phosphatase 
6.9 Bodansky units. The blood and bone marrow were negative 
for aerobic and anaerobic pathogens, and the bone marrow was 
also negative for acid-fast bacilli. A sulfobromophthalein sodium 
test showed 44% of the dye retained in one hour. The basal 
metabolic rate on August 21 was -1-37% and bn August 28, 
-|-52%. X-ray examination of the cervical, dorsal, and lumbar 
spine showed a moderate degree of hypertrophic osteoarthritis 
and generalized demineralization of the bones. Roentgenograms 
of the chest, skull, abdomen, and gastrointestinal tract revealed 
no abnormality. A barium enema revealed no abnormality. An 
intravenous pyelogram was normal. Bone marrow aspirated from 
the iliac crest showed a moderate hyperplasia of all elements but 
was otherwise normal. 

On August 28 treatment with 300 mg. propylthiouracil daily 
was started. On September'2 the patient was discharged to a con- 
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valescent home. She returned to the outpatient clinic on Sep¬ 
tember 21, at which time extreme weakness, a marked tremor 
and emaciation were, noted. The pulse was regular at 144 per 
minute. She complained at this time of pain and immobility of 
the right shoulder, but x-ray examination at that time revealed 
only demineralization of the humerus and right scapula. She 
was advised to have physical therapy and to return after a ba.sal 
metabolism test. The basal metabolic rate on September 27 was 
-1-45% and the blood cholesterol level was 137 mg. per 100 cc. 
Examination-revealed her pulse to be regular at 120 per minute; 
marked emaciation, heat intolerance, and tremor were still 
present. 

On inquiry at the convalescent home it was discovered that, 
by error, all of her medications had been discontinued on Sep¬ 
tember 12. Therefore, she was given methimazole, 10 mg. every 
eight hours, thiamine hydrochloride 5 mg. three times daily, and 
elixir of phenobarbital 4 cc. three times daily. She had not re¬ 
ceived any medication for 41 days at that time. The white blood 
cell count at that time was 5,400; a differentia] count was not 
done. The basal metabolic rate on October 24 was reported as 
-1-53%. She next returned to the clinic on_November 13, at 
which time the basal metabolic rate was reported as -1-58%, 
On November 27, there was again some clinical improvement, 
although the basal metabolic rate was reported as +69% and 
the blooff cholesterol 167 mg. per 100 cc. At this time the dose 
of methimazole was increased to 20 mg. administered every 
eight hours. On December 11 the basal metabolic rate was re¬ 
ported as.+58%. The patient, however, was very much im¬ 
proved subjectively and was strong enough to walk. A blood 
cell count was, requested on this day but was not done. 

On December 14 the patient was brought to the emergency 
room of Colorado General Hospital, because the preceding day 
diarrhea, chills, and a temperature of 104 F orally had de¬ 
veloped, At this time the salient physical findings were as follows: 
The patient was moderately, emaciated, with a rather marked 
tremor of the hands. She was somewhat somnolent and dis¬ 
oriented. Her temperature was 103 F by mouth,,the pulse rate 
100, the blood pressure 120/70, and respirations 24. There were 
no abnormal eye signs. A small ulcerated area was present in 
the pharynx. The thyroid was diffusely enlarged; no bruit was 
audible. There was no nuchal rigidity. The lungs were clear to' 
percussion and auscultation, and there was no change in .the 
cardiac status from previous examination. The liver was 1 cm. 
below the costal margin, there was no abdominal tenderness, 
and the spleen was not palpable. The skin showed a diffuse mot¬ 
tled erythema. Results of the neurological examination were not 
remarkable. The white blood cell count was reported as 3,850 
per cubic millimeter, with 82% lymphocytes and 18% mono¬ 
cytes. 

The patient was immediately hospitalized and placed on the 
following - regimen: penicillin, 100,000 units intramuscularly 
every three hours, terramycin, 250 mg. orally every four hours, 
folic acid 5 mg. three times daily, cortisone, 100 mg. intra¬ 
muscularly daily. Phenobarbital, thiamine, and methimazole 
were discontinued. Examination by bone marrow aspiration on 
December 15 showed a marked relative increase in the erythroid 
and lymphocytic series, which was thought to be due to the 
almost complete absence of granulocytes and granulocyte per- 
cursors. Only an occasional myelocyte and a very rare pro¬ 
myelocyte were seen. This picture was interpreted as indicative 
of agranulocytosis. Daily white blood cell counts are shown in 
the table. 

During the first four days of this hospitalization period, the 
patient was acutely ill, with temperatures ranging from 102 to 
104 F. On December 16 her heart rate was found to be very 
rapid and irregular, and an electrocardiogram revealed auricular 
fibrillation. She was therefore given digitoxin, 1.6 mg. in divided 
dosage, and an electrocardiogram on December 21 showed that 
she had a normal sinus rhythm. On the fourth hospital day the 
temperature fell to normal; after this, she showed gradual symp¬ 
tomatic improvement. Basal metabolism tests gave the follow¬ 
ing results: Dec. 27, 1950, +34%; Jan. 6, 1951, +36%; and 
Jan. 10 +53%. The patient was given strong iodine (Lugol’s 
solution) from January 6 to 15, in preparation for surgery. On 
January 15 a subtotal thyroidectomy was performed. The patient 
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then began to show gradual improvement and weight gain. She 
was discharged from the hospital on February 3; subsequent 
outpatient clinic visits hhve shown good healing of the wound 
and continued weight gain. Tremor, heat intolerance, and ner¬ 
vousness have disappeared, and the patient is fully ambulatory. 

COMMENT 

Admittedly, from the evidence at hand we cannot be 
certain that the agranulocytosis which occurred in this 
patient was due to methimazole. However, because of 
the course of events and the fact that the other antithy¬ 
roid drugs are known to produce agranulocytosis, we 
consider it fair to assume that the condition in this pa¬ 
tient was due to the drug. We did not readminister the 
drug in order to reproduce a recurrence of agranulocy¬ 
tosis because we consider such a procedure too dan¬ 
gerous. 

Agranulocytosis as a manifestation of toxicity of the 
thioureas and related drugs has been reported to occur 
with varying frequency, depending on the compound 
used. On the basis of experience thus far, it seems un¬ 
likely that any potent antithyroid drug will be completely 
free of this complication. However, while agranulocy¬ 
tosis was a serious problem when thiouracil was being 
widely used, the introduction of propylthiouracil appears 
to have greatly reduced the danger. To our knowledge 
Juliar and Harris * have reported the only fatal case of 
agranulocytosis due to propylthiouracil. Bartels ° has re¬ 
ported that, of 672 patients treated with propylthiouracil 
by him, agranulocytosis appeared in only three, none of 
whom died. Thus, the frequency of agranulocytosis ap¬ 
pears to be less than the mortality of thyroidectomy in 
thyrotoxicosis. The incidence of this complication with 
the use of methimazole cannot be determined at present, 
since relatively few patients have received the drug. 

Frequent white blood cell counts generally are recom¬ 
mended for the early detection of leukopenia and the pre¬ 
vention of agranulocytosis during drug therapy. There 
are two major considerations that should determine the 
necessity of frequent blood cell counts. The first is, of 
course, whether agranulocytosis occurs with sufficient 
frequency as a result of therapy of any given drug to 
warrant expenditure of the additional time and expense 
involved. Some workers" are of the opinion that, when 
one is using propylthiouracil, the threat of agranulocy¬ 
tosis is so slight that frequent routine blood cell counts 
are not necessary and that determination of the white 
blood cell count is required only with the occurrence of 
fever or sore throat. The second consideration is whether 
frequent blood cell counts will anticipate the occurrence 
of agranulocytosis. This concept has been questioned by 
Young,^ who has shown that, in some cases at least, the 
peripheral blood reflects the changes going on in the 
marrow only after the changes in the marrow are far ad¬ 
vanced. He states, therefore, that frequent blood cell 
counts are uninformative and unnecessary. There is, how¬ 
ever, no general agreement on this point, and much fur¬ 
ther work is necessary before the final answer to the 
problem will be clear. However, on the basis of our ex¬ 
perience, we would recommend that frequent white blood 
cell counts be performed during methimazole therapy, 
although we cannot be certain that frequent counts give 
warning of impending agranulocytosis. 
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SUMMARY 

A case of nonfatal agranulocytosis occurring during 
administration of a relatively new antithyroid drug, 
methimazole, or l-methyl-2-mercaptoimidazole (“tap- 
azole”), is reported. 
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CANICOLA FEVER 

REPORT OF A CASE IN WfflCH AUREOMYCIN 
AND PENICILLIN WERE USED 

Fred W. Whitehouse, M.D., Detroit 

Twelve years ago the first human case of canicola fever 
in this country was reported.^ The disease is described 
as an acute febrile illness caused by infection with Lepto¬ 
spira canicola. Since then case reports have become more 
numerous,- and in 1946 the literature was reviewed by 
Rosenbaum.® The case presented in this paper is reported 
in order to reemphasize the more frequent occurrence in 
the United States of a once exotic disease and to indicate 
the clinical effectiveness of aureomycin in treatment of it. 

REPORT OF CASE 

On April 21, 1950, G. A., a 71-year-old Armenian, entered 
the Henry Ford Hospital via the emergency room, too ill to give 
any history. Relatives related that the patient had been well until 
five days prior to admission. At that time he appeared lethargic 
and had a productive cough; on one occasion blood was noted. 
Three days prior to admission his urine was the color of dark 
tea, but no jaundice and no clay-colored stools were noted. 
Neither fever nor chills were present. A systemic review re¬ 
vealed nothing significant except anorexia. Two days prior to 
admission the patient became disoriented and incontinent of 
urine. The patient’s past history was noncontributory except for 
malaria contracted while he was living in Armenia. 

Physical examination revealed an acutely ill, moderately de¬ 
hydrated elderly man who was unable to answer direct ques¬ 
tions. The temperature was 101 F rectally, pulse rate 120, and 
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respiration rate 32 per minute. Breathing was labored. The skin 
and scleras were icteric. Fiinduscopic examination'was inade¬ 
quate because of senile cataracts. The pharynx was moderately 
injected. There was no lymphadenopathy. The chest examina¬ 
tion revealed moderate emphysema but no splinting. There were 
many,moist rales at the base of the right lung posteriorly, with 
harsh breath sounds but no percussion impairment. Blood pres¬ 


sure was 124 systolic and 78 diastolic. The findings of the heart 
examination were within normal limits. The abdomen was dis¬ 
tended and tympanitic, with hypoactive bowel sounds. No masses 
or organs were palpable. There was tenderness on percussion 
over the liver. Rectal examination was noncontributory. Neuro¬ 
logic examination demonstrated the classic findings of Parkin¬ 
sonism. The working diagnosis upon admission was infectious 
hepatitis with pneumonitis. 

The results of initial laboratory studies were as follows: Hemo¬ 
globin, 13.7 gm. per 100 cc.; red blood cell count, 4,200,000; 
white blood cell count, 19,350, with 93% polymorphonuclear 
leukocytes; nonprotein nitrogen, 35,mg. per 100 cc., and sugar, 
129 mg. The Van den Bergh test showed 5.6 mg. of total bilirubin 
and 3.6 mg. of direct bilirubih. The Kline exclusion test gave 
a negative result. It was felt that the marked leukocytosis was 
against the diagnosis of infectious hepatitis. Twenty-four hours 
later the white blood cell count was 18,750, with 89% poly¬ 
morphonuclear leukocytes. 

On the second hospital day further history revealed that the 
patient lived in'a neighborhood infested with rats. No rat bite 
was evident. ,Canine contact was denied. The hospital course 
was characterized by continued toxicity, severe frontal head¬ 
ache, and generalized myalgia, not notably localized to the calf 
muscles. On the third hospital day severe hemorrhagic con¬ 
junctivitis developed, while the icterus was apparently fading. 
At this point, laboratory studies to establish the diagnosis of 
, Weil’s disease were undertaken. 

Upon admission therapy was instituted immediately with pro¬ 
caine penicillin G (crysticillin®), 300,000 units every 12 hours 
intramuscularly. However, the temperature continued to spike. 
Because of the possibility of Weil’s disease, aureomycin was 
given on the third hospital day. It was given orally in a dosage 
of 2 gm. per day for two days, followed by 1 gm. per day. After 
this therapy the patient’s temperature dropped by lysis, and 48 
hours later he was afebrile. 

Progress laboratory studies revealed gradually diminishing 
icterus, the serum bilirubin being 0.8 mg. per 100 cc. on the 
10th hospital day. Results of a battery of liver function tests 
"were all within normal limits. Serum diastase was 130 mg. per 
100 cc. (normal is 50 to 200 mg. per 100 cc.). Two blood cul¬ 
tures and one urine culture were negative. Repeated urinalyses 
were negative, except for an occasional granular cast and a 1-f- 
reaction for albumin in one specimen. At no time was azotemia 
present. Stool studies were not remarkable. A lumbar punctiirc 
on the seventh hospital day was completely negative for both 
routine and lep'.ospiral studies. On the I8th hospital day a pro¬ 
cess white blood cell eount was 11,250, with 78% polymorpho- 
nuclears. A sulfobromophthalein (bromsulphalein®) sodium test 
on the 21st day showed 20% retention in 45 minutes and 17% 
retention in 60 minutes. A needle biopsy of the liver revealed 
portal cirrhosis, grade 2. 

Blood and urine specimens examined on the fourth and eighth 
hospital days by the dark-field technique were negative for 
leptospirae. These specimens were also inoculated into adult 
guinea pigs. Kidney sections from the inoculated animals stained 
by the Levaditi method also failed to demonstrate the lepto- 
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spirae. Kidney emulsions from the first group of nuine.i pics in 
jected intraperitoneally into a second group of euinea'pics"'.Rn 
gave negative results. However,'blood specimens drawn fmm 
the patient at the same time as the above tests were made (on 
the 9th and 13th days of illness) gave positive agduiinaitons for 
Lept. canicola in a dilution of 1:1,000 and for Lept. ictero- 
hemorrhagiae in a dilution of 1:100. On this basis a diacnosis 
of canicola fever was felt to be firmly established. A progress 
agglutination test done 65 days after onset of illness was posi¬ 
tive for Lept. canicola in a dilution of 1:300, with a doubtful 
, agglutination at 1:1,000. The agglutination for Lept. iclero- 
hemorrhagiae at this time was negative. 

The patient’s clinical course was one of steady improvement. 
On the eighth hospital day his first course of aureomycin was 
' discontinued. The total dosage was 7.5 gm. However, on the 13th 
day there was a recrudescence of fever to 101 F orally. Because 
of this, aureomycin was instituted again in a dosage of 2 gm. 
in 14 hours, followed by 1.5 gm. daily. Administration of aureo¬ 
mycin was continued for the remainder of the patient’s hospital 
stay. In spite of apparent complete clinical and laboratory re¬ 
covery, he continued to run a low-grade fever. He was discharged 
to convalesce at home on the 25th hospital day, the 30th day 
of his illness. 

COMMENT 

It is impossible clinically to differentiate between cani¬ 
cola fever and the commoner Weil’s disease, infestation 
with Lept. icterohemorrhagiae. One has to supplement 
the clinical picture with serologic and epidemiologic 
data. No animal other than the dog has been incriminated 
as a natural reservoir of Lept. canicola, although Mol- 
ner feels that rats have not definitely been excluded. 
In our case no contact with dogs could be elicited, but 
the patient was known to be living in an area thickly 
infested with rats. This adds weight to Molner’s hypothe¬ 
sis. 

Many observers have emphasized certain clihical 
signs and symptoms somewhat peculiar to leptospirosis, 
namely, hemorrhagic conjunctivitis and myalgia specifi¬ 
cally localized to the gastrocnemius group. It was the 
appearance of the former in connection with the rest of 
the clinical picture that first suggested the correct diag¬ 
nosis to us. Others “ have pointed out the relative be¬ 
nignity of canicola fever, emphasizing the low mortality 
as well as the low incidence of renal, cutaneous, and 
hepatic manifestations. Our case followed this rule, 
except for the occurrence of jaundice. 

We depended for the diagnosis entirely upon the 
agglutination-lysis test of Schuifner.® Samples of blood 
and urine were examined under dark-field illumination 
for leptospirae as well as inoculated into guinea pigs 
without success. It has been suggested ■ that hamsters 
(Cricetus auratus) be used for inoculation, because of 
the greater virulence of Lept.' canicola for them as well 
as the relative resistance of guinea pigs to the canicola 
strain' Our failure to isolate the organism in vivo was. 
probably due to this resistance. The failure of the titer 
to rise during convalescence was puzzling, until it was 
brought to our attention that previous experience with 
aureomycin in leptospirosis presented the same curious 
phenomenon. The reason for this is not clear at this time 
but is being studied by another group. 

Penicillin therapy was arbitrarily instituted on the 
patient’s admission to the hospital, because of signs of 
pneumonitis. When the possibility of Weil’s disease be- 
eWe apparent,, as well as the continuing toxic course m 
spite of seemingly adequate penicillin dosage, it was felt 
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that aureomycin therapy was indicated. Experimentally, 
it has been shown that aureomycin is at least twice as 
effective against Leptospira as is penicillin.'* The rapid 
defervescence plus the remarkable clinical improvement 
following aureomycin administration suggested its un¬ 
usual efficacy as an antileptospiral agent. However, no 
definite conclusions can be drawn, because penicillin was 
given concomitantly. The recrudescence of fever in spite 
of continued clinical improvement indicated to us incom¬ 
plete eradication of the infection. Therefore, aureomycin 
was readministcred. That this febrile episode may have 
indicated a natural relapse present in 25% of cases of 
Weil’s disease cannot be dismissed. In spite of seem¬ 
ingly adequate aureomycin therapy, the patient contin¬ 
ued to run a low-grade fever. It was felt that this may 
have been due to the drug. Proof of this is lacking, as 
the patient was discharged before there had been an 
adequate period in which to observe him after aureo¬ 
mycin therapy had been discontinued. 

Slowly, reports are accumulating showing the effec¬ 
tiveness of aureomycin in cases of human leptospirosis.” 
This has been shown to be the case in experimental 
leptospirosis." We feel that aureomycin, at present, is the 
drug of choice in leptospiral infections, and it is sug¬ 
gested that this drug be used exclusively in patients sus¬ 
pected of having leptospirosis, in order to establish 
definitely its clinical efficacy. Neither optimum daily 
dosage nor length of course of aureomycin can be sug¬ 
gested from this experience, although 2 gm. per day, 
given orally and continued for five to seven days after 
defervescence, appears adequate and safe. 

SUMMARY 

A patient with canicoia fever treated with aureomycin 
and penicillin is reported. Aureomycin appears to have 
shown definite antileptospiral activity in human infec¬ 
tions, superior to that of penicillin. It is felt that aureo¬ 
mycin is the drug of choice in the treatment of leptospiro¬ 
sis in humans. 

8. Heilman, F. R,; Aureomycin in Trcaimcnt of Experimental Relapsing 
Fever anti Leptospirosis Icterhemorrhagica (Weil's Disease), Proc. Start 
Meet., Mayo Clin. S.f: 569-573, 1948, 

9. Batchelor, T. A., and Todd, G. M.: Aureomycin and Penicillin 
Therapy in Leptospirosis (Weil’s Disease), J, A. M. A. 143:21-22 (May 
5) 1950. Btaincrd, H. D.; Linnette, E. H.; Meiklcjohn, G.; Bruyn, H. B., 
Jr,, and Clark, VJ, H.; Symposium on Antibiotics; Clinical Evaluation 
of Aureomycin,U. Clin. Invest. S8 (pt. I): 992-1005 (Sept.) 1949. 


Gkcralivc Colitis and Cancer.—A person who acquires ulcera¬ 
tive colitis in the second decade of life and continues to suffer 
from active disease until he is 30 faces a real hazard in possible 
malignant degeneration. The hazard, however, is not in itself 
sufficiently ominous to demand surgical extirpation of the colon 
and rectum without other indications. Actually in most cases 
of persistently active colitis for 10 years or more, the indications 
for surgery are quite clear even without the added indication 
of the hazard of cancer. In patients'^ for whom an ileostomy has 
been necessary, it would seem that the danger of malignant 
degeneration was sufficient to make total colectomy advisable. 
Patients who are under medical observation and treatment for 
chronic ulcerative colitis should be examined at intervals for 
evidence of malignant degeneration. Much of the value of this 
policy is mitigated by the frequently observed characteristic that 
cancer under these circumstances is incurable by the time it 
has developed to the point at which it can be diagnosed.— 
Everett D. Kiefer, M.D,, Malignant Degeneration in Chronic 
Ulcerative Colitis, Gtrstrocnicrology, September, 1951. 


TRAUMATIC PERFORATION OF THE COLON 
IN A PATIENT WITH A COLOSTOMY 

Earle 1. Greene, M.D. 

and 

J. Major Greene, M.D., Chicago 

Traumatic perforation of a normal c:olon following 
irrigation through a colostomy stoma is an infrequent 
occurrence. A review of the literature for the last 18 years 
reveals only one report * of a similar complication. Trau¬ 
matic perforation of the normal colon from foreign 
bodies, nonpenetrating wounds of the abdominal wall, or 
compressed air has been reported in the literature more 
frequently. Since perforation of a normal colon proximate 
to a colostomy stoma may occur, it is essential that the 
physician be aware of its possibility and that patients be 
given detailed instructions for safely irrigating the bowel. 

The literature contains many articles on the post¬ 
operative care of patients with a colostomy, but little has 
been written about the proper administration of enemas. 
There appear to be two ways in which a perforation of a 
normal colon in such a patient can occur. First, the pa¬ 
tient by being rough, may force a stiff tube through the 
wall of the colon. Second, the intermittent rubbing of the 
catheter against the same portion of the colon may pro- 
' duce a weakened area and eventually cause perforation, 
especially when there is an angulation of the colon prox¬ 
imal to the stoma. 

.A proper method for giving an enema has not been 
agreed upon. Dr. Vernon David, as quoted by Davis,^ 
recommends that the enema catheter be placed through 
a “hygeia” nipple, in order that regurgitation of the solu¬ 
tion be avoided, and that the catheter project from the 
nipple not more than the thickness of the abdominal wall, 
Wiley and Sugarbaker ” recommend that the end of the 
catheter be lubricated with petrolatum and inserted 
slowly 6 to 8 in. (15 to 20 cm.) into the colostomy. To 
prevent a regurgitation of the irrigating fluid from the 
colostomy stoma, they suggest the use of a “hygeia” 
nursing nipple” with the end of the nipple cut so that a 
catheter can be passed snugly through it and then inserted 
into the colostomy stoma.” Lahey ” suggests that the 
catheter be well greased and inserted at least 6 in. or, if 
possible, the full length. 

REPORT OF A CASE 

N. S., a 70-year-old man, was admitted to the hospital with 
a history of rectal bleeding of six months' duration. Examina¬ 
tion revealed a fungating mass 1 to 2 cm. in diameter, located on 
the anterior surface of the rectum, 10 cm. from the anal skin 
margin. A biopsy showed the lesion to be adenocarcinoma. An 
abdominoperineal resection, including most of the descending 
colon, was done. The pathological diagnosis was adenocarcinoma 
of the colon 9 cm. above the anorectal junction. 

Three months after tlifc operation the patient returned to the 
hospital emergency room, giving the following history: He had 
irrigated his colostomy with an F 18 male catheter that morning 
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when he felt something give way. Severe abdominal pains ensued, 
and he fell to the floor. Examination eight hours after the irri¬ 
gation showed the patient in shock, with blood pressure of 
80/40, pulse rate of 120 per minute, and tenderness throughout 
the abdomen but no rigidity. Tenderness was especially marked 
in the area just proximal to the colostomy opening. A few bowel 
sounds were heard. A scout roentgenogram of the abdomen 
showed that the stomach was dilated and contained a consid¬ 
erable amount of gas, which is frequently seen in patients in 
shock. There was no evidence of dilation of the bowel nor of 
free air in the peritoneal cavity. A diagnosis of perforation of 
the colon due to the introduction of an enema tube was made 
and surgery advised. 

Approximately 12 hours elapsed between the introduction of' 
the enema tube and the time of surgery. When the abdominal 
,cavity was. opened, purulent bloody fluid was found. In the 
vicinity of the colostomy, many small loops of bowel were found 
matted together and adherent to the colon near the colostomy 
opening. The small bowel was separated from the colon, and a 
perforation on the posteriorlateral wall of the colon about 8 cm. 
from the colostomy opening was found. Since the perforation, 
which was in normal colon, could not be closed because of its 
location, about 10 cm. of the distal colon, including the per¬ 
foration, was resected and a new colostomy established. 

A pathological report was made on the specimen, which con¬ 
sisted of a segment of large intestines 9 cm. in length. At one 
end it was surrounded by a narrow rim of gray skin forming 
a colostomy opening. Sections of the colon through the colos¬ 
tomy opening revealed the transition between the normal mucosa 
and the skin. A few foreign body granulomas were noted in 
, the submucosa and the muscular wall. Section through the per¬ 
foration at the opposite end of the specimen revealed necrosis 
of the muscular wall and diffuse infiltration with neutrophilic 
leukocytes and a few plasma cells. The pathological diagnosis 
was perforation and acute inflammation. 

The patient was discharged from the hospital after a stormy 
postoperative course, during which pneumonia and an abdominal 
wall infection developed. 

SUMMARY 

Perforation of the colon proximal to the colostomy 
stoma with peritonitis following the administration of an 
enema is described. Several methods of irrigating the 
colon are mentioned, but we feel that the method of 
David is perhaps the safest procedure. 

25 E. Washington St. (Dr. J. Major Greene). 


Vertigo Versus Dizziness.—^The symptoms, “vertigo,” “dizzi¬ 
ness,!’ “blackout,” “unsteadiness,” “drunkenness,” “imbalance” 
and the like, are among the most frequent met with in medicine. 
The potential differential diagnostic value of these symptoms 
seems not to have been realized because of a lack of clarity in 
the mind of the examining physician as to the exact meaning of 
these individual terms. The tendency to consider them as syno¬ 
nyms has risen to the detriment of diagnosis. . . . 

Proper definition of vertigo as a sense of whirling of the out¬ 
side world or of the entire individual allows the term to be 
restricted to sensations arising from the vestibular system, com¬ 
prised by the end organ, the vestibular nuclei and their central 
connections. 

The term “dizziness,” confined to a sense of motion within 
the, head with a dimming of visual and auditory sensation, can 
be assigned to those symptoms arising from temporary cerebral 
ischemia, and both vertigo and dizziness can be differentiated 
from the sensation of unsteadiness produced by incoordination 
resulting from suppression or irritation of extralabyrinthine 
equilibria! reflexes. The examiner should never be satisfied with 
a monoverbal reply but should endeavor to get a clear mental 
picture ot the sensation felt by the patient, because the laity are 
universally confused as to the meaning of these terms. If this is 
done, a useful diagnostic tool Is secured.—^Henry L. Williams, 
M.D., Vertigo, Minnesota Medicine, September, 1951. 
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JIEPOHT TO THE COUNCIL 

Some years ago the Council issued a report outlining the 
criteria for acceptance of chemical contraceptive preparations 
as established by its Advisory Committee on Contraceptives 
(J. A. M. A. 123:1046 [Dec. 18] 1943). The criteria also appear 
in New and Nonofficial Remedies. The evaluation of contra¬ 
ceptive preparations requires both clinical and laboratory evi¬ 
dence of their spermicidal efficiency. A satisfactory laboratory 
method previously developed for determining the spermicidal 
time against human spermatozoa has been employed for the 
comparison of various products available on the market (Becker, 
B., and Gamble, C. J.; The Spermicidal Times of Contraceptive 
Jellies and Creams, 1946, Human Fertil. 11:111-114, 1946). A 
similar study of products available in 1949 has been recently 
completed. The Council has authorized publication of the fol¬ 
lowing report of this study submitted by Clarence J. Gamble, 
M.D., and Lois Hamblin, from the Department of Anatomy, 
Harvard Medical School. The authors’ findings do not affect the 
status of those products already accepted for inclusion in New 
and Nonofficial Remedies nor of those not accepted. 

R. T. Stormont, M.D., Secretary. 
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Clinical contraception may be accomplished by any means 
that will prevent the spermatozoa from reaching and fertiliz¬ 
ing the ovum. When the need is permanent, either salpingec¬ 
tomy or vasectomy may be performed. Temporary blockage of 
the spermatozoal route may be accomplished by the condom. 
Usually considered more acceptable.to both partners for this 
purpose are the vaginal diaphragm and the cervical cap. Al¬ 
though these cannot be expected to contact the vaginal wall or 
the cervix tight enough to prevent the passage of so small a 
body as the spermatozoon, by lengthening the distance which 
must be traversed from the point of deposition'to the os, they 
increase the duration of exposure to the mildly spermicidal acid 
secretions of the vagina. The protection given by a hard cervical 
cap fitting the cervix closely, sometimes worn throughout the 
intermenstrual period, is probably due to this increase in the 
spermatozoal route. 

For greatest protection, diaphragms and caps should be re¬ 
inforced by a spermicidal jelly or cream. The semisolid con¬ 
sistency of these materials gives them some obstructive power 
in addition to that of their chemical make-up. Because the 
jelly or cream used alone is a simpler method, some physicians 
consider them more acceptable, and they often are prescribed 
without mechanical "reinforcement. Since the ^distance the 
spermatozoa must travel under such circumstances is shorter 
and the material may be pushed aside, jelly or cream alone 
presumably is less effective than when combined with the 
diaphragm. 

For greatest reliability, a test of the clinical effectiveness of 
a contraceptive jelly or cream should be based on the protection 
secured by a large number of married couples over a number 
of years. This, however, is difficult to arrange and expensive to 
record and tabulate. Furthermore, the results arc uncertain, 
since the number of omissions or incorrect uses of the material 
may not be accurately reported. 

Laboratory tests to give indications of the probable effective¬ 
ness of contraceptive materials have been based on their two 
modes of action, the barrier effect and the immobilization of 
spermatozoa by the toxic ingredients. A partial index of the 
barrier action lies in the viscosity of the material, which can 
be measured and compared by the mobilometer, adapted for the 
purpose by Shedlovsky.^ 


'?hedlovskv L • -Belcher, D.: Levenstcin, I., and Bodner, H.: Changes 
glnrirfhe Conrislency’ of’some Commercial Coniraceptive Jethe., 

O * QT fr’iiar' ^ 104'^. 


51 


. Yol^l48, No. 1 

Clinicians agree that the viscosity of a jelly or cream should 
.-i'jtie sufficient to prevent it from flowing out of the vagina and 
• fi 'm too ready displacement from the os by coital thrusts. It 
-m‘st not, however, be so high as to keep it from flowing into 
; ti e folds of the vaginal wall or from covering the cervix. Nor 
, ' ould the material be so solid as to constitute lumps lying in 
' f!.e vaginal cavity. These limits include a very wide range within 
■■ hich there is no indication of the values which are most effec¬ 
tive clinically. It is hoped that future studies will define more 
accurately the most protective consistencies. 

The power of contraceptive mixtures to immobilize sperma¬ 
tozoa through chemical action is more accessible to study. It 
is customarily estimated by observing the duration of motility 
after mixture with human semen. While this has resulted in much 
information regarding the concentrations of various substances 
and mixtures needed to immobilize in a given time, little is known 
regarding the mechanism by which this action occurs. Acids are 
known to stop motion of spermatozoa. This has led to the use 
of lactic acid, normally present in the vagina, in many contra¬ 
ceptive mixtures. The effectiveness of other mixtures depends on 
the action of compounds which have been found to be lethal 
to the sperms without damaging vaginal or urethral tissues. 
Glyceryl monoricinoleate, phenylmercuric acetate, ricinoleic 
acid, sodium lauryl sulfate and trioxymethylene are examples 
of these, and there are many others. Many of the detergents 
appear to have effective spermicidal action. 

The time required to immobilize the spermatozoa in varying 
concentrations of many pure substances was determined by 
Voge.2 Baker ^ measured the lowest concentration of chemical 
compounds which, when added to an equal volume of semen, 
would stop the motion of spermatozoa in 30 minutes. He de¬ 
scribed a procedure applicable to commercial contraceptive 
mixtures.^ 

Brown and Gamble ® used a small quantity of semen (about 
40 cu. mm.) for each test, thus allowing multiple comparisons 
with the same ejaculate. To permit time to differentiate between 
the more active and the less active materials, dilution was nec¬ 
essary, and they chose the arbitrary ratios of jelly, 1 part; 0.9% 
NaCl solution, 4 parts; and semen, 5 parts. To expose the sperma¬ 
tozoa to known concentrations, these components were com¬ 
pletely mixed, as in most chemical procedures. 

The test is unsatisfactory in two respects. It deviates from 
clinical conditions in that the complete mixing has no counter¬ 
part in coitus in which detumescense usually limits stirring after 
ejaculation. Although there is some dilution due to vaginal fluids, 
this is. probably not uniform, and there is no way of estimating 
its range. 

In spite of these imperfections, it appears reasonable to assume 
that low spermicidal times are correlated with clinical effective¬ 
ness. This test, therefore, has been applied to the contraceptive 
materials commercially available in the United States,® and re¬ 
sults with samples secured in 1949 are reported herewith. 

METHOD 

One volume of contraceptive jelly or cream was mixed with 
four parts of 0.85% NaCTl and kept over-night at 37 C to 
assure thorough mixing. Using the screw syringe of Richards 
described by Hudson and Mudd,r human semen was drawn into 
a glass tube of 1.6 mm. internal diameter. About 2 cm. was 
found to give a convenient volume for a 34 in. cover glass. The 
semen was moved about 1 cm. from the end of the tube and the 
space it had previously occupied was then filled with diluted 
jelly or cream, a quantity of about 3% less than the semen. The 
two fluids were mixed on a microscope slide by rapidly forcing 
them out of the tube and drawing them back in about 30 times. 
A cover-glass was placed on the mixture and the slide slammed 
down on the laboratory desk several times to expel most of the 
air bubbles. These specimens were kept and examined at room 
temperature. 

The preparations were examined with a microscope having 
a 16 mm. objective and a lOX eyepiece. They were illuminated 
with a 6 volt, 40 candlcpower, clear-glass bulb of the type used 
for automobile headlights. This was placed 5 or 6 cm. from the 
specimen so that a line connecting the specimen and the light 
made an angle of 55 degrees or more with the axis of the micro¬ 
scope. To prevent overheating of the specimen on the micro¬ 
scope stage, a foot switch was provided so that the light was 
' turned on only when needed. 
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The “spermicidal time” was measured as the time elapsing 
from mixing until the last visible motion of a spermatozoon. 
A final search was made for moving spermatozoa by examining 
each preparation by four passages across the coverslip. Because 
of the time required for the mixing and a survey of an adequate 
portion of the mixture, no attempt was made to differentiate 
times under 5 minutes. In these cases, the result was recorded 
as “5 minutes or less.” If the spermatozoa were still active at 
the end of 4 hours, the time was recorded as 240-f minutes. ■ 

For an indication of the activity of the spermatozoa when 
tested with a reproducible spermicide,'the time for immobiliza-- 
tion in each specimen was recorded after the semen had been 
mixed with an equal quantity of 2.8% potassium acid phthalate. 

MATERIALS 

Semen was ejaculated into a glass vial and stored in an ice 
bath until used. When first ejaculated, the semen in many speci¬ 
mens was very viscous. It was not used, therefore, until 60 
minutes after ejaculation. 

The 11 donors were from 21 to 26 years, of age, the average 
being 22. Specimens were collected not less than three days 
after a previous ejaculation. 

An attempt was made to include all contraceptive jellies and 
creams available on the United States market. Many were sent 
by the manufacturers and others purchased through drug stores 
or mail order houses. For each material for which a spermicidal 
time of 30 minutes or less was reported, two or more tests were 
made of a tube secured through a clinic or a retail agency, and 
these were found to be approximately the same as the measure¬ 
ments originally obtained. While the tests of most of the active 
materials were limited to two tubes and of the less active to 
one, significant variations among different samples made from 
the same formula were rare in this or previous work. No claim 
is made that the results apply to all tubes bearing the same _ 
brand name. 

Each manufacturer was asked for the composition of the ma¬ 
terials being marketed at the time the samples were secured. 
The information received is given later in tabular form. The 
figures represent percentages of the ingredients, water, perfume, 
and coloring matter being omitted for conciseness. 

RESULTS 

The semen was mixed with the diluted jellies 1 to 5 hours 
(in most experiments 1 to 3 hours) after ejaculation. The aver¬ 
age room temperature was 23 C. Each material was tested at 
least five times with five different donors. At least two of the 
tests were made by each author. The median of all tests made 
of each jelly or cream is given in the accompanying table. 

For the four jellies all of whose times fell between the limits 
of 5 and 240 minutes, the standard deviation of one observa¬ 
tion was 46 to 84% of the mean, the average being 67. The 
corresponding values for four creams were 23 to 38%, average 
being 30%. 

The averages of the initial phthalate times and those measured 
after the final mixtures of a jelly or cream were 41 ri: S.D, 

3 minutes and 30± S.D. 2 minutes. 

Of the materials reported herewith, 20 had been tested in the 
previous series of 1946.®'' For 14 of these, the spermicidal times 
found in the two series are in substantial agreement. To La 
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Savoy with a lower time in 1949, new ingredients have been 
added. For three others, Bilco Cream and Jelly, and Locorol, 
information regarding the formulas was incomplete. For L.A.J., 
with no change in formula except an increase in aminoacetic 
acid, the longer spermicidal time is unexplained, as is also the 
shorter time of Warner Creme with an identical formula. 

Of the materials examined, 69% were found to inactivate the 
spermatozoa within the limit of 30 minutes set by the Council 
on Pharmacy and Chemistry as one of the criteria for acceptance 
for New and Nonofficial Remedies^ and 56% immobilized the 
spermatozoa within 5 minutes or less. These proportions are ap¬ 
proximately the same as those found in 1946. 

A Change in Spermicidal Time with Age of the Contracep¬ 
tive Material. —Two months after it had been manufactured the 
spermicidal time of one sample of a batch of jelly was found 
in three tests to be five minutes or less, but another tube ob¬ 
tained subsequently through a contraceptive clinic showed a time 
of 240-1- minutes. In view of this discrepancy, tubes of the 


Median Spermicidal Times by the Method of Brown and Gamble 
in Contraceptive Jellies and Creams Secured in 1949 


Arc Jelly 
Bilco Cream 
Ccrtanc Creme 
CoiugyU 

Contra Creme (Contra 
Creme and Pia- 
phragm Co.) 

Cooper Creme 
Cooper Creme Gel 
Eugenic Creme 
Eidelity 
Jellnlc 

Koromex Cream 


Five itinutes or Less 

Koromex .Telly 
Lactikol Creme 
Lnctikol Jcllj’ 

Lantcen Jelly 
Linton Cream 
Lorophyn 
Lygel Jelly 
ilarvosan Creme 
Jtarvosau Jelly 
Mctakol 
Ni.xon Creme 
Obegyno 


Product Jlin. 

Vcritliol . C 


Onprokol . 


Oxy-Zem . 


Gelnqiiin . 


i-Crenm . 


i-Jcl . 


imteen Creme. 


La Savoy. 


LorcoTol . 


Stillman's Jell* .... 


V. A. Jellv. 


SaTcx . 


Bilco Jelly. 


Oreeinoz * . 



Ortho-Creme 

Ortho-Gynol 

Penatvox 

Pretitit 

Ramses 

Snnite 

Vagagill 

Yajon 

Veritas Kreme 
Volpar Paste 
Warner Cremo 
Zylactic * 


Produet Min. 

Fenio-gcne . 87 

Arc Creme * . 91 

Gelacreine . 97 

Sorvex . 219 

Boro-Pheno-Form . 240-p 

Contrii (SutliiT & Oase)l.... 240-)- 

Gelakta . 240-)- 

Glyeuthymenol . 240-)- 

L. A. J.** . 240-)- 

Linton Jelly . 240-f 

Medi-Phragm •• . 240-)- 

Murax . 240-t- 

Special Formula 513 . 240-)- 


*TIie manufacturer has infonned us that a now formula is being 
prepared. 

t The manufacture/ has inlornied us that the production of this 
material has been discontinued. 


original lot were submitted to further tests. Three of these after 
11 months at room temperature (average 23 C) had median 
times of 8, 26, and 27 minutes. However, the Original tube as 
well as three others of the same lot kept at room temperature, 
six at 37 C and four at 45 C all for 11 months, showed spermi¬ 
cidal times of more than 4 hours. Similarly long spermicidal 
times were found for three small sample tubes received in 1949 
and stored at room temperature for 11 months and for two tubes 
received in 1948 and kept for 24 months. Nevertheless, a tube 


i: 


purchased in 1946 with an age of 42 months Jiad a time of 
.less than 5 minutes. The formula given for the 1946 material 
contained 0.05% phenylmercuric acetate; those for 1948 and 
1949, 0.02%. 

That the variations were not due to random errors in the de¬ 
terminations was indicated by the fact that no sample showed 
a significantly lower time in a later test. 

The manufacturer suggested that the changes may have been 
because tubes tested were inadvertently filled without the internal 
wax coating customarily used. Since this may have been a factor 
and, if so, is one which the maker states is no longer present, 
the median time for this jelly is not included in the accompany¬ 
ing table. 


I , 

i, 8. New and NonofRcial Remedies 19S0, Philadelphia, J. B. Lippincolt 
!. Co., 1951, p. XXXI. . 


A review of 12 other materials in this series which contained 
phenylmercuric compounds showed no significant increase in 
spermicidal times on being kept 3 to 11 months. However, one 
of them, Murax, containing 0.02% of phenylmercuric acetate 
showed a time of 240-(- upon receipt. 

In an earlier study,•"■c it tvas found that 18 contraceptive ma¬ 
terials showed no significant change in spermicidal times after 
storage for a year at room temperature, and that the spermicidal 
times of only 4 out of 42 maintained II months at 37 C 
showed significant variations. In view of the change described 
above it was decided to review the contraceptive materials 
secured in 1946. Spermicidal times were accordingly determined 
with materials from the same tubes used 3!^ years earlier for 
the tests reported in the previous publjcation.«« These had been 
kept at 'room temperature of about 23 C, Each was tested by 
each author with semen from three or more different donors. 
Additional tests were made of those for which the times were 
found to have changed. Substantially the same spermicidal times 
were found for Bilco Cream, Certane Creme, Clinicoi, Contra 
Creme, Contragene, Cooper Creme, Hyva, Koromex Cream and 
Jelly, Lactikol Creme and Jelly, La Savoy, Lorophyn, Marvo- 
san Creme and Jelly, Ortho-Creme, Ortho-Gynol, Planpar, P.S. 
Cream and P.S. 25% Glycerin Jelly. Bilco Jelly and L.A.J. 
had changed from 128 minutes in the 1946 test to 240-f in 1950. 
Lygel Jelly, for which the time was less than 5 minutes in 1946, 
was found to have a time of 240-f. Lygel Cream had increased 
from 19 to 68 minutes. Locorol and Warner’s Cream could not 
be tested because they had separated into solid and liquid por¬ 
tions. The samples of Lanteen Jelly and Ramses had been ex¬ 
hausted in the previously published tests and, since no further 
use was anticipated at that time, had not been replaced. A 
sample of Ramses which the manufacturer had kept at room 
temperature since its manufacture in 1946, was found in 1950 
to have a spermicidal time of 5 minutes or less, the same as 
that found in the 1946 review. 

These results show that miost of the materials had retained 
their spermicidal activity through a 3 Vi year period, a much 
longer time than their usual shelf-life as customarily distributed 
to the public. Since no significant change was noted in the 
spermicidal times of four of the materials which contained 
phenylmercuric acetate, Contra Creme, Koromex Cream and 
Jelly, and Lorophyn, there is no indication that the changes 
described in the samples of one jelly were connected with this 
compound. 

One manufacturer sent a 2 ounce tube of contraceptive jelly 
which he said contained radium. When measured with a Geiger- 
Mueller counter, it was found to contain the equivalent of 0,89 
micrograms of radium. Serious results have been known to fol¬ 
low when as much as 5 micrograms of radium have been ab¬ 
sorbed into the body. Although absorption from the vagina is 
incomplete, it seems unwise to employ such a material in a 
contraceptive which will be repeatedly used. 

The same manufacturer offers suppositories weighing 1.75 
gm. and containing 0.05 micrograms of radium, and an ointment 
with 0.66 micrograms of radium per ounce. The same objection 
also applies to these. 

The results given are only an indirect indication of the pro¬ 
tection from pregnancy which is to be expected from the ma¬ 
terials examined. The protection is based on the immobilization 
of sperms after mixing with the^ spermicide which is correlated 
with clinical contraceptive effectiveness by a priori reasoning 
rather than a tested relationship. It does not take into account 
the consistency of the contraceptive material which is an im¬ 
portant factor. 

SUMMARY 

Clinical contraception is accomplished by obstruction to the 
passage of the spermatozoa as in sterilization or use of the 
condom, by a lengthening of the route vyhich the spermatozoa 
must travel as with a diaphragm or cervical cap, or by a com¬ 
bination of obstruction and chemical action as furnished by 
contraceptive jellies or creams. 

Estimalion of the effectiveness of contraceptive materials by 
clinical trials is difficult because of unreported omissions. Labo- 
Tatory tests, designed to give indications of clinical effective¬ 
ness, have been based on the viscosity of the material and on 
the time required for immobilization of the spermatozoa after 
mixing with the spermicide. 
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• Spermicidal times, determined by the procedure of Brown and 
Gamble (which requires dilution and mixing) are given for 
samples of 62 commercial contraceptive mixtures secured iii 
1949. These vary from less’than 5 to more than 240 minutes- 

ADDENDUM 


Koroiiiex .Telly 

Phenylincrcnrie-ncctutc .. 
Oxyqtiitiolinc henzoate... 

Boric acid. 

Biitjd-p'hydroxybenzoate 

Glycerin . 

Gum acacin. 

Trnj;ncnntli . 


. 0.02 
0,02 
2.0 
0.02 
10.0 
0.0 
o r. 


1. Complete quantitative formulas were supplied by the manu^ 
facturers for the following products: 


Are Ciome % 

Trioxyniolhylcno U. S. 1’... 0.038 

Phenol U. S. P... 0.33 

Rhodlnol . O.Oj 

Beta naJdUhol. 0.05 

Sodium benzoate. 0.0,"i 

Boric acid U. S. P.......7.. 0.05 

Alcohol, ethyl U. S. P. 0.S3 

Sodium hydroxide U. S. P. 0.18 

Potassium hydroxide U. S. P. 1.20 

Glycerin U. S. P. 0.37 

Stearle ncid T. P... 24.42 

Arc Jelly 

Alkyl (cetyl) dimethyl licnzyl ammonium chloride 0.25 

ii-Butybp-hydroxybcnzonte . 0.02 

Boric acid U. S. P... 0.9.> 

S . ’fe. V.' 

Gum. trapneanth U. S. P. 3.75 

Glycerin U. S. P. 11.70 

Cnprokol Jelly 

Hexylrcsoidnol . 0.1 

Glycerin XJ. S. P............... 5.0 

Alcohol U. S. P. 5.0 

Trapacunth powder. 1.5 

Quince seed. 0.5 

Colapyn 

Zinc suUocarhoIate. 0.5 

Lactic acid..... 1.0 

Potassium oxyquinoline sulfate. 0.10 

Boric acid.. 0.5 

Trapucanth ... 4.1 

Glycerin . 10.0 

Conlrii Creme (Contra Creme & Diaphragm Co.) 

Phenylmorcurlc acetate. 0,002 

Triethanolamine .. 0,002 

Glycerin . 2.0 

Glycol monogtenvute. 3.0 

Stearic acid. 12.5 

, Cooper Creme 

Trloxymothyleno U. S. P. 0.04 

Dioctyl sodium suHosuccinnto. 0.50 

Hydrous aluminum silicate. 2.34 

Trihydroxycthylniuinc . 7,01 

Sodium olcate. «.07 

Stearic acid. 23.01 

Cooper Creme Gel 

Trioxyjuothylcno U. S. P. 0.04 

Lactic acid. O.QO 

Diootyl .sodium sullo.succinatc. 0.50 

.Sodium oleuto. 0.07 

Trihydroxycthylamlne . 10.50 

Coiluloso gum. 11.00 

Creemoz 

Trioxymotljyleno U. S. V . 0.03S 

Phenol U. S. P. 0.33 

Rhodlnol . 0.05 

Beta nuphthol. G.05 

Sodium licnzoule. 0.05 

Boric acid U. S. P. 0.05 

Alcohol, ethyl U. S. P. 0,63 

Sodium hydroxide U. S. P. 0.18 

Potassium hydroxide C. P. 1.20 

Glycerin U. S. P. 0.37 

Stearic acid T. P. 24.42 

Eugenic Creme 

Duponol C. 0.025 

Triethanolamine . 1,4 

.Mclhjd-p-hydroxyhenzoate . 0,2 

Sodium liofatc. 0.1 

Sotiium stearate. 0.0 

(Uyccrin ...'.. .j.O 

Stearic acid. 20.0 

Olcic acid... 0.15 

Jcllak 

Alkyl (cetyl) dimethyl licnzyl aminonimn chloride 0.25 

n-ButjTp.hydroxybcnzoate . o.02 

Boric acid U. S. P. 0.05 

Aicohol U. S. P. 5.15 

Gum tragneanth U. S. P. 3.75 

Glycerin G. S. P. 11.70 

Koiomcx Creme 

PhonyImcrcuric acetate. 0.02 

Oxyouluollne benzoate....'.i.i o!o2 

Boric acid... 2.0 

Butyl-p-hydroxyhenzontc ... 0 . 0:1 

Sorhitun inonolcaio... 5.0 

Polyoxyalkalcnc sorhitun inonostcuratc..... 3.0 

Cetyl alcohol. 1.0 

Stcurtc acid.. 20.0 

Glycerin . 5.0 


Lncktikol Cremo 

Glyceryl monoricinoloatc.. 1.5 

Lactic acid. 0.5 

Stearic acid. 15.0 

Sodium lauryl sulfate.,.... 00 

Glyceryl monostcaratc. “-5 

Gls'cerin .. .•. S O 


Laektikol Jelly 

Glyceryl monoiicinoleate 

Lactic acid.. 

Oxyquinoline sulfate. 

Butyl-p-hydroxylienzonte 
Sodium lauryl sulfate... 

Glycerin . 

• Tragacanth.. 

Karnyn . 

Acacin . 

L. A, J. 

'UV/L. .. 

Aminoncetie acid. 

Boric acid..... 

Methyl-p-hydroxybcnzou 

Projiyl-pdiydroxyhenzoa 

Glyceiin . 

Tragacanth . 

Oaroh gum. 

Starch . 


Laiitcen Creme 

Chlorothymol .' O.OOCG 

Sodium benzoate.... 0.172 

Glycerin . 5.0 

Oleic acid. 7.G 

Stearic acid. 15.2 

Potassium hydroxide. 0.05 


1.0 

1.5 

0.05 

0.02 

0.2 

8.0 

2.7 

1.0 

1.0 


0.1 

1.0 

0.1 

0.1 

20.0 

0.9 

2.25 

5.35 


Lantecn Jelly 

Rlcinoleic acid. 0.50 

Hexylrcsorcinol . 0.10 

Chlorothymol .. O.OOT7 

Sodium benzoate. 0.20 

Glycerin . 1C.13 

Tragacanth . 1.73 . 

Starch .. 0.07 

Calcium hydroxide. 0.02G4 

Hydrochloric ncid to adjust pH to 5.2 

Linton Cream 

Purafonnnldchyde . 0.1 

Triethunohnninc . 0.9 

Potassium carbonate. 0.2 

Paraflin . 2.0 

Stearic acid. 22.0 

Linton .Telly 

Lactic acid. 1.5 

Boric ncid. 4.0 

Glycerin . 7.7 

Starch . 8.0 

Gum karnyn. 1.33 

Loropbyn 

Phcnylmercurjc ucetute. 0.05 

PoiyetbylcDo glycol of monoisooctylphonyl other 0.3 

Sodium borate Cl. S. P. 3.0 

Mcthyl-p-hydroxybenzoate . 0.05 

Gum tragacanth.rT.. l.S 

Purified Irish moss. 1.2 

Glycerin . 8.0 

Murvosun Cremo 

Paraformaldehyde . 0.1 

Methyl-p-hydroxybenzoate . 0.1 

Propyl-p-hydroxyhcnzoute . 0.1 

Sodium olcate. 0.5 

Gls'ccrin ... 0.3 

Stearic acid... 29.8 

Propylene glycol. 3.1 

Triethanolamine .. 1.90 

Mnn'osnn Jolly 

Lactic acid...... l.f; 

Oxyquinoline sulfate. 0.2 

Aininoacetic acid. 0.1 

McthyLp-hydro.xybenzoate . 0.1 

Propybp-hydroxybenzoutc . 0.1 

Boric ncid. 1.0 

Glycerin . 2n.o 

Tragacanth . 0.9 

Carob gum. 2.25 

Starch . 5.35 

3Iedl-Phragm 

Trio.xyethylenc . 0.1 

Lactic acid. OA 

Methyl-yhydroxYbcnzoiA-Ui 0.2 

Algin ... J 

Corn .. 0 

Glyccjin . 10-0 

Pcctimmi X. F... 0,5 

Sodium hydroxide. 0.2'j 
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Jlctakol 


• Sodium lauryl sulfate. 0 2 

Nonafflycol monolaurate.l!o 

Glyceryl monoricinoleatc.l o 

Boric acid. s'q 

Glycerin .7!o 

Gum tragacanth.2^0 

Gum karaya.l!o 

, Gum arable.0.5 


Veritas Kreme 


Paraformnldehvde . 


Methyl-p-hydro.xybenzoate . 

Propyl-p-hydroxybonzonte . 

Propylene glycol . 

Tricthanolnminc . 


Sodium oleate . 


Stearic acid . <ii)S 

Glycerin . . . i- ? 


Slufax * 


■ Phenylmcrcuric acetate. 0.02 

Propylene glycol. -12.0 

Polyoxyalkylenc sorbitan monooleate.. 0.3 

Lactic acid. 0 3 

-pH ■1.4-4.0 

Obegyne 

Lactic acid. 1.5 

Oxyquinoline sulphate.i. 0.05 

Nonaetbylene glycol monolaurate. 3.0 

Butyl-p-hydroxybcnzoate . 0.02 

Glycerin . 7,0 

Tragacanth ... 2.0 

Karaya . ■ 3.0 

Acacia .'. 0.5 

Ortbo-Cremo 

Eicinolcic acid.. 0.75 

Boric acid. 2.0 

Cetyl alcohol... 0.5 

Sodium iauri'l sulfate. 0.28 

Triethanolamine . 0.25 

Glycerin . 8.0 

Stearic acid. 24.0 

Ortho-Gynol 

Ricinoleic acid.'. 0.75 

Boric acid.1. 3.0 

Oxyquinoiine sulfate.0.025 

Propyl-p-hydroxybenzoatc . 0.05 

Glycerin .. 5.0 

Acacia . 2.0 

Tragacanth . 3.0 

Oxy-Zoin 

Lactic acid. 0.1 ' 

Oxyquinoline sulfate. 0.025 

Boric acid.i. 3.0 

n-Butyl-p-hydroxyhcnroate . 0.05 

Glycerin . 5.0 

Tragacanth .■ 3.0 

Acacia .. 2.0 

Eamses 

Dodccaothylene glycol monolaurato....'.'. 5.0 

Boric acid as borate buffer PH 7.8. 1.0 

Alcohol . 5.0 

Butyl-p-hydroxybenzoate . 0.02 

Carboxymetbyl cellulose. 2.6 

Glycerin . 7.0 


Verithol 

Lactic acid .:. 

Aminoncetic acid . 

O.xyquinoline sulfate. 

Jlethyl-p-hydroxybenzoate 

Propyl-p-hs’droxybenzoate 

Boric acid . 

Glycerin . 

Tragacanth . 

Carob gum . 

Starch . 

IVarner Creme 

Chlorthymol . 

Lactic acid . 

Oxyquinoline sulfate. 

Boric acid . 

Geiatin . 

Glycerin . 

Karaya gum . 

Starch . 


1.5 

0.1 

0.2 

0.1 

0.1 

1.0 

20.0 

0.9 

2.25 

5.35 


0.09 

0.35 

0.03 

2.71 

0.80 

22.90 

0.80 

5.10 


Zylaetie 


Lactic acid . 0.2 

Oxyquinoline suifate. 0.23 

Propyl-p-hydroxybenzoic acid . 0.09 

Boric acid . 3.0 

Glycerin . 10.0 

Algin . 1.0 

Methyl cellulose . 1.5 


2. For the following products the manufacturers gave quanti¬ 
tative formulas, which appear complete except for the jelly¬ 
forming material: 


Bilco Cream 


Lactic acid ....). 1.4 

Oleic acid . 1.4 

Citric acid . 0.1 

Triethanolamine . 1.4 

Mothyl-p-hydroxybenzoate . 0.075 

Propyl-p-hydroxybcnzoatc ....-. 0.075 

Glyceryl monostcarate base... 


Bilco Jelly 

Lactic acid. 1.0 

Boric acid.t. 4.0 

Mcthyl-p-hydroxybenzoate . 0.075 

Propyl-p-hydroxybcnzonto . 0.075 

.Vegetable gum base. 


Sanitfi Jelly 

Ricinoleic acid... 0.7 

Lactic acid... 1.0 

G.xyquinolino sulfate. 0.05 

Boric acid. 3.0 

Butyl-p-hydroxybenzoate . 0.05 

Glycerin . 10.0 

Acacia powder. 2.0 

Tragacanth ribbon. 2.76 


Servex 

Sodium phcnylmereuric nitrate. 

Lactic acid. 

Sodium biborate.. 

Boric acid. 

Benzoic acid. 

Cocoanut oil soap. 

Gum Visco E . 


-O.OIGI 

0.85 

0.583 

0.85 

O.IOG 

1.27 

■G.52 


Stillman's Medicated Jell 

Lactic acid. 

Oxyquinoline sulfate. 

Methyl-p-hydro.xybenzoate K. P. 

Boric acid. 

Gum tragacanth. 

Starch (corn). 

Glycerin . 


1.0 

0.1 

0.05 

1.13 

0.0 

5.G3 

54.12 


Vagagill 

Phenylmcrcuric nitrate 

Phenol .. 

O.xyquinoline suitato.. 

'. Boric-acid. 

Sodium borate. 

Locust bean gum. 

Tragacanth . 

Glycerin . 


0.02 

0.236 

0.087 

1.G3 

0.025 

1.0 

2.25 

32.0 


. V. A. Jelly 



. 1.0 


. 0.1 


. 2.0 


. 2.4 

Propylene glycol. 



* Murax is advertised for cervicitis and vaginitis, not as a spermicide. 


La Savoy Jelly 

Lactic acid. 4.15 

Chlorothymol .;.. 0.01 

O.xyquinoline sulfate. O.OC 

Boric acid. 0.20 

Butyl-p-hydroxybenzoic acid. 0.02 

Glycerin . C3.0 

Tragacanth and glycorite of starcli. 

Lygel Jelly 

Bcnzalkonium chloride. 0.1 

p-tert. amylhydroxy benzene. 0.05 

p-Chloro-m-dimethylhydro.xy benzene. 0.05 

Luetic acid. 0.25 

Glycerol . 15.0 

Gum tragacanth and pectin.... 3.5 


3. Partial formulas were furnished by the manufacturers for 
the following: 


Nixon Creme t % 

Phcnylmereuric borate. 0.0175 

O.xyquinoline sulphate.?.. 0.08 

Triethanolamine . 


Propylene glycol monostearatc, 

Stearic acid. 

Glycerin . 


Prentif 

Hcxylrcsoreinol . 

Glycerin . 

Tragacanth . 

Tartaric and citric acids sodium tartrate sodium 

citrate . 

Methyl-p-hydroxybenzoato . 


Uni-Cream 1 

Phenylmcrcuric acetate.. 

O.xyquinoline benzoate. 

Boric acid..— 

(in emulsion of stearic acid, cctyl alcohol, 
glyceric, perfume and deionized water) 


0 . 02 % 

0 . 02 , 

2.0 


f Formula copied from tube. No reply was received to a letter asking 
permission to jiublish tt more complete formula. 
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4. For the following products, the available information was 
limited to the "active irtgredients"; 


Boro-PlicnO'Form t 
Zinc iihcDoIsulphonftto 
Iloxflrnethj'Ionnmlno 
Zinc sulphate 
SaHcyJIc ucld 
Boric acid 
Quinine sulphate 
Cinchona bark red 

Ccrtanc Cream § 

Bodlum suUo dioctyl succlnnto 
Chlorthyinol 

(In n specially prepared stearate 
base) 


Glyeutbymenol J 
Lactic acid 
Zinc sulfate 
Sodium benzoate 
(in a jrlycerinated liase uronm- 
tlzcd with cucalyptol, thymol, 
menthol, methyl salicylate) 


Locorol} 

Potassium oxyguinollne .sulphate 
Boric, acetic, and tartaric adds 
Glycerin 

(ln*n vegetable gum base) 


The Dermo Company 

C\siL Protective Skin Creme —suspension of colJoidnl silicate and 
casein tn soap, intended to serve as an industrial protective skin cream 
by coating the skin with an invisible film which is resistant to oils, dirt, 
grease, paint, pigments, and other industrial irritants. (Can: 5 lb.) 

Luzier's Incorporated 

Luzif.r's Nail Enamel —A clear or opaque pigmented lacquer con¬ 
taining a sulfonamide resin, nitrocellulose in acetate, a plasticizer, and 
alcohol solvent, intended to enhance the color of the nails. (Bottle; ^ oz.) 

Luzier’s Suntan Lotion—A light reddish-tan liquid emulsion consisting 
of a vegetable oil, cetyl alcohol, distilled water, ammonium lauryl sulphate, 
perlumcy coloring, and digalloyl trioleate compound as a screening agent. 
The lotion is intended to protect the skin from the erythemogenic rays 
of the sun and to permit tanning. (Bottle: 4 fl. oz.) 


Contra (Sutllft & Case) 
Lactic acid and boric acid 
(In a glycerinutcd base) 


FIdeUty § 

Ricinolclc acid 
Lactic acid 
Resorcinol 
Boric acid 

(In a special water soluble co- 
hc-slve base) 


Pcnctrox t 

Phenylmercurlc borate 
Luetic acid 

O.YyquInoJiDc sulphate 
Boric ucid 

(glycerin, karaya gum, rose oil 
perfume, Imume syrup) 

Safox t 
Lactic acid 

Oxy’Quinoline benzoate 
Resorcinol • 

Boric acid 

Glycerin 

Tragacantb 


Marrow’s, Incorporated 

Mar-O-Oil Regular Shampoo—A perfumed colored liquid nonfoaming 
shampoo, containing a sulfated vegetable oil, a fatty acid, mineral oil, 
and a preservative, intended to cleanse the hair and scalp. (Bottle: 6, 
14, and 32 oz.) 

Mar-O-Oil Super Foamy Shampoo—A perfumed colored liquid foaming 
shampoo, containing organic and inorganic salts of sulfated fatty acids, 
intended to cleanse the hair and scalp. (Bottle: 6, 14, and 32 oz.) 

Materna Products, Incorporated 

Materna Cream—A firm white cream containing cocoa butter, lanolin, 
and boric acid in an emollient base, intended to soften and lubricate the 
skin. (Jar: 3 oz.) 


Gclacremo t 

Lactic add and boric acid 
(In a buITcrcd stearic acid emul¬ 
sion base) 


Special Formula M3 1 
Luetic ucid 
Boric ucid 
Glycerin 
Tragacanth 


Maternity Cosmetics 

Marion Phillips Soap —A blue-green tallow and cocoanut oil perfumed 
soap, superfatted with lanolin, intended to cleanse the skin when a bland 
soap is desired. (Cake: 83 gm.) 


Goiakta t 
Lactic add 
Boric add 


Unl-Jcl t 

'i’rioxyinetbyJcDC 0 . 01 % 
Sodium olcatc 0.07% 


Gdaquln t Volpar Paste 

Lactic add Phcnyhncrcuric acetate 0.03% 

Oxyaulnollne benzoate 
Boric acid 


\ Ponnuln copied from lube. No reply was reedved to a letter asking 
permission to publish a more complete formula. 

§ Formula copied from tube. Perinlss/OD to pubi/sh a more complete 
formula was refused. 


5. No inforrriation regarding ingredients was available for 
Femogene or Vajon. 


COMMITTEE ON COSMETICS 


The following products have been accepted as conforming to 
the Rules of the Committee on Cosmetics. A copy of the rules 
on which the Committee bases its action wilt be sent on 
application. I-. Stormont, M.D., Secretary. 


John H. Brcclf, Incorporafcd 

^ Breck Bary Lavo —A heavy-bodied, light ambcr-colored liquid con¬ 
sisting of a perfumed water solution of a non-caustic organic base soap, 
intended as a skin cleanser and shampoo for babies. (Battle: 4 oz., pint, 
quart, and gallon.) 


McKesson and Robbins, Incorporated 

Tawn Suavino Bowl—A while shaving soap consisting of a cocoanut 
oil. tallow, stearic acid, glycerin, lanolin, and alcohoi, pigment and 
perfume, intended to soften the beard and to facilitate shaving. (Case: 
3'/a 02 .) 

Norlham Warren Corporation 

CuTEx Nail Polish—A clear or opaque and colored, viscous lacquer 
containing a sulfonamide resin, nitrocellulose and plasticizers in alcohol 
and acetate solvents intended to enhance the color of the nails. (Bottle: 
'A fl. oz. and % fi, oz.) 

CuTEx Lipstick —A smooth mixture of oils, waxes, and emollient Sub¬ 
stances together with colors and pigments intended to enhance the color 
of the iips. (Tube: 3.0 or 3,5 gm.) 

CUTEX Pearl Brilliance —An opaque, colored, viscous lacquer con¬ 
taining natural pearl essence, a sulfonamide resin, nitrocellulose, and 
plasticizers in alcohol and acetate solvents intended to enhance the color 
of the nails. (Bottle: fi. oz. and % fi. oz.) 

CuTEx Oily Cuticle Remover— A slightly perfumed dilute potassium 
hydroxide solution containing soluble oil and propylene glycol intended 
to soften the cuticle and permit its removal by gentle rubbing. (Bottle: 
0.5 fl. oz.) 

CuTEx Lotion Polish Remover—A mixture of solvents containing 
natural oil and lanolin intended to remove nail polish from the nails 
(Bottle: 2.90 fi. oz.) 

Revlon Products Corporation 

Revlon Lipstick —A hypoallergenic, firm, waxy mixture, containing 
lanolin, various waxes, oils, colors, and perfume, intended to enhance the 
color of the lips. (Tube: 49i gm.) 

Revlon Aquamarine Lotion —A hypoaiiergenic aquamarine-colored and 
scented emulsion containing lanolin derivatives and oils, for relieving dry¬ 
ness of the skin. (Bottle: S and 16 oz.) 

Revlon Face Powder—A hypoallergenic, finely pulverized scented 
powder, consisting essentially of talc, zinc stearate, and pigments, intended 
to reduce the shine of the skin on the face. (Box: 2 and 3 oz.) 


Consolidated Royal Chemical Corporation 
Krank’s Brush Lather Shave—A lightly perfumed while cream con¬ 
sisting of fatty acids, sodium and potassium hydroxide, a surface active 
agent, glycerin, boric acid, and stabilizers, intended to soften the beard 
and facilitate shaving. (Tubes: 2 and 4'/z oz. Jars: 8 and 16 oz.) 

Krank's Brushless Shave Kreem —A lightly perfumed white cream 
consisting of stearic acid, petroialum, lanolin, a surface-active agent, 
glycerin, and potassium hydroxide, intended to soften the beard and 
facilitate shaving, (Tubes: I'/z and 4Vs oz. Jars: 8 and 16 oz.) 

Co.smctIc Laboratories, Incon’oralcd 
Beauty Counselor's Compact Powder—A very fine compressed powder 
mixture of talc, chalk, and kaolin pigmented with oxides, intended to give 
a smooth appearance to the skin and enhance its color. (Plastic case: 
35 oz.) 

Beauty Counselor's Dry Rouge—A compressed cake of fine mineral 
ingredients with certified organic and inorganic pigments. Intended to 
enhance the n.aiuml color of the cheeks. (Plastic case: 35 gm.) 

Bn,vuTY Counselor's Lipstick—A solid waxy mass consisting of certi¬ 
fied colors, waxes, and vegetable and mineral oils. Inlcnded to stain, 
cover, and color the lips, (Tube: 4.1 gm., 3.3 gm., and 3,0 gm.) 

Beauty Counseior's Mascara —A solid waxy cake containing essentially 
waxes, alkanol amine soaps, pigmcnls, and a tack producing agent. 
'Readily applicable with water and brush. Intended to enhance the color 
of hishcs and brows. (Plastic case: 3 gm.) 


Richard Hudnut Company 
Richard Hudnut Home Permanent 

Creme Waving Lotion—A pink opaque perfumed solution of ammonium 
thioglycoHate, containing a surface-active agent and an opacifier. (Bollle: 
4 fi. oz.) 

Neutralizer—A pink powder composed chiefly of potassium bromale. 
Intended to be used at specified intervals to arrest the chemical action of 
the waving solution. (Package: 0.5 av. oz.) 

TIic Toni Company 

Permaeix —-A white powder, composed of sodium perborate and sodium 
hexametaphosphale, which forms a translucent solution when dissolved in 
water. Intended to be used at specified time intervals to arrest the 
chemical action of the waving solution. (Package: 5.2 and 5.8 gm.) 

Texas Pharmacal Company 

Allercreme Body Lotion—a hypoallergenic, thick white liquid, per¬ 
fumed or unperfumed emulsion of the oil-in-waler type conlaining lanohn 
derivatives, petrolatum, a stearate, an alcohol, a surface-active agent and 
water, inlcnded as a skin emollient. (Bottle: 8 (1. oz.) 

Vanpett and Brovin, Incorporated 

VB Lotion—A pink-colored, perfumed liquid emulsion conshiing of 
quince seed, stearic acid, a surface-active agent, an alcohol, woo! fal, a 
demulcent, coloring agents, and a prescrvalivc, intended to soften and to 
protect the skin. (Bottles: 3 fi. oz. and t gal.) 
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ANNUAL CONGRESS ON MEDICAL 
EDUCATION AND LICENSURE 

Elsewhere in this issue appears the program for the 
Forty-Eighth Annual Congress on Medical Education 
and Licensure, to be held at the Palmer House, Chicago, 
•Feb. 10-12, under the sponsorship of the Council on 
Medical Education and Hospitals. 

. This year’s program provides an unusual variety of 
papers and discussions on subjects of general and current 
importance in medical education. Of particularly wide 
interest will be the presentation by the director of the 
newly organized National Science Foundation of the 
foundation’s program and plans. With the growing inter¬ 
est in the preceptorship as a part of the medical school 
curriculum, the panel on the place of the preceptorship 
in undergraduate medical education should provoke dis- 
''ussion of the value of this'educational method. 

The distribution of physicians will be analyzed in a 
eport of a study of graduates of all American medical 
schools over a span of 25 years. 

' With regional plans for medical education receiving 
increasing attention in many parts of the country, the 
report of the experiences of the Southern Regional Pro¬ 
gram initiated four years ago will be helpful to many. 

Graduate medical education will be considered by two 
panels, one discussing the standards for the approval of 
residency training programs, the other the problem of the 
internship and residency as related to medical licensure. 
The subject of medical education in other countries will 
be represented this year by a paper outlining plans for 
an international conference on medical education and by 
a report on American students in foreign medical schools. 

The congress is an open meeting, at which physicians 
and others interested in medical education are welcome. 
Reservations should be made with, the hotel at the earli¬ 
est possible date. 


1 . Topley, W. W. C., and Wilson. G. S.: Principles of Bacteriology and 
Immunity, Ed. 2, Baltimore, William Wood & Company, 1936, pp. 493- 
503. 

2. Woodward, H., and Clark, K.: A Case of Infection.in Man by the 
Bacterium Prodigiosum, Lancet 1:314, 1913. 

3. Rosahn, ‘ P., and Hu, C.: Pathogenicity of Serratia Marceccens 
(Ba''illus Prodigiosus), Proc. Soc. Exper. Biol. & Med. 30: 1326, 1933. 

4 Black M. E., and Shahan, J.: Bacillus Violaceus Infection in a 
Human Being, J. A. M. A. 110: 1270 (ApriM6) 193S. ^ . 

5. Aronson, J. D., and Alderman, I.: The Occurrence and Bacterio¬ 
logical. Characteristics of S. Marcescens from a Case of Meningitis, 

J.^Bact. 46:261 (Sept.) 1943. j tt - ' 

I 6. Schattenberg, H.; and Harris, W. H.: A Definite and Unique 
Occurrence of Rapidly Fatal Infection Caused by Bacillus Violaceus 
Manilae, J. A. M. A. 117 : 2069 (Dec. 13) 1941. ^ ^ 

7. Wheat, R. R.; Zuckernian, A., and Rantz, L. A.*. Infection Due to 
• Chromobactefia: Report of Eleven Cases. A. M. A. Arch. Int. Med. 
88 : 461 (Oct.) 1951. 


INFECTION DUE TO CHROMOBACTERIA 

Chromobacteria are non-spore-forming, aerobic 
bacilli,, motile and usually gram-negative. They were 
considered saprophytic organisms of a rather ubiquitous 
distribution. They grow readily on ordinary mediums 
and produce pigment that develops only in the presence 
of oxygen and is most abundant on the primary culture. 
According to Topley and Wilson,^ the chief member of 
the group producing a violet pigment is Chromobacte¬ 
rium violaceum, that of the group producing pink and 
red pigment is Chromobacterium prodigiosum (Serratia 
marcescens), and that of the group producing yellow or 
orange pigment is Chromobacterium aquatilis. Chromo- 
bacterium prodigiosum was first demonstrated by Bar¬ 
tolomeo Bizio in-1823 as a cause of “bleeding polenta.” 
He considered the causative organism a fungus and gave 
it the name Serratia marcescens. / 

Woodward and Clark,- in 1913, reported the first 
human infection in a patient with chronic, nonfatal pul¬ 
monary disease. The sputum of the patient was not 
bloody but contained organisms which on culture proved 
to be red-pigmented gram-negative bacilli. Rosahn and 
Hu" demonstrated the pathogenicity of several strains 
of chromobacteria in various animals. Black and Shahan' 
reported diffuse skin lesions and enlarged inguinal lymph 
nodes in a boy 6 years old. Smears from the lesions 
showed a slender, gram-negative bacillus which on agar 
cultures, produced deep violet colonies. The pigment was 
slightly soluble in water and quite soluble in alcohol. 
Aronson and AWerman ® recovered from the spinal fluid 
of a patient with cerebral spinal meningitis an organism 
that presented tlie cultural and biochemical character¬ 
istics of Serratia marcescens. The culture was patho¬ 
genic for mice, rats, rabbits, hamsters, and turtles and 
produced a labile hemolysin. Cultures of this organism 
showed variations in colonial characteristics and in the 
produdtion of pigment. Schattenberg and Harris ® de¬ 
scribed in 1941 a^ fulminant, fatal infection caused by 
Chrombbacterium violaceum in man. This patient had 
septicemia. The micro-organisms were recovered post 
mortem from various visceral lesions. 

Wheat and associates ■ report, in a recent communica¬ 
tion, 11 cases of infection by chromobactdria observed 
during a period of six months. The infection in these 
patients was recognized and the organism first recovered 
after some type of urinary tract manipulation, such as 
catheterization, cystoscopy, and genitourinary surgical 
treatment. In all cases the organism was present in the 
urine in large numbers, and in two cases it was recovered 
from the blood. Fatal endocarditis developed in one of 
the patients. The organism in these cases was probably 
introduced by the instrumentation of the urinary tract. 
The antibiotics had no effect on the chromobacteria 
either in vitro or in vivo. The authors felt that the use 
of multiple antibiotics, which eliminated all the usual 
organisms responsible for infection of genitourinary or¬ 
gans, permitted the ready implantation of the highly 
antibiotic-resistant and sulfonamide-resistant Chromo¬ 
bacterium. It seems likely that the usually saprophytic 
bacterium may become pathogenic as the result, at least 
in part, of the increased use of antimicrobial agents. 
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EMERGENCY WOODEN RESPIRATORS 

On Nov. 30 Popular Mechanics magazine, in cooper¬ 
ation with the U. S. Junior Chamber of Commerce, 
launched a campaign to place in every community in the 
country an inexpensive wooden respirator for the emer¬ 
gency treatment of patients with poliomyelitis. These 
respirators are to be constructed by local craftsmen or 
manual training classes, from material available in ordi¬ 
nary lumber yards, hardware stores, and garages or ma¬ 
chine shops, and from plans made available by Popular 
Mechanics. The respirators are patterned after the one 
described in the Feb. 17, 1951, issue of The Journal 
and in a descriptive pamphlet, obtainable from the Coun¬ 
cil on Physical Medicine and Rehabilitation of the 
American Medical Association. Because of its low cost, 
the emergency unit is expected to be within the reach of 
communities that cannot afford a conventional “iron 
lung.” It is not, however, intended as a substitute for the 
conventional respirator, since it lacks the efficiency and 
durability of the latter. It is to be used only as a temporary 
emergency aid until a standard respirator can be 
obtained. Since the National Foundation for Infantile 
Paralysis can fly a standard respirator to any part of the 
country within a matter of hours, there should be no need 
for prolonged use of the emergency units. The sponsors 
of the plan feel, however, that in an emergency the instant 
availability of a respirator may be life-saving. 

This is a humanitarian enterprise for which Popular 
Mechanics and the Junior Chamber of Commerce are 
to be commended. Great caution must be urged, how¬ 
ever, in the execution of such a plan. Wooden respirators 
of this type that are properly constructed and properly 
supervised in use are effective and safe for short-term 
operation. Poorly constructed and operated by inexperi¬ 
enced personnel, they may be completely ineffective and 
their use might conceivably delay the institution of ade¬ 
quate therapy to the point of danger or even fatality. The 
following precautions are essential to the safe use of these 
respirators; 1. They must be built by an exceptionally 
good mechanic. Units built by semi-skilled local car¬ 
penters and tinsmiths may not be adequate in an emer¬ 
gency. 2. Their use should be supervised by personnel 
familiar with both the mechanical and the medical as¬ 
pects of respirator operation and capable of coping in¬ 
stantaneously with mechanical breakdown. 3. They 
should be tested by qualified persons before being put into 
emergency operation and at three to four week intervals 
as long as the apparatus remains idle. Airtightness, de¬ 
gree of vacuum’ obtainable, rate of alternation of pres¬ 
sures, and mechanical readiness should be checked regu¬ 
larly as well as the integrity of the rubber gaskets during 
storage. The machine should be capable of developing 
negative pressures of 10 to 20 cm. of water and should 
complete 12 to 20 cycles of alternate negative and posi¬ 
tive pressures per minute, 4. The homemade respirator 
should not be expected to stand long periods of continu¬ 
ous operation or to serve as a true substitute for a com¬ 
mercial unit. These precautions should be observed by 
all who participate in the program. 
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HAZARDS OF MULTIVITAMIN THERAPY IN 
UNDIAGNOSED PERNICIOUS ANEMIA 

The danger of masking pernicious anemia through 
the use of folic acid-containing proprietary vitamin prepa¬ 
rations is emphasized in a recent report by Conley arid 
Krevans.^ These authors state that, at the Johns Hopkins 
Hospital, the diagnosis of pernicious anemia was estab¬ 
lished in 58 patients during the five year period prior to 
1950. In eight of these patients the blood values were es¬ 
sentially normal at the time the diagnosis was made. In 
only one patient, however, was the absence of anemia not 
explained. In the other seven patients, anemia was known 
to have been present prior to admission and there was a 
definite history of treatment with folic acid, liver extracts, 
or blood transfusions. 

In the same hospital during the year 1950, of 10 pa¬ 
tients with previously unrecognized pernicious anemia, 
5 had essentially normal blood values on admission, and 
the patients complained only of neurological symptoms. 
In two patients history of soreness of the tongue was elici¬ 
ted, and, in all five, achlorhydria following histamine in¬ 
jection was demonstrated. Therapy with parenterally 
administered vitamin Bjj improved the neurological 
manifestations in all five patients. Further inquiry re¬ 
vealed that these patients had been taking multivitamin 
preparations before admission. It was possible to identify 
the particular preparation used by four of the patients, 
and, in each case, the folic acid content was found ade¬ 
quate to produce a hematological remission in patients 
with pernicious anemia. A survey showed that, despite 
the relatively limited occurrence of folic acid deficiency 
states, more than 80 of the widely available proprietary 
vitamin preparations contained folic acid and in most of 
these the recommended dose provided for at least 5 mg. 
of folic acid daily, a dose sufficient to maintain a pro¬ 
longed hematological remission in patients with perni¬ 
cious anernia. In such patients, however, progressive and 
severe subacute combined degeneration may develop 
while the blood picture remains normal. Incorpora¬ 
tion of small amounts of vitamin B,, in multivitamin 
preparations will not prevent these neurological manifes¬ 
tations, since this vitamin is poorly absorbed by the 
gastrointestinal tract in patients with pernicious anemia. 

Conley and Krevans stress the hazard of administering 
folic acid-eontaining vitamin preparations to patients 
whose symptoms might be attributable to pernicious 
anemia. Furthermore, in view of the widespread and 
often promiscuous use of such preparations, these in¬ 
vestigators recommend that patients with neurological 
manifestationsof subacute combined degeneration should 
be regarded as having pernicious anemia, even though the 
blood findings are normal, and should receive intensive 
therapy with parenterally administered B,, or purified 
liver extract. 


1. Cline, G. M.; Dolley, H. O.. and Osbom. R. C.: Emcrpcncy Wooden 
Respiraior, J.A.M.A. 145:485 (Feb. 17) 1951. 

1. Conley, C. L., and Krevans. J. R.: Development ot Neurologic 
Manifestations of Pernicious Anemia During Multivitamin Therapy, New 
England J. Med. S4.',:529 (Oct. 4) 1951. 
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THE PRESIDENT’S PAGE 


A MONTHLY MESSAGE 


Industrial workers are the backbone of America’s labor force. 
Without their tremendous productive capacity our country could 
not have won World War II. As we rebuild our military strength 
in an effort to keep the “Cold War” cold, it is again their skillful, 
hands which are turning out the weapons for defense. Unfor¬ 
tunately, many of our leaders say that our most crucial defense 
shortage is in skilled workers. Expanding industries are in need 
of an increasing number of trained men and women, but they- 
are not always available to fill the need. It is therefore even 
more important now than in “normal” times for our profession 
’. to concern itself with improving industrial health through pre- 
. vention of sickness, prompt treatment of disease, and speedy 
rehabilitation of those who are injured. 

The American Medical Association has had a Council on 
Industrial Health since 1937. I would like to tell you something 
of what this Council is trying to do to keep American workers 
healthy and on the job and how you, as an individual physician, 
can help in this effort. The Council’s activities are aimed in 
two directions. Some are intended to assist 
the profession to develop and maintain high 
•standards of medical care in industry. 

Others are intended <to interest labor and 
management in good health programs for 
the worker. 

The Council foresees an increasing em- 
hasis on the preventive aspects of medicine 
and believes that a goodly proportion of this 
activity will be carried out by industrial 
physicians, who are in an excellent posi- 
. tion to spot disease early through their ex- 
. amination programs for workers. The Coun¬ 
cil'also foresees an increasing demand for 
industrial health programs by both manage¬ 
ment and labor. It therefore feels that the 
medical profession must be prepared to 
• meet the need for more industrial physi¬ 
cians. To that end, the Council has worked 
with the A. M. A.’s Council on Medical 
Education and Hospitals to encourage U. S. 
medical schools to place more emphasis on industrial medicine 
at the undergraduate level and to offer refresher courses for 
practicing physicians. It has attempted particularly to encourage 
general practitioners to avail themselves of such industrial medi¬ 
cine courses, because many of them handle industrial cases for 
plants where a full-time physician is not employed by the 
company. 

In an effort to provide authentic information for industrial 
physicians who are already in practice and thus assist them in 
maintaining a high level of professional care, the Council con¬ 
ducts studies in the field and publishes reports in The Journal 
or in pamphlet form. It has information on such topics as noise 
in industry, environmental hygiene, health problems of women 
in industry, workmen’s compensation, and rehabilitation of the 
industrial worker. It also publishes reports on the relationship 
between the industrial physician and the employer, the physician 
and the worker, the physician and the community, and the 
industrial physician and his fellow practitioners. 

Soon the Council will undertake a new study made necessary 
by rearmament. It will survey all heavy defense areas in the 


country to determine whether there are enough doctors to care 
adequately for the increased population attracted to the com¬ 
munity by the defense work. If it finds industrial areas that are 
short of physicians, it will inform the A. M. A.’s National Place¬ 
ment Service and state medical association placement bureaus, 
whose function it is to encourage physicians to settle in areas 
that are somewhat short of doctors. 

One of the biggest tasks of the Council has been its effort to 
convince management-and labor of the importance of preven¬ 
tive medicine programs in industry in addition to activities di¬ 
rected toward cure of disease. It has strongly supported the 
establishment of safe working conditions for employees, safety 
education among workmen, general health education for em¬ 
ployees through such means as plant publications, films, and 
posters, and establishment of programs of physical examinations, 
both at the beginning of employment and at periodic intervals 
thereafter. In supporting these preventive programs, the Council 
works closely with many other agencies, including the National 
Safety Council and the U. S. Department 
of Labor. 

Every year this important A. M. A. 
Council sponsors a National Congress on 
Industrial Health. The .1952 meeting is 
scheduled for Jan. 18 and.l9 in the great 
industrial center of Pittsburgh. This meet¬ 
ing will draw a large attendance from man¬ 
agement, labor, governmental agencies, and 
the medical profession. It is open to all 
physicians interested in industrial health. In 
past years this conference, which is held in 
industrial cities in different areas of the 
country, has served as a potent educational 
medium for advancing sound health pro¬ 
grams for workers. 

An unusual feature of this year’s con¬ 
ference will be a program devoted entirely 
to the topic “Occupation Housewife.” 
Speakers will discuss the problems of the 
homemaker who also carries an outside 
job, the responsibility of the homemaker for the health of her 
worker-husband, problems of the physically-handicapped house¬ 
wife, safety in the home, and similar topics. 

This is but a brief review of the Council’s program for im¬ 
proving industrial health. How can the individual physician 
help? He can take a personal interest in this field. He can write 
for the information available from the Council on Industrial 
Health and study other literature in the field, so that he will be 
more cognizant of the health problems of the industrial worker. 
Then he can consult with leaders of industries and of unions in 
his community and interest them in sound preventive medicine 
programs. Through increasing his professional knowledge of in¬ 
dustrial medicine and then spearheading improved health pro¬ 
grams in local industries he can be a real leader in bettering 
the health standards of the American worker. Through such 
cooperative effort, too, staunch friendships will be formed with 
both management and labor. 

Industrial health is a field with a future. It deserves our 

attention and our effort. 

John W. Cline, M.D., San Francisco. 
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ORGANIZATION SECTION 


FORTY-EIGHTH ANNUAL CONGRESS 
ON MEDICAL EDUCATION 
AND LICENSURE 

Palmer House, Chicago, Feb. 10-12, 1952 

TENTATIVE PROGRAM 

Advisory Board for Medical Spcciallics 

Sunday Morning, Feb. 10, 9:30 a, m.-I2:30 p. m. 
Crystal Room 

Round Table Discussion: Standards for the Approval of Resi¬ 
dency Training Programs 

a. Methods ot Approval 

b. The Standpoint of the Teaching Hospital 

c. The Standpoint of the Medical School 

d. The Standpoint of the Specialty Boards 
Participants to be announced 

Council on Medical Education and Hospitals 
American Medical Association 

Monday, Feb. II, 10:00 a. m. 

Red Lacquer Room 
H. G. Weiskotten, M.D., Presiding 

Medical Education,and the World Medical Association 

Louis H. Bauer, M.D., Secretary General, The World 
Medical Association. 

American Student's in Foreign Medical Schools 

Francis R. Manlove, M.D., Associate Secretary, Council 
on Medical Education and Hospitals, American Medical 
Association. 

The Program of the National Science Foundation in Relation to 
Research and Education in the Sciences 
Alan T, Waterman, Ph.D., Director, National Science 
Foundation. 

Panel Discussion: the Place of the Preceptorship in Under¬ 
graduate Medical Education 

Franklin D. Murphy, M.D., Chancellor, University of 
Kansas, Moderator 

Participants to be announced 

Monday, Feb. 11, 2:15 p. m. 

Harvey B. Stone, M.D., Presiding 

Chairman’s Address: A Study of Factors Relating to the Dis¬ 
tribution of Physicians 

H. G. Weiskotten, M.D., Chairman, Council on Medical 
Education and Hospitals, American Medical Association 
Toward a Regional Program in Medical Education 

William J. McGlothlin, Consultant for Professional 
Programs, Board of Control for Southern Regional 
Education 

Western Regional Cooperation in Higher Education 

Ward Darley, M.D., Vice President of the University and 
Dean of the Department of Medicine, University of 
Colorado 

Some Basic Principles in Postgraduate Education 

George Aaga.ard, M.D., Dean, Southwestern Medical 
School of the University of Texas 
National Fund for Medical Education 

Chase Mellen Jr., Executive Director, National fund 
for Medical Education 
American Medical Education Foundation 

Donald G. Anderson, M.D., Secretary-Treasurer, Ameri¬ 
can Medical Education Foundation 


Monday, 5:00 p. m. 

Room 14 

Reception for Registrants of the Congress by the 
American Medical Association 

The Federation of State Medical Boards of the United States 
Monday, Feb. 11, 7:00 p. m. 

Crystal Room 
Federation Dinner 

Charles L, Shafer, M.D., President, Toastmaster 

A Story of Thirty-Seven Years of Service as a Stale Board 
Secretary 

Adam P. Leighton, M.D., Secretary, Maine State Board 
of Registration of Medicine 

Address 

John W. Cline, M.D., President, American Medical 
Association. 

Tuesday, Feb. 12, 9:00 a. m. 

Red Lacquer Room 
Charles L. Shafer, M.D., Presiding 

The Role of a State Board Today 

Charles L. Shafer, M.D., Chairman, Pennsylvania Board 
of Medical Education and Licensure. 

Narcotic Control by Physicians 

Harry L. Anslinger, Commissioner, and Alfred L. 
Tennyson, Chief Counsel, Department of Narcotics, 
United States Treasury. 

Panel Discussion: Problems of the Internship and Residency as 
Related to Medicai Licensure 

Walter E. Vest, M.D., Chairman, West Virginia State 
Licensing Board, Moderator. 

Victor Johnson, M.D., Director, Mayo Foundation for 
,, Medical Education and Research. 

. , - Charles L. Brown, M.D., Dean, Hahnemann Medical 
•, . .. College and Hospital of Philadelphia 
'' A.'C. Bachmeyer, M.D., University of Chicago 

Bruce Underwood, M.D., Secretary, Kentucky State 
Board of Health 

Elmer W. Schnoor, M.D., President, Michigan Board of 
Registration in Medicine 

Tuesday, 12:30 p. m. 

Crystal Room 
Federation Luncheon 
Charles L. Shafer, M.D., Presiding 

The Modern Medical School: Its Obligations 

Franklin D. Murphy, M.D., Chancellor, University of 
Kansas 

Report of Committee on Resolutions 
Report of Co.mmittee on Nominations 
Unfinished Business 

Introduction of President-Elect, Walter E. Vest, M.D. 
Adiournment 
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CALIFORNIA / 

Society News.~The Los Angeles County Medical Association 
at its annual meeting December 6 elected Dr. Wilbur Bailey 
president, Dr. Eric A. Royston vice-president, and Dr. Paul D. 
Foster secretary-treasurer. 

Forum in Obstetrics and Gynecology.—The Los Angeles Ob¬ 
stetrical and Gynecolbgical Society is sponsoring a forum 
February 8-9 for all interested, licensed physicians. A program 
by prominent authorities in the field of obstetrics and gynecology,, 
including Drs. Jacob P. Greenhill of Chicago, Robert A; Kim¬ 
brough of Philadelphia, Thomas N. A. JefFcoate of Liverpool, 
and Hans Seiye of Montreal, is planned. 

ILLINOIS 

Conference on Physicians and Schools.—On November 15-16 
the First Illinois Conference of Physicians and Schools was held 
on the University of Illinois campus in Urbana. There were 102 
physicians, dentists, nurses, and educators present. This confer¬ 
ence was arranged by the educational committee of the Illinois 
State Medical Society in cooperation with the Illinois State 
Dental Society, the Illinois Department of Public Health, and 
the Illinois Department of Public Instruction. A request was 
made by those in attendance for a subsequent conference. Reso¬ 
lutions were adopted aiming to improve the environment of the 
schools physically, socially, and emotionally, as well as promote 
the health of school children. - ' ■ 

Chicago 

Society Ncws.-^The Institute of Medicine of Chicago announces 
the following officers for 1952: Dr. Henry T. Ricketts, chairman 
of the board of governors; Dr. Vincent J. O’Cbnor, president; 
es R. Blayney, D.D.S., vice-president; Dr^ George H. Cole- 
- 1 , secretary, and Dr. E. Lee Strohl, treasurer. 

. Maddock Succeeds Dr. McNcaly.—Dr. Walter G. Maddock 
nas been appointed chairman of the department of surgery at 
Wesley Memorial Hospital, succeeding Dr. Raymond W. Mc- 
Nealy, who becomes chairman emeritus. Dr. McNealy has 
headed the surgical staff since 1929 and is retiring because of the 
hospital 65 year age limit. Dr. Maddock has been senior attend¬ 
ing surgeon. 

Dr. Hellcbrandf to Head Department.—rDr. Frances A. Helle-i 
brandt of the Medical College of Virginia, Richmond, has as¬ 
sumed duties as professor and head of the department of physical 
medicine and rehabilitation at the University of Illinois College 
of Medicine and chief of the service at the University of Illinois 
Research and Educational Hospitals. She has succeeded Dr. 
H. Worley Kendell, who has resigned as head of the department 
to accept a position as medical director of the Institute of Physi¬ 
cal Medicine and Rehabilitation at Peoria. Dr. Kendell will re¬ 
tain an appointment at the University of Illinois as clinical 
professor of physical medicine and rehabilitation. Dr. Helic- 
brandt formerly held the rank of professor of physical medicine 
and director and chief of the Division of Medical Research of 
the Baruch Center of Physical Medicine and Rehabilitation at 
the Medical College of Virginia, where she had been since 1944. 

INDIANA 

Psychosomatic Forums.—Forums on psychosomatic problems 
are being held on the campus of Indiana University Medical 
Center in Indianapolis the first, Monday of each month.^ The 
January 7 meeting will be on “Age, Sex and Psychodynamics in 
the Eye Injuries of Children (A Statistical Study)” by Drs. 
Theodore F. Schlaegel, Indianapolis, and Philip F. D. Seitz, 

--- ■■ ———a—BP—B*—^ ' * ~ ~ 

Physicians are invited to send to this department items of news of general 
interest, for exampie, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 


Philadelphia. Ralph Reitan, Ph.D., will discuss “Use of Statistics 
in Medical Research.” The February 4 meeting will be on “Iatro¬ 
genesis in Psychosomatic Disorders” presented by Dc Louis )V. 
Nie, Indianapolis. 

IOWA 

Senior Students to Serve Preceptorships.—Seniors in the Stale 
University of Iowa College of Medicine will serve one-month 
preceptorships with private Iowa general practitioners in the 
future as part of their undergraduate medical training. The plan 
is designed to provide medical students the opportunity (1) to 
observe closely and under ideal conditions the activities of a 
private physician in conduct of his practice; .(2) to study care¬ 
fully'the modern methods of medical care as employed in the 
home and in the office by a private general practitioner, Wd (3) 
to observe the close personal relationship of the private physician 
to his patient. The plan, which will probably become effective in 
June, 1952, extends the senior curriculum in the college of 
medicine by one month, although it will not affect the student’s 
graduation date. There will be no increase in tuition fees as a 
result of the plan. 

Iowa’s general practitioners will be asked to volunteer their 
services as preceptors without compensation. Final selections 
will be made by the dean of the college or the executive com¬ 
mittee currently carrying out the dean’s duties, with the aid of 
the college faculty, the Iowa Academy for General Practice, and 
the Iowa State Medical Society. It is hoped that preceptors will 
provide room and board for students assigned to them. In return 
medical students will aid the preceptors in the conduct of their 
practice to the extent permitted by the Iowa Code, receiving no 
payment for .their services. 

massachusett;? 

Honse Officers Evening Lectures.—The House Officers Associa¬ 
tion of the Boston City Hospital announces the following pro¬ 
grams in its evening lecture series in January: 

January 8, Massive Gastrointestinal Hemorrhage, Dr. Claude E. Welch, 
Massachusetts General Hospital, Boston. . 

January JO, Clinical and Epidemiological Aspects of Coxsackie Virus 
Infections, Dr. Pierre Lepine, Pasteur Institute, Paris, France. 
January 15, Arterial Hypertension: An Evaluation of Some Factors 
Which Influence Its Natural History, Eugene B. Ferris, University of 
Cincinnati College of Medicine. 

January 22, Epidemiology of Infectious Hepatitis, Richard B. Capps, 
Northwestern University Medical School, Chicago, 

January 29, Heart Failure, Eugene A. Stead, The Duke University 
School of Medicine, Durham, N. C. 

January 31, Dicumarol, Its Action on Blood Clotting and Its Clinical 
Aspects, Paul A. Owen, University of Oslo (Norway) Medic.al School. 

These programs will be held at 7 p. m. in the New Cheever 
Amphitheatre of the Dowling Building of Boston City Hospital. 

MISSOURI 

County Society Public Lecture.—Dr. Herbert Ratlner, professor 
and chairman of the department of dermatology of Northwest¬ 
ern University Medical School, Chicago, gave the first of the 
1951-1952 Public Health Lecture Series sponsored by the 
Woman’s Auxiliary to the Buchanan County Medical Society 
November 29 in St. Joseph. He spoke on “Skin, a Mirror of 
Your Health.” 

Institute of Experimental Medicine.—The St. Louis University 
School of Medicine recently received a gift of $200,000 as an 
endowment to the department of internal medicine for em¬ 
phasizing research in emphysema. James B. Miller, former 
president of Mines Equipment Company and recipient of the 
1949 Fleur de Lis-Award of the university, has added the sum 
to his half million dollar contribution made at the time of his 
retirement from business. The endowment has rnade^ possible 
the establishment of new and expanded facilities,- including 
laboratories for pulmonary function testing and heart and blooa 
vessel catheterization. The endowment is known as the James 13. 
Miller and Ethel D. Miller Institute of Experimental Medicine. 
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NEBRASKA 

Society News.—At the annual dinner and business meeting of 
the Omaha Mid-West Clinical Society November' 27, Dr. J. 
Harry Murphy, Omaha, was installed as president. Newly 
elected officers include Dr. Herbert H. Davis, Omaha, president¬ 
elect, and Dr. Payson S. Adams, Omaha, director of clinics. Dr. 
Louis E. Moon of Omaha continues as secretary-treasurer. The 
next annual assembly will be held in Omaha October 27-31. 

NEW JERSEY 

Conference on Protein Metabolism.—^The eighth annual con¬ 
ference on protein metabolism, sponsored by the bureau of bi¬ 
ological research of Rutgers University, will be held in New 
Brunswick the afternoon and evening of February 1 and the 
morning of February 2. The tentative program is as follows; 

James H. Leathern, Ph.D., New Brunswick, Relationships Between 
Tiiyroid and Protein Metabolism. 

Jane A. Russell, Ph.D., Atlanta, Actions of Growth Hormone on 
Metabolism of Nitrogen. 

Leo T. Samuels, Ph.D., Salt Lake City, Effeet of Variation in Total 
Protein and Amino Acids of Diet on the Endocrine System, 

Charles D. Kochakian, Ph.D., Oklahoma City, Reialionships Between 
Anabolic Steroids .md Protein Metabolism. 

Frank L. Engel, Durham, N. C., Relationships Between the Adrenal 
Cortex and Protein Metaboiism. 

Laurance W. Kinscll, Oakland, Calif., Relationships Between Hormones 
and Protein Metabolism in Man. 

A registration fee of $2 will be charged for the conference. 
Reservations should be made by January 17 with Prof. William 
H. Cole, Rutgers University, New Brunswick. 

NEW YORK 

Change of Date of Postgraduate Lecture.—Dr. Thomas H. Mc- 
Gavack, professor of clinical medicine, New York Medical 
College, will speak at a meeting of the Rensselaer County 
Medical Society at 8:30 p. m. February 12 at Leonard Hospital 
in Troy on “Common Errors in Management of Diabetic 
Coma," The lecture was originally scheduled for December II. 

Personal.—Dr. Edwin G. Ramsdell, chief-of-staff and director 
of surgery at White Plains Hospital, received Columbia Univer¬ 
sity’s Lion Award December 6 for "outstanding service to his 
country, community, and to his university.” Dr. Ramsdell has 
served since 1934 as president of the Westchester County Board 
of Health, as medical advisor to the Westchester Chapter of the 
American Red Cross, president of the Westchester County Medi¬ 
cal Society, and treasurer of the American Goiter Association. 

New York City 

Academy Receives Paul Ehrlich Mementos.—The Paul Ehrlich 
Mementos were presented to the New York Academy of Medi¬ 
cine December 5. The mementos are a gift of the Schwerin 
family. At the ceremony addresses were presented by Dr. 
William Barclay Parsons, president of the New York Academy 
of Medicine, Dr. Perrin H. Long, and Selman A. Waksman, 
Ph.D., New Brunswick, N. J. Paul Ehrlich is best known for his 
discovery of arsphenamine (salvarsan®') and as the father of 
chemotherapy. Between 1877 and 1914 he published 232 scien¬ 
tific papers and books. In addition, more than 400 papers were 
published by his assistants and collaborators. The mementos are 
to be placed in the rare book room‘of the academy and will be ' 
available for use under academy regulations. 

NORTH CAROLINA 

Travel Club Organized.—The Nick Carter Travel Club, a group 
of former Duke Hospital residents, house staff members, in¬ 
structors, and fellows in obstetrics and gynecology, held its first 
meeting December 8 in Burlington. Each of the 55 members 
present has had at least one year of training since 1931 under 
Dr. Bayard “Nick" Carter, chairman of the obstetrics and 
gynecology department at The Duke University, Durham. Dr. 
Walter. L. Thomas, obstetrician at Duke and president of the 
group, said the organization aim is to promote scientific knowl¬ 
edge by assembly and the interchange of ideas and practice re¬ 
lated particularly to obstetrics and gynecology. The doctors 
visited (he wards and held a clinic in the hospital. Papers were 
presented at the afternoon session. During the business meeting 


the provisional constitution and by-laws were amended and 
adopted. The club will meet at least once a year. Next year 
members from- the Midwest and the West Coast are expected 
to attend. Officers are Dr. Walter L. Thomas of the university, 
president; Dr. Robert Alter, Duke house staff, vice-president, 
and Dr. John R. Kernodle, Burlington, secretary-treasurer. 

VIRGINIA 

University Appointments.—Dr. Walter O. Klingman has been 
promoted from associate professor to professor of neurology 
and psychiatry at the University of Virginia Department of 
Medicine, Charlottesville. Other promotions announced recently 
include those of Dr, Kenneth .R. Crispell to assistant professor 
of internal medicine; Dr. Robert A. Kelley to assistant professor 
of urology; Dr. Preston B. Lowrance to assistant professor 
of internal medicine, and Hans Hoch, Ph.D., to assistant pro¬ 
fessor of biochemistry. 

I 

GENERAL 

Radiological Award Given Dr. Pfahlcr.—^The gold medal of the 
Radiological Society of North America was presented to Dr. 
George E. Pfahler, Philadelphia, December 6 at the annual 
banquet of the society in Chicago. The medal, awarded for out¬ 
standing achievement in radiology, was presented by Dr. John' 
S. Bouslog, Denver, retiring president of the society. 

Railway Surgeons Meeting.—^The Atlantic Coast Line Railway 
Surgeons Association will hold its 48th annual meeting at the 
Fort Sumpter Hotel, Charleston, S. C., January 24-25. Visiting 
physicians are welcome. There is no registration fee. Speakers 
include Dr. Joseph S. Stewart, Miami, Fla., president. South¬ 
eastern Surgical Congress; Dr. Samuel Marshall, Lahey Clinic, 
Boston, and Dr. Elam C. Toone, Medical College of Virginia, 
Richmond. 

Occupational Therapy Journal Changes Name ,—Occupational 
Therapy and Rehabilitation is changing its name to the Ameri¬ 
can Journal oj Physical Medicine for the first issue in 1952. It is 
changing its scope to include the entire field of physical medicine" 
and rehabilitation. The new editor Dr. Harry D. Bouman, pro¬ 
fessor of physical medicine at the University of Wisconsin 
Medical School, Madison, will be assisted by a 19 member edi¬ 
torial board. 

Science Writing Awards.—The American Association for. the 
Advancement of Science presented its annual prizes of $1,000 
each at its convention December 28 in Philadelphia. One 
award went to Victor Cohn of the Minneapolis Tribune for a 
series of articles on the problems and opportunities of old'age, 
entitled "Never Too Old,” published last January. The second 
prize of $1,000 went to Mr. John Lear, an associate editor of 
Collier's ioT his article, “Atomic Miracle,” in the April 21 issue 
of the magazine. It described pioneer medical research being 
done with nuclear reactions at Brookhaven National Laboratory, 
Upton, L. I., N. Y. 

Obesity and Length of Life.—^New evidence that obesity shortens 
life has been provided by a study of mortality among more than 
50,000 persons who were limited to substandard life insurance 
because of obesity, according to Dr. Louis J. Dublin of the 
Metropolitan Life Insurance Company. Mortality for the over¬ 
weight group was about 50% higher than that of persons ac¬ 
cepted for standard insurance. Men with marked obesity had a 
mortality of 70% above standard risks compared with an excess 
of 42% for those moderately'obcse. Among women the in¬ 
creased mortality was 61% and 42% for the marked and 
moderately obese, respectively. 

Grants for Research.—^Two grants for medical research have 
been awarded by Sharp & Dohme, Inc., to scientists at Western 
Reserve University, Cleveland, and at the University of Texas. 
These are two of four grants thus far awarded from a S50.000 
fund recently created by Sharp & Dohme for the advancement 
of fundamental research in the fields of biology, microbiology, 
and chemistry. A three-year grant of $6,000 for fundamental 
research in the virus field was awarded to Lester O. Krampitz, 
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Ph.D., director of microbiology, Western Reserve University. 
Another $6,000 grant was awarded for basic research to Esmond 
E. Snell, Ph.D.; of the biochemical institute,' University of Texas, 
Austin. He will use the grant for research in bacterial metabolism. 

Health Departments in the United States.—The national ad¬ 
visory committee on local health units of the National Health 
Council reported December 7, according to the New York 
Times, that half of the counties of the United States do not 
have the elementary protection of a local fulltime health de¬ 
partment. The report, based on figures of the United States 
Public Health Service, was made by Dr. Haven Emerson, pro¬ 
fessor emeritus of public health practice, Columbia University, 
-Ne'vv York, and Dr. Lee A. Rademaker of Salisbury, Md. The 
total number of health departments has risen from 1,110 to 1,228 
since 1946; the number of counties covered has risen from 
1,332 to 1,566, and the population living in communities pro¬ 
tected by health departments has increased from 91,000,000 to 
108^000,000, he reported. 

National Conference on Medical Service.—This conference will 
be held at the Palmer House, Chicago, February 10 under the 
chairmanship of Dr. Harlan A. English, Danville, Ill. The 
Illinois State Medical Society will act as host. The subject of this 
year’s conference will be “America’s Next Social and Health 

■ Crisis.” During the morning, according to the preliminary pro¬ 
gram, the care of the aged with chronic disease .will be the 
subject of two papers to be presented by an insurance actuary 
and a representative of a city welfare department. The afternoon 
program is as follows: 

George Craig, Indianapolis, past 'commander of the American Legion, 
Future Implications of Veterans’ Medical Care. 

Admiral .loel T. Boone, chief medical officer, Veterans Administration, 
Washington, D. C., Unusual Problems in Veterans’ Medical Care. 
Speaker to be announced. Hometown Veterans’ Care, A Success or a 
Failure? 

■ The luncheon speaker will be the Hon. Everett M. Dirksen, U. S. 
Senator from Illinois, whose subject will be “Our Citizens and 
Their Doctors.” 

General Practice Residency Scholarships.—^^The American 
■'Academy of General Practice announces that it will award 
nnually five $1,000 stipends to outstanding medical students 
nterested in taking general practice residencies, the money to 
be paid in monthly installments during the year of residency. 
A fund for this purpose has been contributed to the academy 
by Mead Johnson & Co. Winners will be selected by the Mead 
Johnson General Practice Scholarship Committee made up of 
jjrominent physicians who serve as trustees of the fund. The 
committee will name each year five medical schools whose stu¬ 
dents will be eligible for the award, and the deans of these schools 
will each nominate three candidates from the senior class. Final 
selection will be made from this list. In order to begin the pro¬ 
gram in 1952, the committee will choose interns from five 
selected hospitals for that year’s award. Winners and alternates 
for 1952 and 1953 will be announced March 25 during the 
annual scientific assembly of the academy in Atlantic City, N. J. 
The scholarship committee, headed by, chairman Dr. William 
,B. Hildebrand of Menasha, Wis., includes Drs. William H. 
Anderson of Booneville, Miss., Mary E. Johnston of Tazewell, 
Va., Dave F. Dozier of Sacramento, Calif., H. Kenneth Scatliff 
of Chicago, and Fred A. Humphrey of Fort Collins, Colo. Award 
winners will be selected on the basis of scholarship, professional 
aptitude, and fitness for general practice. 

Courses in Allergy.—^The American Atademy of Allergy will 
present two postgraduate courses at the Hotel Sherman in 
Chicago February 15-17. The first, meeting on February 15, will 
consider physical methods, including electrophoresis and ultra¬ 
centrifuge, quantitative precipitin techniques, complement fixa¬ 
tion tests, the Schultz-Dale technique, and tracer techniques. The 
faculty will be Drs. Paul R. Cannon, Saul Malkiel, and Elmer 
L. Becker, Chicago; Dr. Frank Dixon Jr., Pittsburgh; Dr. Samuel 

C. Bukantz, St. Louis, and E. Jack Coulson, Ph.D., Washington, 

D. C. On February 16 residents and attending staffs of univer¬ 
sities and hospitals in Chicago ^ill present patients to guest lec¬ 
turers for diagnostic and therapeutic comment and advice. The 
morning program will be devoted to patients with bronchial 
asthma and emphysema, and in the afternoon, complications in 
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allergic diseases and uncommon allergic disorders will be pre¬ 
sented. The second course in dermatologic allergy will be given 
on Februa^ 17. The emphasis will be on morphologic recogni¬ 
tion and differential diagnosis of various allergic dermatological 
entities, including methods and techniques of determining the 
causal substance for a given allergic dermatosis, therapy, both 
topical and systemic, and psychosomatic aspects. The faculty will 
be Dr. Louis A. Brunsting, Rochester, Minn.; Drs. Stephan Ep- 
stein and Francis W. Lynch, Minneapolis; Drs. Adolph Rosten- 
berg Jr., Stephen Rothman, and James R. Webster, Chicago; and 
Dr. Oscar Swineford Jr., Charlottesville, Va. Tlie fee is $25 per 
person for the entire course or any part of it. A course on mold 
-and pollen identification will be conducted as a laboratory course 
for three days-at Northwestern University Medical School. It is 
open to physicians and technicians. 

Eye, Ear, Nose and Throat Section Meetings.—The American 
Laryngological, Rhinological, and Otological Society, Inc., will 
hold section meetings throughout the country during January 
The first is to be' at the Waldorf-Astoria Hotel, New York, or 
January 11. Those presenting papers by invitation include: 

Stewart Wolf, New York, Causes and Mechanisms in Rhinitis. 

Monroe J. Romansky, tVashington, D. C., Current Trends in the Usi 
of Antibiotics. 

Joseph L. Goldman, New York, Bacteriologic Aid in Rhinologic Disease 
The Southern section-will meet at the Atlanta Athletic Cliil 
January 13. The eight papers to be presented include one b; 
Dr. John E. Bordley, Baltimore, who will speak by invitation 01 
“The Problem of the Pre-School Deaf Child.” 

The Western section of the society will meet January 19-20 a 
the Los Angeles County Medical Society Building in Lo 
Angeles. The banquet will be at 7 p, m, at the Jonathan Club 
Those presenting papers by invitation include: 

Ralph G. Rigby, Salt Lake City, Present Status of Diagnosis and Treal 
ment of Globus Hystericus. 

■William H. Rustad, San Francisco, Revised Anatomy of Recurrer 
Laryngeal Nerves: Surgical Importance Based on the Dissection c 
too Cadavers. ‘ 

James W. cPhilJips, Seattle, Early Otolaryngological Symptoms in Mu: 
tiple Sclerosis, with Suggested Therapy. 

The Middle section of the society will meet at the Indianapoli 
Athletic,Club. The authors of papers being presented by invita 
tion include: " 

Henry A. Brown, Rochester, Minn., Ear Findings in Cefcbellopontiti 
Angle Tumors. 

John J. Mahoney, Ph.D., Indianapolis, Hormones in Otolaryngology. 

E. N. Kime, Indianapolis, Cephalgic Mechanisms with Special Referent 
to the Seventh Cranial Nerve. 

Report of Association for Mental Health.—According lo th 
first annual report of the National Association for Mentt 
Health, mental illness continues to be the nation’s number on 
health problem. Today there are more people in mental ho; 
■pitals than there are in_all other types of hospitals, and menu 
hospitals are still sadly understaffed. There are only enoug 
clinics to take care of a fraction of those who need them, th 
association asserts. Moreover, the amount of money being spen 
on research for the discovery of the causes and methods 0 
treatment is pitifully inadequate. The association is a nationa 
citizens’ association formed in September, 1950, through the con 
solidation of the three leading organizations in the field. It doe 
not give direct psychiatric services, but devotes itself to bringin, 
about improvement and e.xpansion of these services througl 
consultation, education, and research. Currently 17 scientist 
are working in as many separate studies under the guidance o 
the association’s medical director, Dr. George S. Stevenson, ant 
Dr. William Malamud, professor of clinical psychology at Tuft: 
College Medical School. The project is financed by the 33r( 
Degree Scottish Rite, which increased its annual grants Iron 
$50,000 to $70,000 for 1952. The report also reveals that th 
association sponsors and helps finance inspection and ratin 
programs for public mental hospitals. These surveys, conducte 
by the American Psychiatric Association, are designed .to pre 
mote the establishment of higher standards in these hospital 
During the year 42 hospitals in 11 states, Canada, and Hawa 
have been inspected. Organizational work, carried, on by tb 
association contributed in the past year to the formation 0 
new citizens’ mental health associations throughout the countn 
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DEATHS IN OTHER COUNTRIES 

Dr. K. Subrahmanyan, member of the World Health Organiza¬ 
tion's Expert Committee on Choiera, was killed November 20 
in an airplane crash between New Delhi and Calcutta while 
returning from the Cholera Expert Committee session in New 
Delhi. He had been expected to join the staff of the South-East 
Asia Regional Office as its first environmental sanitation adviser. 


MEETINGS 


American Academy of Allergy, Hotel Gherman, Chicago, Feb. 18-20- 
Dr. Ben Z. Rappaport, 208 East Wisconsin Ave., Milwaukee 2, Secretary. 
American Academy of Orthopaedic Shrceoks, Palmer House, Chicago, 
Jan. 26-31. Dr. Harold B. Boyd, 122 South Michigan Ave., Chicago 3, 
Secretory. 

American College or Clinic Administrators, Conrad Hilton Hotel, 
Chicago, Jan. 13-15. Dr. R. J. Wilkinson Jr., 1115 Sixth Avenue, Hunt¬ 
ington, W. Va., President. 

American College of Radiology, Palmer House, Chicago, Feb. 8. Mr. 
William E.' Slronach, 20 N. Wacker Drive, Chicago 6, Executive 
Secretary. 

American Society for Surgery of the Hand, Palmer House, Chicago, 
Jan. 25-26. Dr. J, H. Boyes, 1401 S. Hope St., Los Angeles 15, Secretary. 
Annual Congress on Industrial Health, William Penn Hotel, Pitts¬ 
burgh, Jan. 18-19, Dr. Carl M. Peterson, 535 N. Dearborn St., Chicago 
10, Secretary, 

Annual Congress on Medical Education and Licensure, Palmer House, 
Chicago, Feb. 11-12. Dr. Donald G. Anderson, 535 N. Dearborn St., 
Chicago 10, Secretary. 

Atlantic Coast Line Railway Surgeons Association, Fort Sumpter 
Hotel, Charleston, S. C., Jan. 24-25. Dr. Braswell E. Collins, Waycross. 
Ga., Secretary. 

International Medical Assembly of Southwest Texas, Municipal Audi¬ 
torium, San Antonio, Jan, 22-24. Dr. John J. Hinchey, P. O. Box 2445. 
San Antonio 6, Secretary. 

National Conference on Medical Service, Palmer House, Chicago, Feb. 
10. Dr. Harlan A. English, 139 North Vermilion St., DanviPc. lU., 
Sccrelary. 

National Conference on Rural Health, Shirley-SaVbJ^'HoIel. Denver, 
Feb. 28-Mar. 1. Dr. F. S. Crockett, 535 North Dearborn St., Chicago 10, 
Chairman. , ' 

Sectional Meetings, American College of Surgeons: 

Birmingham, Ala., The Tutwilcr, Jan. 10-12. Dr. James M. Mason lU. 

1023 South 20lh St., Birmingham, Chairman. 

Panama City, R. P., El Panama, Jan. 16-18, Dr, Jaime Dc la Guardia, 
Box 808, Panama City, R. P., Chairman. 

Dallas, Texas, Hotel Adolphus, Feb. 4-6. Dr, John V. Goode, 2618 Oak 
Lawn Ave., Dallas 4, Chairman. 

Atlantic City, N. J„ Chalfonte-Haddon Hall, Feb. 11-12. Dr. David B. 

Allman, 104 St. Charles Place, Atlanlic City, Chairman. 

Quebec, Can., Chateau Fronlenac, Feb. 18-19. Dr. Paul A. PoUqu.n, 
71 St. Ann St., Quebec, Can., Chaiiman. 

Southern Section, American Larynoological, Rhinoi.ogical and Oto- 
LOGICAL Society, Atlanta, Ga., Jan. 14. Dr. Lester A. Brown, 490 Peach¬ 
tree St. N.E., Atlanta 3, Ga.. Vice President. 

Tri-States Medical Association of the Carol:nas and Virginia, Roan¬ 
oke, Va., Feb. 18-19. Dr. James N. Northington, 306 North Tryon St., 
Charlotte 2, N. C., Secretary. 

INTERNATIONAL 

Australasian Medical Congress, Melbourne Victoria, Australia, Aug. 
22-30. Dr. C. H. Dickson, Medical Society Hall, 426 Albert St., East 
Melbourne, Victoria, Australia, Hon. General Secretary. 

Commonwealth and Empire Health and Tuberculosis Conference, 
Central Hall, London, England, July 8-13. Dr. J. H. Harley Williams, 
Tavistock House North. Tavi.stock Sq., London, W.C.l, England, Sec¬ 
retary General. 

Congress of the International Diabetes Federation, Leyden, Nether¬ 
lands, July 7-12. Dr. F. Gerritzen, 33. Prinscgracht, The Hague, Nether¬ 
lands, Secretary. . 

European Society of Cardiovascuur Surgery, Strasbourg, France, Oct. 
3-4. Sir James Learmonth, Department of Surgery, University New 
Buddings, Edinburgh 8, Scotland. 

Interamerican Cardiological Congress, Buenos Aires, Argentina, Aug. 
31-Scpt. 7. Dr. Bias Moia, Larrea 1132, Buenos Aires, Argentina, 
Secretary-General. 

Inter-American Congress of Radiology, Mexico City, Mexico, Nov. 2-6. 
Dr. Guido Torres Martinez, Marsella No. 11, Mexico, D.F., Sccietary- 
Gencral. 

International College op Surgeons, Madrid, Spain, May 20-24. Dr. 
Max Thorek, 850 West Irving Park Road, Chicago, 111., U. S. A*, 
Secretary-General. 

International Conference on Vitamins and Metabolism, Havana, Cuba, 
Jan. 25. Dr. Angel Vicla Barahona, Medical School, Univciiiiy of 
Havana, Havana, Cuba, General Chairman. 

International Congress of Internal Medicine, Friends House, London, 
N.W.l, Eng. Sept. 15-18. Sir Harold Boldero, 12 Pall Mall East, 
London, S.W.l; England, Secretary. 


International Congress on Neuropathology, Rome, Italy. Sept. 8-J3. 
Dr. Armando Ferraro, 722 W, 16Sth St., New York, N. Y., U. S. A.. 
Secretary General. 

International Congress of Physical Medicine, London, England, July 
14-19. Dr. A. C. Boyle, 45, Lincoln’s Inn Fields, London. W.C.2. 
England, Hon. Secretary. 

Latin American Congress of Physical Medicine, Panama City, R. P., 
Feb. 24-29. Dr. Cassius Lopez de Victoria, 176 East 71st Si., New York, 
N. Y., U. S. A., Executive Director. 

Neuroradiologic Symposium, Stockholm, Sweden, Sept. 17-20. Docent } 
Ake Lindbom.'Symposium Neuroradiologicum, Serafimerlasarettet, Stock¬ 
holm K., Sweden, Secretary. 

Pan American Congress of Ophthalmology, Mexico City, Mexico, Jan 
6-12. Dr. Luis Sanchez Bulnes, Gomez Farias 19, Mexico 4, D.F.. 
Secretary-General. 

Pan American Congress of Otorhinolaryngology and Bronchoesopha- 
GOLOGY, Havana, Cuba, Jan. 20-24. Dr. Pedro Hernandez Gonzalo, 
8 No. 358, Vedado, Havana, Cuba, General Secretarj'. 


EXAMINATIONS 
AND LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 
Nationxi. Board of Medical Examiners; Paris I and 11, Jan. 28-30. All 
centers where there are five or more candidates. Final date for filing 
application was Dec. 17. Exec. Sec., Mr. John B. Hubbard, 225 S. 15th 
St., Philadelphia 2. 

EXAMINING BOARDS IN SPECIALTIES 

American Board of Anesthesiologv; Various Locations, July 18, Final 
date for filing application is Jan. 18. Sec., Dr. C. B. Hickcox, 80 Sey¬ 
mour St., Hartford 15. 

American Board of Dermatology and Sypiiieolooy: Written. Various 
centers. March 1952. Ora!. Chicago, May 1952. Final date for filing 
application is Feb. 1, 1952. Candidates for these tests must have com¬ 
pleted three years of approved training prior to July 1, 1952. Sec., Dr. 
George M. Lewis, 66 E. 66th St., New York 21. 

American Board of Neurological Surgery: Oral. Chicago, May 1952.' 
Final date for filing applications for the May 1952 examination is Jan 1, 
1952. Sec.. Dr. W. J. German, 789 Howard AvF., New Haven 4, Conn. 
Amfrican Board of Obstetrics and Gynecolooy: Written. Feb. I, 1952, 
Final date for filing applications was Nov. 1. Oral. Chicago. June 9-13, 
1952. Final date for filing application is Feb. 1, 1952. Sec., Dr. Robert 

L. Faulkner, 2105 Adelbert Road, Cleveland 6. 

American Board of Ophtiiaemoloov. IPriiicn. Twenty-five centers, Feb. 
4-5, 1952. Sec., Dr. Edwin B. Dumphy, 56 Ivie Road, Cape Collage. 
Maine. 

American Board of Orthopaedic Surgery. Part II. Chicago, Jan. 23-25. 
Final date for filing applications tor the 1952 P.irt 11 examinations was 
Aug. 15. See., Dr. Harold A. Sofield, 122 S. Michigan Avc„ Chicago'S. 
American Board of Otolarvngoeogv. Toronto, May 13-17; Chicago. Oct. 

6-10. Sec., Dr. Dean M. Lierle, University Hospital, Iowa City. 
American Board of Pediatrics; Written examination under local monitors, 
Jan. 11. This is the only written e.xaminaiion which will be given during 
1952. Oral. New York City, Feb. 1-3; St. Louis, Mo., Mar. 21-23; Wash¬ 
ington, D, C., May 3-5; San Francisco, late June; Chicago, October and 
Boston, late November. Exec. Sec., Dr. John McK. Mitchell. 6 Cushman 
Road, Rosemont, Pa. 

American Board of Physical Medicine and Rehabilitation: Parts I 
and II. Chicago. June 9-10. Sec., Dr. Robert L. Bennett, Georgia Warm 
Springs Foundation, Warm Springs, Ga. 

American Board of_ Preventive Medicine and Public Health. Written. 
Berkeley, Calif., Minneapolis, New Orleans and Baltimore. April 18. 
Sec., Dr. Ernest L. Stebbins, 615 N. Wolfe St., Baltimore. 

American Board of Proctology. Pan 1. Kansas City, Minneapolis, Phila¬ 
delphia and San Francisco. May 3. Examination includes both oral and 
Witten examinations in the basic sciences. Dates and places tentative. 
Sec., Dr. Louis A. Buie, 102-110 2d Ave., S.W., Rochester, Minn. 
Amercian Board of Psychiatry and Neurology: Oral New York, Dec. 
17-18. Final date for filing applications was Sept. 1. Act. Sec., Dr. David 
A. Boyd Jr., 102-110 Second Ave., S.W.. Rochester, Minn. 

American Board of Radiology; Oral. Spring 1952. Final date for filing 
application is Dec. 31. Sec., Dr. B. R. Kirklin, 102-110 Second Ave., 
S.W., Rochester, Minn. 

American Board of Surgery; l('rH(cn. Various Centers. March 1952. 
Final date for filing application was Dec. 1, 1951. Tlic following written 
examination will be given in October 1952. Sec., Dr. J. Stewart Rodman. 
225 S. I5th St., Philadelphia. 

AMERICAN Board of Urolooy: Chicago. Feb. 9 13. 1952. Final date for 
filing applications was Sept. 1. Sec.. Dr. Harry Culver. 30 Westwood Rd.. 
Minneapolis 16. 

Board of Thoracic Surgery: Various parts of the country. Written. Feb. 
29, 1952. Final date for filing application is Jan. 15. Sec., Dr. William 

M. Tuttle. 1151 Ta Deitoit 2. 



64 


J.A.M.A., Jan. 5, 1952 


/ 


DEATHS 


Hunter, Oscar Bemvood ® Washington, D. C., Vice-President 
. of the American Medical Association, 1951-1952, died suddenly 
December 19, aged 63, of a heart attack. Dr. Hunter was born 
in Cherrydale, Va., Jan. 31, 1888. In 191-2 he received his medi¬ 
cal degree from George Washington University, where he re¬ 
ceived his A.B. degree in 1916 and his A.M. in 1917. Following 
graduation from medical school. Dr. Hunter joined the staff of 
his alma mater as instructor ih anatomy. He was professor of 
'histology -and embryology from 1913 to 1916, professor of bac¬ 
teriology and pathology from 1916 to 1932, acting dean of the 
dental school in 1918, and assistant dean of the medical school 
from 1918 to 1932. He was formerly adjunct professor of clini¬ 
cal medicine at Georgetown University and professorial lecturer 
at American University and Georgetown. In 1926 he delivered 
. the lecture of the Kober Foundation at Georgetown and from 

■ 1932 to 1940 was professor of sanitary science at the Central 
^Training School for Nurses. Dr. Hunter served many medical 

■ organizations in an official capac¬ 
ity. He was past president of the 
Southern Medical Association, 

Medical Society of the District of 
Columbia, George Washington 
University Medical Society (also 
secretary since 1939), Washington 
Society of Pathologists, and Ameri¬ 
can Therapeutic Society, of which 
he had been secretary. Dr. Hunter 
was a fellow of the American Col¬ 
lege of Physicians and the College 
of American Pathologists, of which 
he had been a governor, and an as- 

--.sociate of the International College 
Surgeons. He held, memberships 
the American Hospital Associa- 
n, Washington Heart Associa- 
lon, Washington Academy of 
■ Sciences, Washington Academy of 
Medicine, International Associa¬ 
tion of Medical Museums, District 
of Columbia Rheumatism Society, 

Diabetes Association of the District 
of Columbia, American Heart As¬ 
sociation, American Association of 
Anatomists, Society of American 
Bacteriologists, American Associa¬ 
tion of Pathologists and Bacteriolo¬ 
gists, American Society of Clinical 
Pathblogists, American Association 
for the Advancement of Science, 

American Association for the Study 
of Neoplastic Diseases, Association 
of Military Surgeons of the United 
States, Reserve Officers Association 
of the. United States, and the American Public Health Asso¬ 
ciation. Dr. Hunter was also a member of many other or¬ 
ganizations such as the National Safety Council, Board of 
' Trade, and Chamber of Commerce of the U. S. A. He was a 
major in the medical reserve corps of the U. S. Army (inactive). 
He was a consultant in pathology at the Montgomery County 
General Hospital in Olney, Md.; pathologist-in-chief at the 
George Washington University Hospital and Dispensary from 
1916 to 1932; pathologist of the Doctors Hospital since 1940 
and the Sibley Memorial Hospital since 1925. In 1928-1929 and 
1929-1930 he was president of the General Alumni Association 
of George Washington University; he was secretary of the Wash¬ 
ington Medical Building Corporation, Columbia Medical Build¬ 
ing , Corporation, Columbia Operating Corporation, and the 
Doctors Hospital. Dr. Hunter contributed many articles to 
medical journals.' . 


® Indicates Fellow of the American Medical Association. 


Br.nnhain, Vernon C. ® Silver Spring, Md.; born in Denver 
May 26, 1889; University of Colorado School of Medicine’ 
Denver, 1919; specialist certified by the American Board of 
Psychiatry and Neurology; member of the American Psychi¬ 
atric Association and the American Psychopathological Asso¬ 
ciation; at one lime secretary of the American Association of 
Mental Hygiene Executives; president of the National Associa'- 
tion of Psychiatric Clinics; member of the New York Slate 
Board of Psychiatric Examiners; director of the Research Work¬ 
ers in Psychiatric Approach to Problems in Criminology; director 
of the state committee on mental hygiene of the State Charities 
Aid Association; director of psychiatric.clinics. New York State 
Commission for Mental Defectives from 1924 to 1927; director 
of the New York State and New York City Committees on 
Mental Hygiene from 1927 to 1930; deputy commissioner of 
New York State Department of Correction in charge of psychi¬ 
atric services in , prisons from 1930 to 1935; seriior assistant 

physician. New York State Psychi¬ 
atric Institute, New York, from 
1920 to 1923; director of the New 
York State Psychiatric Institute 
Medical Center in New York, 1928- 
1929; superintendent of the Wood- 
bourne (N. Y.) Institution for De¬ 
fective Delinquents from 1935 to 
1947; first assistant physician, and 
assistant superintendent. Institu¬ 
tion for Defective Delinquents, in 
Napanoch, N. Y., in' 1924; served 
on the consultant staff in neurology 
and psychiatry at Monticello 
(N. Y.) Hospital; chief of the out¬ 
patient department, neuropsychi¬ 
atric division, Veterans Adminis¬ 
tration in Washington, D. C.; editor 
of the Journal of Clinical Psycho- 
potholosy, formerly The Journal 
of Criminal Psychopathology, 
which he had edited and published; 
one of the editors of the “En¬ 
cyclopedia of Criminology”; died 
October 23, aged 62, of coronary 
occlusion. 

Stctten, DeWift ® New York; born 
in New York Jan. 22, 1881; Colum¬ 
bia University College of Physi¬ 
cians and Surgeons, New York, 
1901; formerly clinical professor of 
surgery at his alma mater from 
1909 to 1918; member of the 
founders group of the American 
Board of Surgery; in 1929 presi¬ 
dent, a trustee from 1932 to 1935, and chairman of the board in 
1935 of the Medical Society of the County of New York; mem¬ 
ber of the American Association for Thoracic Surgery, American 
Gastro-Enterological Association, International Society of Gas- 
tro-Enterology, National Tuberculosis Association, American 
Cancer Society, Association of Military Surgeons of the United 
States, American Association for the Advancement of Science, 
Academy of Political Science, New York Surgical Society, New 
York Society for Thoracic Surgery, New York Pathological 
Society, and Military Order of the World Wars; fellow of the 
American College of Surgeons and the New York Academy of 
Medicine; veteran of the Spanish-American War and World War 
I; for many years affiliated with Lenox Hill Hospital, at one 
time on the staff of Beth Israel Hospital; president of the board 
of trustees of the Blood Transfusion Association of New York, 
chairman of the medical committee for the local Red Cross 
Blood Donor Service, and secretary of the board of the United 
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Medical Service; died November 10, aged 70, of coronary 
thrombosis. 

Stevenson, Walter Davis ® Quincy, Ill.; born in Baltimore Oct. 
28, 1883; Baltimore Medical College, 1906; formerly instructor 
at his alma mater; specialist certified by the American Board 
of Ophthalmology and the American Board of Otolaryngology; 
president of the Illinois State Medical Society, 1949-1950, chair¬ 
man of its council, 1946-1948, and formerly councilor of the 
Sixth District; a charter member, president of the board of 
trustees, member of the advisory committee, and in 1935 first 
president of the. Mississippi Valley Medical Society, which 
awarded him its 1942 Distinguished Service Award; past presi¬ 
dent and secretary of the Adams County Medical Society; mem¬ 
ber of the American Academy of Ophthalmology and Oto¬ 
laryngology; fellow of the American College of Surgeons; served 
overseas during World War I and was chief ophthalmologist 
for the American Expeditionary Force Base Hospital 54; for¬ 
merly member of the county board of health; visiting eye sur¬ 
geon at various mission hospitals in India, 1937-1938; affiliated 
with Blessing and St. Mary’s hospitals; extramural surgeon, 
Illinois Eye and Ear Infirmary in Chicago; attending eye sur¬ 
geon for the Veterans Administration; aviation examiner. Civil 
Aeronautics Authority; oculist for the Chicago, Burlington, and 
Quincy Railroad; for many years on the editorial board of the 
Mississippi Valley Medical Journal; formerly editor of the 
Quincy Medical BuUetin; died October 26, aged 67, of cerebral 
hemorrhage. 

Allen, Victor Kirkpatrick 9 Tulsa, Okla.; born in Hope, Ark.,‘ 
in 1888; Tulane University of Louisiana School of Medicine, 
New Orleans, 1915; specialist certified by the American Board 
of Surgery and the American Board of Proctology; member of 
the American Proctologic Society and International College of 
Surgeons; fellow of the American College of Surgeons; presi¬ 
dent of the Tulsa County Medical Society in 1948; at the time 
of his death was serving his second term as councilor to the 
Oklahoma State Medical Association; served with the American 
Expeditionary Forces in France during World War I; one of the 
founders and a member of the board of trustees of the Blue Cross 
Plan of Oklahoma; largely responsible for establishing the Tulsa 
County Red Cross Blood Center, and the health and accident 
group insurance plan of the state medical association; affiliated 
with St. John’s Hospital; member of the board of governors of 
Hillcrest Hospital, where he died November 9, aged 63, of 
complications from polycythemia. 

Aldridge, James Wesley, Covington, Ind.; University of Illinois 
College of Medicine, Chieago, 1913; member of the American 
Medical Association; served overseas during World War I; 
during World War II served on the Selective Service Board and 
was its president at the time of his death; died in St. Elizabeth’s 
Hospital in Danville, III., October 30, aged 60. 

Altcnhofcn, Allfon Rhcinhold ® Wauwatosa, Wis.; born in 
Madison, Wis., May 8, 1894; Marquette University School of 
Medicine, Milwaukee, 1919; specialist certified by the American 
Board of Radiology; member of the Radiological Society of 
North America and the American College of Radiology; affiliated 
with St. Nicholas and Sheboygan Memorial hospitals in She¬ 
boygan and Misericordia Hospital, St. Anthony Hospital, St. 
Michael Hospital and St. Joseph Hospital, where he died Octo¬ 
ber 31, aged 57, of pulmonary embolism. 

Baldwin, Byron Lee ® San Gabriel, Calif.; College of Medical 
Evangelists, Loma Linda and Los Angeles, 1925; affiliated with 
Beverly Community Hospital in Montebello; died near Bend, 
Ore., November 3, aged 54, in an airplane accident. 

Barnhart, Edgar G., Omaha; John A. Creighton Medical Col¬ 
lege, Omaha, 1910; president of the Barnhart Press; served on 
the staff of Lord Lister Hospital, now known as Bishop Clark¬ 
son Memorial Hospital; died November I, aged 67, of coronary 
thrombosis. 

BatYctt, Andrew Linn, Bronxvilie, N. Y.; College of Physicians 
and Surgeons, medical department of Columbia College, New 
York, 1886; died October 1, aged 91, of arteriosclerotic heart 
■ disease. 


Beakey, Howard Francis ® Brooklyn; Long Island College Hos¬ 
pital, Brooklyn, 1923; specialist certified by the American Board 
of Internal Medicine; served during World War I; formerly 
assistant clinical professor of medicine at his alma mater; affil¬ 
iated with Holy Family Hospital, Kings .County Hospital and 
St. Mary’s Hospital, where he died November 14, aged 55. 

Benner, William Henry, Tiffin, Ohio; Starling Medical Col¬ 
lege, Columbus, 1897; member of the American Medical Asso¬ 
ciation; served during World War I; for many years courity 
coroner; died October 5, aged 77, of coronary thrombosis. 

Blair, Andrew C., Parkersburg, W. Va.; College of Physicians 
and Surgeons, Baltimore, 1891; died October 23, aged 87 . 

Block, Alexander, San Diego, Calif.; University of the City of' 
New York Medical Department, 1890; died October 31, aged 84. 

Bohannon, Burton ® St. Louis; Homeopathic Medical College 
of Missouri, St. Louis, 1902; on the staff of St. Anthony Hos¬ 
pital, where he died November 6, aged 74, of myocardial 
infarction. . . 

Brace, Clifford C. C., Berkeley, 111.; Hahnemann Medical Col¬ 
lege and Hospital, Chicago, 1919; served during World War I; 
formerly on the staff of the Veterans Administration Hospital in 
Hines; died December 2, aged 66. 

Brown, Edwards Bennett, Beloit, Wis.; Johns Hopkins Univer¬ 
sity School of Medicine, Baltimore, 1906; affiliated with Beloit 
Municipal Hospital; public school physician for many years; 
died in Hinsdale, III., September 19, aged 74, of coronary 
thrombosis. 

Brown, Hugh Laurence ® Los Angeles; College of Medical 
Evangelists, Loma Linda and Los Angeles, 1929; affiliated with 
Beverly Community Hospital in Montebello; died in the vicinity 
of Klamath Falls, Ore., November 3, aged 47, in a crash of a 
private plane. 

Bullard, Oscar Richard, St, Louis; St. Louis College of Physi¬ 
cians and Surgeons, 1909; physician for the Missouri Athletic 
Commission; died in Park Lane Memorial Hospital Novem¬ 
ber 9, aged 67, of carcinoma. 

Burkett, Richard Clare ® Napa, Calif,; University of Illinois 
College of Medicine, Chicago, 1922; past president of the Napa 
County Medical Society; served during World War 1; member of 
the board of trustees of Parks Victory Memorial Hospital; died 
November 3, aged 56, of carcinoma of the liver. 

Carney, Joseph Albert, Lewistown, Pa.; Jefferson Medical Col¬ 
lege of Philadelphia, 1910; died November 1, aged 71, of cere¬ 
bral hemorrhage. 

Morg.an, Roy, Springfield, Mass.; Western Reserve University 
Medical Department, Cleveland, 1909; member of the American 
Medical Association; retired superintendent of the Westfield 
(Mass.) State Sanatorium; died October 31, aged 70, of cerebral 
hemorrhage. 

Noffsinger, Henry, Union City, Ind.; Eclectic Medical Institute, 
Cincinnati, 1884; died in Randolph County Hospital, Win¬ 
chester, October 31, aged 91. 

Pedersen, Hans Christian, Stirling City, Calif.; University of 
Nebraska College of Medicine, Omaha, 1905; served during 
World War I; past president of the Dodge County (Neb.) Medi¬ 
cal Society; died in Chico October 28, aged 68. 

Potter, William Wolcott, Mount Pleasant, Iowa; Keokuk 
(Iowa) Medical College, College of Physicians and Surgeons, 
1906; died October 2, aged 72, of carcinoma. 

Williams, Victor Hugo, San Antonio, Texas; Birmingham Medi¬ 
cal College, 1908; member of the American Medical Associa¬ 
tion; served during World War I; formerly vice-president of 
the Medical Association of the State of Alabama; president of 
the Fourth District Medical Association of Alabama; secretary- 
iTcasurcT of Walker County Medical Society; at one time on the 
staff of Walker County Hospital in Jasper, Ala., where he was on 
the school board; on the staff of the Santa Rosa Hospital; died 
September 11, aged 73, of coronary occlusion. 
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GOVERNMENT SERVICES 


AIR FORCE 

Alaskan Hospital News—At the U. S. Air Force Hospital 
located at Elmendorf Air Force Base on the southcentral coast 
of Alaska, the regular program of professional educational and 
refresher activities has been augmented by a monthly “journal 
club,” providing reviews of noteworthy scientific papers and edi¬ 
torials. Reviews are rotated among the members of the several 
services of the professional statf. 

Bed, capacity of the hospital is being expanded by the addi¬ 
tion of four wards, now under construction. The first of these 
should be in operation early in 1952. Recent personnel addi¬ 
tions to the hospital staff include Lt. Col. Raymond E. Dockery 
as hospital executive officer and Maj. Frances F. Kasmark as 
chief nurse. 

Aviation Medicine Division Expands Duties.—The functions of 
the Aviation Medicine Division haye been expanded within the 
office of the Surgeon General of the Air Force. In addition to 
work previously assigned, the division will now determine, evalu¬ 
ate, and review medical research requirements and implemen¬ 
tation, as well as handle technical information for USAF 
Medical Service. On behalf of the professional services director¬ 
ate, the division has maintained supervision of the aircrew effec¬ 
tiveness program and physiological training program. It monitors 
the Air Force program of preventive psychiatry, provides aero- 
medical liaison with the Director of Flight Safety Research, 
and evaluates the medical aspects of survival equipment and 
training. 


DEPARTMENT OF DEFENSE 

Priority 1 Officers Induction Postponed.—Induction calls for 333 
riority 1 medical officers originally scheduled for August and 
r 152 originally scheduled for September have been postponed 
mil February, 1952, by the Selective Service System at the 
request of the Department of Defense. 

The Defense Department emphasized that this delay was pos¬ 
sible only because of a sustained volunteer rate. Future induc¬ 
tions, it was stated, would depend on the volunteer rate and 
should there be insufficient volunteers to meet requirements for 
medical officers, it would be necessary to make up the shortage 
by induction. 

Priority 1 medical officers are those physicians who received 
their medical education at government expense, or were deferred 
from service during World War II to attend school, and who 
have served less than 90 days in the Armed Forces, the Coast 
Guard, or the United States Public Health Service. 


PUBLIC HEALTH SERVICE 

Laboratory Refresher Courses. — Nine laboratory refresher 
courses covering the serology of syphilis, the Treponema pal¬ 
lidum immobilization test, and laboratory diagnosis of venereal 
disease will be conducted at the Venereal Disease Research 
Laboratory in Chamblee, Ga., during 1952. The courses start 
in January and are open only to senior technicians and to labo¬ 
ratory directors throughout the United States and the territories,, 
who are presently employed in the field. The list of courses 
scheduled for the 1952 calendar year is as follows: 

January 14-25, Serology of Syphilis 
March 10-21, Serology of Syphilis 
April 14-25, Serology of Syphilis 
May 12-24, Serology of Syphilis 

May 12-16, Laboratory Diagnosis of Venereal Disease (Directors Course) 
May 19-23, Treponema Pallidum Immobilization Test (Directors Course) 
September -8-19, Serology of Syphilis , 

October 13-24, Serology of Syphilis 

November 3-21, Preparation and Use of Controls in Serologic Tests for 
Syphilis 

Applications for these courses must be approved by the state 
health officer or state laboratory director of the region from 


which they are sent and should be addressed to: Director 
Venereal Disease Research Laboratory, Division of Venereal 
Disease, Box 185, Chamblee, Ga. 

More Communities Meet Restaurant Sanitation Rcquircnionis. 
•—^The number of Americans living in communities which have 
sanitation regulations for public eating and drinking establish¬ 
ments that meet standards developed by the Public Health Serv¬ 
ice has more than doubled in the last five years. Dr. Joseph W. 
Mountin, Chief of the Bureau of State Services, Public Health 
Service, announced December 3. Ordinances or other regula¬ 
tions meeting Public Health Service standards are now in effect 
in 675 municipalities and 346 counties in 42 states and the Terri¬ 
tory of Alaska, as well as in the District of Columbia. The com¬ 
bined populations having this protection now total more than 
82 million. In November, 1946, when the last tabulation was 
made, the combined populations affected totaled only 40 million, 
The standard by which municipal or county regulation ol 
eating and drinking establishments is judged is the “Restaurant 
Sanitation Ordinance Recommended by the Public Health Serv 
ice” which was first issued in 1935 and revised in 1938, 1940 
and 1943. Copies may be obtained from the Regional Offices 0 : 
the Federal Security Agency, or they may be purchased froir 
the Superintendent of Documents, Government Printing Office 
Washington 25, D. C. 


MISCELLANEOUS 

Research and Training Programs to Begin.—The 314 millioi 
dollar app'ropriation for the National Science Foundation ii 
the Supplementary Appropriation Act of 1952, signed by tht 
President; will enable the foundation to start immediately on it 
two major operating programs: support of basic research in thi 
sciences, and training of scientific manpower. According to Dr 
Alan T. Waterman, director of the foundation, about V /2 mil 
lion dollars of the available funds will be allocated for th 
support of basic research in biology, medicine, mathematics, th 
physical sciences, and engineering. Basic scientific research wil 
in most cases be supported by means of research grants. A con 
siderable number of research proposals have been received Iron 
investigators in all parts of the United States. Grants will b 
approved by the director and the 24-member\National Scienc 
Board, whose chairman is James B. Conant, president of Hai 
vard University. ' - 

Applications will be considered from students in the natura 
sciences who have or will have completed their undergraduat 
work in any accredited college or university. Fellows may attem 
any accredited nonprofit institution offering graduate studies i 
science which approves their application for admission. Inquirie 
should be addressed to the Fellowship Office, National Research 
Council, Washington 25, D. C. 

National Science Board Elects New Chairman.—Chester 1 
Barnard, president of the Rockefeller Foundation, was clecte 
chairman of the National Science Board of the National Scienc 
Foundation at its annual meeting in Washington Dec. 3, 195! 
Mr. Barnard succeeds James B. Conant, president of Harvan 
University. Edwin B. Fred, president of the University of Wis 
consin, was reelected vice-chairman of the board. The nev 
chairman and vice-chairman were elected for two-year term 
of office as prescribed by the National Science Foundation Ac 
of 1950. The meeting on December 3 marked the beginning o 
the second year of operation for the National Science Founds 
tion, which was created by Congress early in 1950. The directo 
and staff of the National Science Foundation have initiated pre 
grams in support of basic research in the medical, mathematica 
physical, engineering, and biological sciences. Applications ar 
also being received for National Science Foundation eraduat 
fellowships for the academic year 1952-53 in the same field; 
The foundation expects to award about 400 such fel^wship; 
Applications may be secured from the Fellowship,Office, Na 
tional Research Council, Washington 25, D. C. 
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NORWAY 

The Innucnce of Diet on Thrombosis.—Reference has already 
been made in The Journal (143:757 [June 24] 1950, and 146: 
213 [May 12] 1951) to Professor Axel Str0m’s observation that in 
Norway the prewar rising mortality from diseases of the circula¬ 
tory system was followed by a decline during the war. He sug¬ 
gested that the severe dietary restrictions entailed by the war 
were responsible for this blessing in disguise. His associate. Dr. 
R. Adelsten Jensen, has advanced a corollary thesis to the effect 
that the same dietetie restrictions reduced the postoperative in¬ 
cidence of thrombosis and embolism during the war. In a lecture 
at a meeting of the Norwegian Medical Society in Oslo on 
Sept. 19, 1951, he pointed out that his conclusions were based 
on 15,442 operations carried out at the Ullevaal and Aker hos¬ 
pitals in Oslo in the period 1940-1948. These operations were 
complicated by danger of thrombosis, as they involved structures 
located, between the diaphragm and the floor of the pelvis. The 
thrombosis-embolism rate was about 20 per thousand for this 
period, the rate being somewhat higher for women than for men 
and rising with the patients’ ages. The patients were classified by 
age groups; in the youngest, birth to 19 years, there was only one 
case of embolism. At the Ullevaal Hospital, the thrombosis- 
embolism rate was highest in the 40 to 59 age group (32.9 per 
thousand); at the Aker Hospital, this group had a thrombosis- 
embolism rate of 28.2 per thousand. Each year changes in the . 
rate followed remarkably similar curves in the two hospitals, 
with a high level at the outbreak of the war in 1940, a rapidly 
falling rate during the war, and a definite rise after the war, 
when the nation’s diet returned toward normal. 

Dr. Adelsten Jensen discussed and then dismissed several 
alternative explanations of this phenomenon. Errors of diagnosis 
and registration or classification, changes in hospital routine, 
including variations in the duration of confinement to bed after 
operation, and differences in the age distribution of the patients 
and the nature of the operations they underwent were all found 
to be unlikely explanations for the U-shaped statistical curves. 
The most likely explanation is that the wartime diet had a pro¬ 
found influence on the coagulability of the blood. Dr. Adelsten 
Jensen suggests that this long-term, accidental experiment may 
be profitably checked by short-time, carefully planned research 
on hospital patients who have been put on restricted diets, such 
as slimming diets. In this way, it might be possible to determine 
the relative importance of a reduction of calories to the changes 
in the qualitative composition of a given diet. 

The Danish Asthma Sanatorium in Norway.—Soon after the 
war, the Norwegian Red Cross invited the Danish Red Cross to 
send 80 Danish asthmatic children to Norway, where the inland 
mountain climate offered advantages not found in the lowlands 
of Denmark. The first group of children came to Norway in 
January, 1946, and responded so well to the change of climate 
that many of them were symptom-free in a few days. Even a 
considerable time after their return home, the cure was main¬ 
tained in more than half the children! After the results of the 
Norwegian hospitality were ascertained, the Danes decided to 
carry on this scheme at their own expense, and the Asthma Com¬ 
mittee of the Danish Red Cross acquired a temporary asthma 
home in a part of Norway a little above sea level. Here, it was 
noticed, the “asthma days” to which the children were subject 
coincided with the foggy days in the district. It was evident, 
therefore, that the ideal asthma sanatorium must be situated 
well above fog level, and in this case some 300 m. above sea 
level. In 1947, the Danes accepted an offer from the Kongsberg 
district and the Kongsberg Silver Mine of a site nearly 400 m. 
above sea level. It is situated in the center of southern Norway 
on an extensive plateau and has a dry inland climate and steady 
barometric conditions. 


The items in these letters are contributed by regular correspondents in 
the various foreign countries. 


By 1949, the new sanatorium was well under way, and in 
1950 it was officially opened by Crown Prince Olaf, It has three 
wings, with accommodation for 60 children and a staff of 17 
adults. Contact with animals, likely to provoke asthma, is pre¬ 
vented, and there are no feathers in the building. Most of the 
children are examined at the allergy department of the Rigs- 
hospital in Copenhagen before they leave Denmark; if neces¬ 
sary, they are given specific inoculation treatment, which is 
resumed after their return to Denmark. In addition to ordinary 
schooling, the children are given occupational therapy in the 
form of carpentering for the boys and weaving for the girls. 
Factors likely to have a bad psychic effect are eliminated as 
much as possible; the children benefit from contact with fellow- 
sufferers as they avoid the inhibitions to which asthmatic chil¬ 
dren are subject when in contact with healthy children. During 
the four months’ stay in the sanatorium the children are given 
a chance to break the vicious circle of alternating asthma and 
bronchitis. The ages of the children range from 5 to 13 years. 

The Norwegian Mobile Army Surgical Hospital in Korea.—In 
a recent report on the Norwegian field hospital in Korea, after 
it had been functioning for more than six months, one of its 
medical officers. Dr. Bernhard Pans, pointed out that it is one 
of the six hospitals (the other five being American) serving as 
mobile army surgical hospitals close to the front. Although 
70 to 80% of the patients were ambulant, needing only brief pro¬ 
visional treatment, the remaining 20 to 30% had severe cases and 
needed more radical treatment. Dr. Paus was impressed by the 
efficiency with which calls for blood for transfusion were met. 
The supply never failed, although it took many days for it to 
travel from American centers. The blood was 10 to 14 days old 
on reaching the hospital, and it was suitable for use for only a 
week. Four operating tables were available, and most of the 
housing was provided by tents covering a floor of sand brought 
from the nearest river bed. Many of the Mobile Army Surgical 
Hospitals were moved between 25 and 30 times. 

On November 1, the hospital was taken over from the Nor¬ 
wegian Department for Foreign Affairs by the Defense Govern¬ 
ment. The head of the Norwegian Army Medical Service was 
put in charge of the administration of the hospital in consulta¬ 
tive association with the Norwegian Red Cross. More than half 
of the staff was changed after the first six months in Korea; 
the new chief,.Dr. Arne Hvoslef, relieved Dr. Herman Ramstad. 
The former recently studied in the U. S. A. the work of the 
American Army Medical Service. Some idea of the calls made 
on the Norwegian field hospital may be given by the fact that 
during the heavy fighting in October it dealt with more than 
1,600 patients in the course of 12 days. Plans are already being 
discussed for the ultimate fusion of the medical units of the 
Scandinavian countries into a single permanent teaching hos¬ 
pital, which would be responsible for the training of Korean 
physicians as well as for the care of Korean patients. 


BELGIUM 

Radiological Congress,—^The eighth congress of French radiolo¬ 
gists took place in Brussels. Because the domain of the congress 
has been extended, its name has been changed to “First Congress 
of Radiologists of Latin Culture.” Professor Maisin of Louvain 
acted as president, and Professor Vangehuchten presented the 
inaugural address. 

One of the papers read was a report by Coquelet on the 
physiopathology of joints, a subject that he considers inseparable 
from the physiopathology of nerves and muscles; for example, 
the joints constitute a true peripheral regulatory system of tonus. 
The speaker reminded the audience that the synovial membrane 
is not an organ but a histiocyte connective tissue; hence, pathol¬ 
ogy of the joints is to a large extent pathology of connective 
tissue. Melot studied the chronic, nontuberculous joint lesions 
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and attempted to correlate the clinical; anatomicopathological, 
and roentgenologic aspects of the bones with the roentgenologic 
aspects of the soft tissue. Lesions of rheumatoid arthritis and 
current, post-traumatic, hemophilic, and tabetic osteoarthrosis 
were studied and found to have the same roentgenologic aspect. 

Leroux reported the results of his research on the examina¬ 
tion of joints with the use of contrast media. He stressed the 
significance of-pictures taken of various knee movements. Lateral 
movements, with the leg in extension, not only improved the 
arthrographic pictures but also permitted, in some instances, the 
study of normal and abnormal movements of the meniscu'ses. 
Anzilotti, Bollini, and Be'nassi discussed irradiation therapy of 
joint lesions in arthritis, arthrosis, and post-traumatic and peri- 
arthritic arthropathies. Bacq of Liege reported experiments that 
lend strong support to the concept that the action of the roentgen 
rays and ultraviolet rays on the enzymes, the cells, and the 
organisms is not a direct physical action; chemical substances 
or free oxidizing radicals (originating mainly from the effect of 
the rays on the water molecules) are in reality the responsible 
agents. Most of the action of the ultraviolet and roentgen rays 
is thus indirect. 

Aid to Patients in Their Homes.—A new service has been under¬ 
taken by the Belgian Red- Cross, which includes loan of sani¬ 
tary material to patients cared for in their homes. It is for the 
use of patients with nonchronic disease, persons who have had 
accidents, and convalescents. The loan may include a hospital 
bed, bed table, bed pan, bed circle, wheel chair, or smaller 
items, such as air cushions, irrigators, syringes, or cupping 
glasses. In addition, certain specific apparatus, such as a walker 
for restoring walking activity and an apparatus for home de¬ 
livery, are supplied. If the branch offices cannot furnish this 
equipment, application may be filed with the General Manage¬ 
ment of the Red Cross. A minimum rent is charged, and resti¬ 
tution must be guaranteed; however, loan may be granted 
without any fee on justified request. The material must be re¬ 
turned in good condition. There is a disinfecting station in every 
service office; approximately 100 offices are in operation through¬ 
out the country. 

Legislation Dealing with Fneunionoconioses.—Decisions of 
medical concern were made by the government in regard to 
pneumonoconiosis as an occupational disease. The patient with 
pneumonoconiosis must show the following radiological and 
clinical symptoms in order to be considered as suffering from 
an occupational disease that wilt entitle him to draw compensa¬ 
tion: 1. Roentgenologic signs: Either a picture of generalized 
micronodular or nodular fibrosis of the lungs, with or without 
signs of pulmonary tuberculosis, or a picture of one or several 
pseudotumoral fibrous formations in the lungs, with or without 
signs of pulmonary tuberculosis. 2. Clinical signs: Defective 
cardiac or respiratory function or poor general health caused by 
the aforementioned fibrotic process. The aforementioned clini¬ 
cal and roentgenologic signs may be considered as those of 
pneumonoconiosis, provided the worker has been employed for 
at least one year, or for several periods totaling at least one 
year, in work associated with the risk of inhaling noxious dust. 

Disease of Boxers.—The BruxeUes-Medical recently published 
a paper by La Cava on a bizzare disease that occurs in boxers. 
The author named this disease traumatic cranioencephalopathy 
of boxers. 

Three stages of the disease are distinguished as follows: 

In the initial phase, after a fierce fight, (more rarely a “knock¬ 
out”), the patient walks with a slightly incoordinated gait, appears 
to be confused, and complains of dizziness, incoordination, weak¬ 
ness, and headache. Examination reveals mydriasis, bradycardia, 
and amnesia. In the primary phase, within several days euphoria 
and megalomania develop. The patient’s movements are unco¬ 
ordinated (Romberg’s sign), and he shows increased tendon re¬ 
flex. In the secondary phase, psychic disturbances become 
aggravated; the patient is arrogant and irritable; he walks in a 
peculiar way. There is increased incoordination and dysarthria. 
In the tertiary phase, the memory is impaired, and the patient 
is abulic; his appearance is inexpressive, and his gait is uncertain 
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and tottering. There is trembling, adiadochokinesia, dysarihrii 
and echokinesis (the patient spontaneously makes defensive 
tures). At this stage, the patient is unable to fight. Differewiv 
diagnosis may be required to assure the physician that the pj 
tient is not suffering from chronic alcoholism, neurosypbiii- 
multiple sclerosis, or Parkinson’s syndrome. ' 

The author believes that this syndrome should be classified 
among the traumatic cranioencephalopathies, since roentgenoe. 
raphy of the cranium reveals thickening toward the interior oi 
the cranial wall and the clinical signs are similar to those cl 
endocraqiosis (intracranial hyperostosis). The condition is ih- 
sequel to repeated trauma. This is probably due to vasomoto 
disturbances of the circulation in the diploe after repeatci 
trauma. It is, therefore, a polytraumatic cranioencephalopathy 

Treatment of Cancer by Artificial Radio-Elements.—At th 
Center for Fight Against Cancer of the University of Liegi 
Herve studied the influence of radioisotopes, radiophosphorr 
and radioiodine in particular, in various diseases and his resuli 
are published in the Revue Medicale of Liege. He reported th: 

P-‘- seems promising in chronic polycythemia and chronic ki 
kemia; it is definitely less useful in cases of lymphograniilom; 
tosis, reticuloendofheliomas, and lymphosarcomas. F®!, in add 
tion to being most useful in the diagnosis of certain forn 
of thyroid cancer, may be used in the treatment of metastasi 
(especially osseous) of these neoplasms. The author recogniz 
that and F®! present real hazards and that conclusions; 
to their therapeutic usefulness must be reserved. 


MEXICO 

Fifth Pan-American and Fourth Mexican Meetings of Urolog 
—At the Fourth Pan-American Urology Meeting, held in San 
ago de Chile in 1949, Mexico City was chosen as the place f 
the fifth meeting. The activities of the fifth convention, he 
in conjunction with those of the fourth Mexican Urology Co 
vention, took place from the 7th to the 13th of last Octobi 
at the Hotel del Prado. 

The agenda included the following topics: Traumatic injur: 
of urethra: (a) Etiology and pathogenesis: Dr. Alberto Garcia 
Argentina and Dr. Alejandro Palomo of Guatemala; (b) Dit 
nosis: Dr. Ricardo Angulo of Peru and Dr. Alfredo A. Figuer 
of Panama; and (c) Treatment: Dr. Edward J. McCague of t 
U. S. A., and Dr. Carlos Aguirre of Mexico. Anuria: (a) Etiolo 
and pathogenesis: Dr. Jorge Lockhardt of Uruguay and Dr. v 
berto Guevara Rojas of Mexico; (b) Diagnosis: Dr. Roberto G( 
zalez McOliver of Chile, and Dr. Luis A. Sanjurjo of Puei 
Rico; and (c) Treatment: Dr. Ernesto Puget Romanach of Cu 
and Enrique Arce Gomez of Mexico. Genitourinary tubercu 
sis: («) Etiology and pathogenesis: Dr. Alvaro Cumplido de Sat 
Anna of Brazil and Dr. Herbert Lewy Van-Severen of 
Salvador; (b) Diagnosis: Dr. Gregorio Mendoza Catacora 
Bolivia; and (c) Treatment: Dr. Angel Quevedo of Mexico a 
Dr. Luis Rodriguez Santana of Venezuela. 

Besides the official papers, more than 100 communicatic 
were discussed in round table meetings. There were participa: 
from most of the urologic associations of North, Central, a 
South America, including Dr. Campbell Colston, Dr. Baird, I 
Ewell, Dr. Foldes, Dr. Maurer, Dr. Mitchell, Dr. Pcarlm; 
Dr. Rupel, Dr. Ware, and Dr. Van Dozen, from the U. S. / 
Dr. Guerreiro de Faria, Dr. Couri, and Dr. Monteiro Silva, fre 
Brazil; Dr. Ercole, Dr. Gonzalez, Dr. Irazu, and Dr. Vilar, fre 
Argentina; Dr. Blondet and Dr. Nicolini, from Peru; Dr. Iglcs 
de la Torre, Dr. Portilla, Dr. Rodriguez Montoya, and Dr. V 
asco Ruiz, from Cuba; Dr. Bianchi, Dr. Pacheco Diaz, and 1 
Vargas Salazar, from Chile. Furthermore, the Sociedad Me 
cana de Urologia invited as special guests Dr. Robert Gouverm 
from Paris and Dr. Alfonso de la Pena from Madrid. Seve 
exhibitions, scientific and commercial, and many social activi- 
were part of the program. The official transactions of the c 
gress will be published sometime before the spring of 1951. 
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SILICON GRANULOMA OF SKIN 

To the Editor; —^The Journal for Oct. 20, 1951 (page 751) pre¬ 
sents an article by Drs. Ginsberg and Becker entitled “Silicon 
Granuloma of Skin Due to Traumatic Sand Inoculation.” This 
article is admirable in that it provides an excellent description 
of a pathologic condition probably of frequent occurrence but 
rarely recognized by the medical profession. 

Possibly the choice of some terminology is unfortunate. Sili¬ 
con, the element, does not exist in nature and could not even 
remotely lead to granulomas. Its implied identification with sand 
may not be warranted. Silicon, the element, is produced in elec¬ 
tric furnaces, in fair tonnage, and is used in such industries as 
aluminum smelting and recovery. Silicon presently is regarded 
as one of the most inert of all substances. Silica granulomas 
readily may appear, but silica is silicon dioxide. As between 
silicon and silica there is a striking dissimilarity in physiologic 
response. Silica readily produces tissue proliferation as described, 
but silicon is inert. Since, from time to time, spurious medical 
legal claims arise alleging pulmonary damage from elemental 
silicon, industrial toxicologists consistently seek the recognition 
that silicon and silica are not identical. On this basis, it is to 
be hoped that the term “silicon granuloma” may not be used 
to designate “silica granuloma." 

Carey P. McCord, M.D. 

Institute of Industrial Health 

University of Michigan, Ann Arbor. 

EXPIRATORY PRESSURE 

To the Editor: —Dr. Alvan L. Barach stresses the importance of 
expiratory pressure breathing with purse!! lips in his article “Re¬ 
missions in Bronchial Asthma and Hypertrophic Pulmonary 
Emphysema” in The Journal of Oct. 20, 1951. The fact 
that the importance of respiratory exercises as a therapeutic 
measure is explained by Dr. Barach, a student of great experi¬ 
ence in respiratory therapy, is to be greatly appreciated. Long 
personal experience taught me that respiratory exercises are a 
fundamental part of the treatment of patients with bronchial 
asthma and pulmonary emphysema. 

While not intending to detract from Dr. Barach’s splendid 
article, I wish to point out that I have used expiratory pressure 
breathing with pursed lips with success in cases of bronchial 
asthma and pulmonary emphysema in the years before 1935 
(Respiratory Therapy and Physical Exercise, Wien, kliii. 
Wchnschr. 48:392 [March 29] 1935). I used this expiratory 
technique as a therapeutic measure after favorable personal ex¬ 
periences during sport activities and by observations of the 
physiologist Durig (Vienna), who observed this kind of expira¬ 
tion in lumbermen and miners. Apparently my article escaped 
Dr. Barach’s attention. It is not mentioned in the literature cited 
by him. 

Karl Schutz, M.D. 

Veterans’ Camp, Mount McGregor, N. Y. 

APPLICATION OF THE “RHYTHM” METHOD OF 
FAMILY PLANNING IN AN ILLITERATE POPULATION 

The “rhythm” method of family planning requires the use 
of thermometers, calendars, charts, numerals, and words. Such 
a system cannot be used in countries like India, where the major 
part of the population is illiterate. Simpler technique, requiring 
neither reading nor writing, must be taught. An easy method, 
utilizing beads of bright colors, is described. 

An abacus is employed with six threads or lines, each strung 
with 30 beads corresponding to the 30 days of a calendar month. 
The entire abacus covers a period of six months. Beads of three 
colors are used: (1) one red bead for each day of menstruation, 
(2) one green bead for each day of safe period, and (3) one black 
bead for each day of fertile period. 

The first two lines of the abacus denote the preliminary 
training period. The patient is taught to thread one bead each 


day, red for menstruation and green for intermenstrual days. 
At the end of this period she is asked to report. The thiird line 
of the abacus is threaded by one of the personnel of the clinic. 
The approximate date of ovulation is calculated and the fertile 
period indicated by black beads. Usually the 12th to the 20th day 
of a 28-day menstrual cycle is considered the fertile period. This 
time may be extended to include the 10th to the 22nd day for 
a greater margin of safety. As she counts off each day, a bead 
is moved to the left and a string tied to mark off the day of the 
cycle. This is repeated daily, and the tie is moved progressively 
to the right, bead by bead. When the indicating string reaches 
the black bead, the patient is warned of the danger period. Four 
such cycles are carefully checked at the end of each menstrual 
period. By this time the person concerned is expected to master 
the technique. 

This is the simple method now in use for teaching illiterate 
persons in the rhythm method of family planning at the clinic in 
the Lady Hardinge Medical College Hospital, New Delhi, India. 

Alice Thomas, M.B. 

Lady Hardinge Medical College 

New Delhi, India. 

PHYSICIAN-PATIENT RELATIONSHIP 
To the Editor .—From day-to-day conversations with patients, 
it is my impression that the average patient does not favor gov¬ 
ernment medicine, but he at times is disgusted with the average 
physician. On this account, some patients feel that government 
intervention in the field of medicine might help matters (how 1 
do not know). 

The chief gripe, especially in the larger cities, is-that, owing 
to specialization, the physician never really gets to know his 
patient. As one woman told me, “I had been going regularly 
to an obstetrician for about seven months when I suddenly de¬ 
veloped severe gallbladder colic, which 1 recognized, having had 
it before. I called the obstetrician and asked for assistance, giving 
my name, etc. His first question was ‘Are you pregnant?’ When 
assured in the affirmative, and that he had been attending me 
for seven months, he referred me to another specialist. We are 
starved for physicians who at least know us, even if they don’t 
know us as well as the old family doctor used to!” 

We are all conversant with the fact that medical care today 
is far superior to that of 20 years ago. We know of the great 
advantages to the patient which result from group practice, 
rendering all of modern science’s diagnostic and therapeutic 
methods available to anyone who needs them. What we have lost 
sight of is that the patient is a human being, not a machine out 
of tune. We cannot afford to deceive ourselves into thinking 
that we can treat the body and ignore the psyche. 

Any rational general practitioner will readily admit the need 
for specialists, and does not hesitate to refer any diagnostic 
or therapeutic problem to the indicated specialist. What we have 
to correct is the overemphasis on specialization and recognize 
the need of the patient for someone who inspires confidence in 
him by knowing him like a book. 

Physicians in general must lose their condescending attitude 
and hurried manner in addressing patients. Patients sense and 
resent a feeling of superiority on the part of the doctor, and can 
you blame them? The garage mechanic in this town can tell me 
pretty nearly as much about my car as I can tell him about his 
body, but he does not act superior about it. 

As for fees, this is a touchy subject and avoided in most medi¬ 
cal publications. Let us just say that we must keep them reason¬ 
able, fair, and equitable. I know that Johnny Jones does not care 
whether I come in a Cadillac or in an old Chevrolet—just as long 
as I get there when he needs me. 

Henry C. Eichelmann, M.D. 

1419 Zerega Ave. 

New York 61. 
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MEDICAL MOTION PICTURES 


Trigeminal Neuralgia: 16 mm., color, sound, showing time 28 minutes. 
Produced in 1950 by and procurable on loan from Robert Dean Woolsey, 
M.D., 16 Hampton Village Plaza, St. Louis 9. 

This film concerns not only the preoperative and postopera¬ 
tive phases of several patients suffering from trigeminal neural¬ 
gia but also the operation itself. The explanation and description 
of the operation are amplified by means of diagrammatic 
sketches of the anatomy and of the stages and steps of the 
operation. 

The film opens with a long interview with one of three pa¬ 
tients suffering from trigeminal neuralgia. During this interview 
the patient recites the complete history of previous diagnoses 
and treatment by other doctors, none of which had proved sat¬ 
isfactory, Two other patients are shown and described. Operative 
procedure is then shown in diagram with scale pictures of the 
operative site, followed by the actual operative procedure. The 
technique of selective cutting of the fifth cranial nerve for 
trigeminal neuralgia with preservation of the ophthalmic branch 
and of the motor root is demonstrated. The postoperative pic¬ 
tures are shown, with particular emphasis on the regularity of 
the sensory levels procured. 

It is regrettable that the author does not explain why he has 
the first patient describe previous diagnoses and treatment in 
such detail. If the author wished to emphasize by this means that 
in many cases diagnosis is most unwarrantably delayed, that 
reason should have been specifically stated. Without such an 
explanation this seems extremely long and pointless. 

The operation is satisfactorily performed, and in some in¬ 
stances the visibility is exceptionally good, considering the dif¬ 
ficulties under which it is carried out. The sequences showing 
postoperative tests on all three patients for anesthesia and the 
mapping out of the areas on the faces might well have been 
shortened by confining the procedure of testing to one patient 
and showing the others after the mapping was completed. The 
demonstrations of closure might also have been shortened. 

It seems debatable whether, as is mentioned, 95% of 
trigeminal neuralgia occurs in the maxillary and mandibular 
divisions. No mention was made of the point that there are 
recurrences, especially in the spared ophthalmic fibers, particu¬ 
larly when those fibers were involved before operation. In 
general, this is a good teaching film and should be of interest to 
general practitioners, interns, residents, and medical students. 
The photography and narration are fair to good. 

Splenectomy: 16 mm., color, silent, showing time 23 minutes at sound 
speed. Produced in 1951 by and procurable on loan or purchase from 
Philip Thorek, M.D., 25 East Washington St., Chicago 2. 

This film demonstrates a technique for splenectomy in a case 
of hypersplenism. The importance of a primary ligation of the 
splenic artery to control bleeding is stressed. The film opens with 
a history of the-patient to be operated on and the indications 
for splenectomy. The embryology and the surgical anatomy in¬ 
volved are well demonstrated by colored, animated illustrations. 
The actual operation is then shown, and the important steps are 
effectively emphasized by colored illustrations. The pathology is 
well shown, and the important structures involved in the actual 
operation are clearly pointed out. The surgical technique em¬ 
ployed is good. Although the film could be shortened to advan¬ 
tage, it has good captions, and the photography is excellent. This 
picture is highly recommended for showing to general prac¬ 
titioners, specialists, residents, interns, medical students, and 
nurses. 

The Key Area (Attic-Aditus-Antrum) in the Chronic Mastoid: 16 mm., 
color, sound, showing time 20 minutes. Prepared by Gilbert Roy Owen, 
M.D., Los Angeles, Produced in 1951 by and procurable on rental or 
purchase from Billy Burke Productions, 7416 Beverly Blvd., Hollywood 36. 

This is an attempt to demonstrate graphically the various 
roentgen projections presently used, all of which inevitably con- 
note, in some degree, distortion of our anatomic teachings. It is 
probable that the greater the familiarity with the surgical- 
anatomic picture, the greater the problem of adjusting to such 
distortions. To this end, the author has attempted to show in the 


J.A.M.A., Jan. 5, ]9_;. 

film the nearest possible application of our anatomic memo- 
pattern of the key area. This projection is submitted—not a-': 
modification or a substitute—but as an amplification oi ^ 
classic Mayer position. ' 

The material is excellent, and the idea and results are c<w 
The new projection is good, but there is a question as to whetb 
a motion picture is the best way to present a subject of this tnl 
A good set of lantern slides might be more effective. This is 
highly technical, highly specialized film of interest only to o!o!c 
gists and x-ray technicians who specialize in taking radiogrart 
of the ear. In order to understand the content of this piciu, 
fully, repeated showings will be necessary. 
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Hospitals, in General: Doctrine of Res Ipsa Loquitur_T 

plaintiff sued for damages resulting from burns alleged to hs 
been caused by the negligence of the defendant’s hospital. Frc 
a judgment for the plaintiff, the defendant appealed to 1 
Supreme Court of Florida. 

The plaintiff was admittted to the defendant’s hospital duri 
a diabetic coma, and while she was in the hospital and unc( 
scious, she received the burns of which she complains. The 
fendant contended that there was no evidence that heat v 
applied to the plaintiff’s body in the hospital or, if applied, tl 
it was done negligently, or that the negligent use of heat pre 
mately caused the injury and that therefore the doctrine of 
ipsa loquitur did not apply. There was ample proof, said 
Supreme Court, to justify a conclusion that the plaintiff’s bu 
were not received before she reached the hospital and that tl 
were received while she was completely helpless and sensei 
in the hospital. The chief of staff of the hospital, who trea 
the plaintiff, testified that he was sure the injuries could : 
have resulted from anything he had done or ordered done, i 
he was at a loss to understand how they had occurred. 

Negligence may not be presumed, said the court, it must 
proven. Where direct proof is wanting, however, and such i 
cumstances are shown as to leave no conclusion except that 
defendant was at fault, a prima facie case may arise justify 
the application of the rule of res ipsa loquitur. In a prior supre 
court case, the court said “Establishment of the facts that 
instrument causing the injury was in the sole control of 
defendant, that the occurrence would not have happened in 
ordinary course of events had there been proper care on 
defendant's part, provides evidence that the injury sprang fr 
the defendant’s negligence.’’ 

This statement, continued the Supreme Court, fits the f: 
of the present case. There is abundant proof that the plair 
was injured while in the hospital. She could not testify direi 
about the experience for the obvious reason that she was 
conscious. The persons within the hospital immediately char 
with her care, protection, and treatment—the chief of staff i 
the nurses—were patently nonplussed over her mishap. C 
tainly, said the court, the instrument that caused her injury ' 
in the absolute control of the personnel of the institution, i 
the plaintiff did not knpw and could not have known what ap 
ratus was used in injuring her. All this, the court concluci 
indicates an “occurrence [that] would not have happened in 
ordinary course of events had there been proper care” on 
part of persons in the hospital who, although not direi 
assigned to the plaintiff’s case, had, nonetheless, access to 
room and to the hospital equipment. We think that the circi 
stances justify an inference that, while unconscious in a don 
strictly the defendant’s, the plaintiff was burned by some ins 
mentality which was negligently used or which should not 1 
been used , at all and that consequently the doctrine of res_ 
loquitur was properly invoked. Accordingly the judgment of 
trial court in favor of the plaintiff was affirmed.—Ci 
Hospital Association v. Webb, 52 So. (2d) 803 (Fla., 1951), 
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A.M.A. Arch. Dermal, and Syphilol., Chicago 
64:385-532 (Oct.) 1951. Partial Index 

♦Etiologic and Immunologic Concepts Regarding Sarcoidosis. A. Rosten- 
berg Jr.—p. 385. 

Generalized Miliaria Rubra Associated with Abnormal Vitamin A 
Metabolism, W. C. Lobitz Jr. and R. R. Kierland.—p. 411. 

Early Dermatologic Illustration. J. T. Crissey.—p. 417. 

Cysteine as Local Protective to Human Skin Against X-Rays. A. H. 
Siepyan and T. Cornbleet.'—p. 425. 

Results of Treatment of Acne Vulgaris by Intramuscular Injections of 
Vitamin A. G. H. Mitchell and T. Butterworth.—p. 428. 

Effective Application of Banthine® in Dermatology. C. S. Brown and 
f. L. Sandier.'—p. 431, 

Idiopathic Hyperlipemia with Secondary Xanthomatosis: Report of Case. 
L. Frank and L. M. Levitt.—p. 434, 

Results of Topical Application of Cortisone in Congenital Syphilitic 
Interstitial Keratitis: Preliminary Report of Two Cases. S. Maddin and 
J. L. Danto.—p. 437. 

Occupational Leucoderma from Rubber Dust and Debris. S. J. Zakon and 
A. L. Goldberg.—p. 441. 

Evaluation of New Drug for Topical Therapy of Tinea Capitis. E. Edel- 
son, C. Craster and A. Haskin.—p. 444. 

Capillary Resistance Tests. F. W. Hare Jr. and A. J. Miller.—p. 449, 
Acne Necrotica: Relation to Acne Necrotica Miliaris and Response to 
Penicillin and Other Antibiotics. C. Stritzler, R. Friedman and A. B. 
Loveman.—p. 464. 

‘Cutaneous Hypersensitivity Due to Beryllium: Study of 13 Cases. G. H. 
Curtis.—p. 470. 

Multiple Miliary Osteomas of Skin. R. G. Carney and C. E. Radcliffe. 
—p. 483. 

Intradermal Leishmanin Test (Montenegro Test) in Diagnosis of Cutane¬ 
ous Leishmaniasis; Report of Case of Chiclero Ulcer Diagnosed in 
California. P. Fasal and A. Gradow.—p. 487. 

Coincident Infection of Human and Anthropoid with Microsporum 
Audoulnl: Report of Case. J. P. Scully and A. M. Kligman.—p. 495. 
Green Nails: Role of Candida (Syringospora, Monilia) and Pseudomonas 
Aeruginosa. M. Moore and M. D. Marcus.—p. 499. 

Concepts of Causation of Sarcoidosis. —After reviewing the evi¬ 
dence for and against the tuberculous origin of sarcoidosis, the 
author concludes that the tuberculous causation of sarcoidosis 
is most unlikely. Failure to distinguish systemic sarcoidosis from 
a sarcoid type of cutaneous tuberculosis with positive bacillary 
findings has resulted in much confusion; consequently the neces¬ 
sity for differentiating these two types of lesions is stressed. Re¬ 
garding the view that sarcoidosis is not an etiological entity but 
can be caused by a variety of agents, it should be realized that 
certain of the arguments and observations, especially those based 
on negative bacteriologic findings, given against tuberculosis are 
applicable against any known infectious agent. Thus, by exclu¬ 
sion one is more or less forced to the view that sarcoidosis may 
be caused by a new infectious agent. A chief argument for the 
tuberculous origin is the relative anergy to tuberculin of many 
patients with sarcoidosis, but the theory of “positive anergy” is 
neither theoretically nor experimentally substantiated. It is 
reasonably well established that systematized sarcoidosis in¬ 
volves the lymphoreticular structures of the body, suggesting 
a reticuloendothelial blockade in this disease. Experimental ani¬ 
mals with adequately blocked reticuloendothelial systems are 
less able to produce antibodies and to react to antigens. That this 
may also be true of patients with sarcoidosis is intimated by 
their failure to show cutaneous hypersensitivity to BCG inocu¬ 
lation. A tuberculin-neutralizing substance may be found in the 
serum of patients with sarcoidosis. The author suggests that, if 
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this substance is an antibody, it does not arise in response to the 
tubercle bacillus but as a result of stimulation by some other 
micro-organism. An analogous situation occurs in various 
rickettsial diseases, in which the micro-organismal antigen causes 
production of agglutinins capable of reacting with an organism 
unrelated to the etiological agent of the infection. 

Hypersensitivity to Beryllium.—-The occurrence of dermatitis 
caused by beryllium compounds in 13 workers employed in two 
beryllium-extraction plants is reported. The dermatitis was 
caused by beryllium fluoride in 10 furnace operators, by ground 
metallic beryllium in 2 bottling machine operators, and by water 
drippings from the surface of overhead pipes coated with dust 
of various beryllium compounds in 1 worker. The men fre¬ 
quently did not wear masks and gloves, so that the dust was 
inhaled as well as deposited on the skin. Conjunctivitis and 
rhinopharyngitis developed in 8 of the 13 patients. Occasionally, 
hot particles striking the skin produced acute inflammatory 
papules and ulcerations on the face, neck, and arms. Patch tests 
with beryllium compounds were performed in the 13 patients 
and on 16 volunteer controls who never had been exposed to 
beryllium compounds. The clinical, histological, and experi¬ 
mental criteria for establishing the dermatitis as an allergic- 
eczematous type were fulfilled in the 13 patients. Eight of the 16 
controls showed spontaneous eczematous reactions 6 to 16 days 
after the patch tests. Subsequently, eczematous reactions were 
produced in 48 hours by higher dilutions than the sensitizing 
concentrations. Pure beryllium is insoluble in sweat and there¬ 
fore cannot be used for patch tests. Therefore, salts of beryllium 
had to be used, and anions, acidity, and primary irritancy of 
soluble beryllium compounds were eliminated as direct factors in 
clinical dermatitis. The beryllium ion is believed to be the sen¬ 
sitizing allergen. Beryllium fluoride can sensitize-the skin-to-a 
high degree, which accounts for the high incidence of dermatitis 
among workers in the fluoride process of beryllium extraction. 
Beryllium sulfate and beryllium chloride have less capacity than 
beryllium fluoride to sensitize the skin, while beryllium nitrate 
was observed to have little or no capacity to sensitize the skin 
under the conditions of these experiments. For patch tests, 1 % 
or 2% unbuffered solutions of beryllium fluoride, beryllium sul¬ 
fate, beryllium chloride, beryllium nitrate, beryllium ammonium 
fluoride, beryllium oxalate, and beryllium benzenesulfonate are 
suitable. It is suggested that mucous-membrane manifestations 
and possibly acute pneumonitis may be allergic reactions to 
beryllium compounds. 

A.M.A. Arch. Ophthalmology, Chicago 

46:235-362 (Sept.) 1951 

Terramycin in Treatment of Trachoma. Yukihiko Mitsui, Chie Tanaka, 
Hitoshi Toya and others.—^p. 235. 

Horizontal Squint with Secondary Vertical Deviations. M. J. Urist 
—p. 245. 

‘Effect of Systemic Cortisone and Corticotrophin (ACTH) on Experi¬ 
mental Herpes Simplex Keratitis. J. W. Hallett, I. H. Leopold and 
C. G. Steinmetz.—p. 268. 

Induced Ocular Tuberculosis: Report of Probable Case. W. O. Linhart 
—p. 271. 

Analysis of Methods for Measuring Diplopia Fields: Introduction of 
Device for Such Measurements. A. E. Sloanc.—p. 277. 

Analysis of Ocular Movements by Means of Electrical Method. R. J. 
Brockhurst and K. S. Lion.—p. 311. 

Study of Ocular Movements Under Stress. K. S. Lion and R. J. Brock¬ 
hurst.—p. 315. 

Alopecia Associated with Intraocular Foreign Body: Report of Case. 
H. McGrath.—p. 319. 

Rate of Flow of Aqueous Humor in Normal and Scorbutic Guinea Pigs 
E. Bdrany.—p. 326. 

Systemic Cortisone and Corticotropin in Herpes Simplex Kera¬ 
titis.—To study the effect of cortisone and corticotropin on virus 
diseases in general, and herpes simplex in particular, Hallett and 
associates supplemented their unsuccessful experiments on local 
cortisone treatment in herpes simplex infections of the rabbit 
cornea with further experiments utilizing systemic cortisone and 
corticotropin therapy. In 24 rabbits both corneas were ancsthe- 



11 MEDICAL LITERATURE ABSTRACTS 

tized with a drop of 0.5% tetracaine hydrochloride solution. 
Three linear, superficial, vertical incisions were then made 
through the corneal epithelium with a Graefe knife. A drop of 
macerated ohorioallantoic membrane from a chick embryo in¬ 
fected with herpes simplex virus was then instilled into the 
inferior cul-de-sac of each eye. Immediately after corneal inocu¬ 
lation, eight rabbits were given 9 mg. of cortisone acetate daily 
intramuscularly in divided doses for four days, and then in a 
single dose for the next three days. Another group of eight 
rabbits received identical treatment with corticotropin. The 
third group of eight rabbits constituted the untreated controls. 
There was no difference between the rabbits receiving cortisone 
and the corticotropin-treated animals. The controls showed 
severer involvement up to the fifth day; from then on the treated 
and the control groups showed almost the same degree of in¬ 
volvement. Thus it may be concluded that both corticotropin 
and cortisone systemically administered have an identical re¬ 
tarding effect, up to the fifth day, on experimental herpes simplex 
infections of the rabbit cornea. This is in contrast with the lack 
of benefit, or even deleterious effect, of local cortisone therapy. 

Alabama State Medical Assn. Journal, Montgomery 

21:53-80 (Sept.) 1951 

Intravenous Demerol and Scopolamine in Management of Labor. A. M. 
Cowden.—p. S3. 

Carcinoma of Skin. K. F. Kesmodel.—p. 56. 

Consideration of Hematuria. J. V/. Davis Jr.—p. 62. 


American Journal of Medicine, New York 

11:271-408 (Sept.) 1951 

Relationship Between Acidification of Urine and Potassium Metabolism: 
Effect of Carbonic Anhydrase Inhibition on Potassium Excretion. R. W. 
Berliner, T. J. Kennedy Jr. and J. Orloff.—p. 274. 

Low Potassium Syndrome Due to Defective Renal Tubular Mechanisms 
for Handling Potassium. D. P. Earle, S. Sherry, L. W. Eichna and 
N. J. Conan,—p. 283. 

Renal Tubular Acidosis with Osteomalacia: Report of Three Cases. 
K. L. Pines and G. H. Mudge.—p. 302. 

'' Clinical Recognition of Pyelonephritis, with New Stain for Urinary Sedi¬ 
ments. R. Sternheimer and B. Malbin.—p. 312. 

: . .spiration Biopsy of Kidney. P. Ivcrsen and C. Brun.—p. 324. 

■ ■ o' • Pectoris: Clinical and Pathologic Correlation. P. M. Zoll, S. Wes- 
sler and H. L, Blumgart.—p. 331. 

Lipoproteins in Atherosclerosis. H. B. Jones, J. W. Gofman, F. T. Lind- 
gren and others.—p. 358. 

Aspiration Biopsy of Tumor Tissue.—^Although aspiration 
biopsy of tumor tissue is a classic procedure, the liver and spleen 
are the only parenchymatous organs that have been examined by 
this method. Aspiration biopsy of the kidney has been per¬ 
formed only in the course of surgical treatment of hypertension, 
but no biopsy investigations in intrinsic renal disorders have 
been reported. Iversen and Brun suggest that renal biopsy 
techniques will be of value in the study of mild renal disorders 
that are rarely seen at autopsy and in the initial stages of severe, 
acute renal disorders. Biopsy will be particularly helpful in acute 
anuria associated with such conditions as shock, uteroplacental 
damage, poisoning with sulfonamides or corrosive sublimate, 
and enteritis. At present all these conditions are classified as 
lower nephron nephrosis, but the validity of such a generalization 
is doubtful, and a closer investigation of the histological changes 
in milder, nonfatal cases is needed. The instruments used for 
biopsy of the kidney are the same as those used for liver biopsy. 
Pyelography is performed before a biopsy is made. The needle 
is inserted nearly to the surface of the kidney, according to the 
distance measured in the pyelogram; the stylet is removed, a 
' syringe and needle are assembled, and the piston is pulled back 
I and secured with the fixation device. The needle is pushed in by 

j screwing it another 3 or 4 cm. into the tissue, and then the needle 

and syringe, in which the vacuum is retained, are pulled out. The 
! barrel of the syringe, as a rule, contains a cylinder of renal tissue 

'j from 10 to 20 mm. long. The specimen is fixed immediately. 

J Eighty biopsy attempts have been made in 66 patients. Sufficient 
\ kidney tissue to permit histological examination was obtained in 
1 only 42 cases. Most of the failures occurred in the beginning. 

1 'With greater experience, the authors are now successful in at 
I least two-thirds of cases. Complications other than transient 
j hematuria have not occurred in any case. 
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American Journal of Pathology, Ann Arbor, Mich. 

27:761-918 (Sept.-Oct.) 1951 

Characteristics of Stellate Inclusions in Giant Cells and Associat.i 
Tissue Reactions. J. A. Cunningham.—p. 761. 

Histoplasmosis and Malignant Lymphoma. J. F. Murray and P a 
B randt.—p. 783. ' 

Lymphosarcoma of Prostate. L. S. King and T. R. Cox.—-p. 801. 
"■Nature of Diffuse Intimal Thickening of Arteries. S. L. Wilens.—p 515 
Glomerular Thrombosis. D. B. Jones and W. E. Loring.—p, 841. '' 

Renal Lesions Associated with Experimental Diabetes in the Rat. G V 
Mann, J. W. Goddard and L. Adams.—p. 857. 

Transformation of Hepatic Vasculature of Rats Following Protracted 
Experimental Poisoning with Carbon Tetrachloride: Its Possible Rela¬ 
tion to Formation of Urate Calculi in Urinary Tract, H. Unonr 
—p. 871, ^ 

Senecio Poisoning Exhibiting as Chiari’s Syndrome: Report on 12 Cases 
G. Selzer and R. G. F. Parker.—p. 885. 

Graphite Pneumoconiosis. F. A. Jaffc.—p. 909. 

Diffuse Intimai Thickening of Arteries.—Most authors do no 
consider diffuse intimal thickening a part of the atheroscleroth 
process, since it may be found without lipid deposition. It occuri 
early in life, long before any evidence of atherosclerosis can bt 
found, and also in the absence of visible intimal lipid streaks 
Nevertheless, several circumstances suggest that this intima 
change may be an early but consistent and integral part of thi 
atherosclerotic process. This report presents evidence for Ihi 
view. Diffuse intimal thickening is more pronounced in arterie 
that commonly develop atherosclerosis than in those that are in 
volved infrequently. It is greater in portions of the aorta vvher 
atherosclerotic plaques develop frequently than where they rare! 
occur. Diffuse intimal thickening of the aorta increases pre 
gressively throughout life and is more pronounced in men tha: 
in women. It is increased in the presence of hypertension. Diffus 
intimal thickening of the aorta does not occur in species i 
which atherosclerosis does not develop spontaneously. Whe 
cholesterol-fed rabbits are given a normal diet for protracte 
periods before being killed, fibrous intimal thickening of th 
aorta occurs that is analogous to that of man. Lipid stains 0 
the diffusely thickened aortic intima often reveal small deposil 
of lipid. These observations suggest that consistent diffus 
overgrowth of intimal tissue early in life is not a natural d( 
velopmental phenomenon but is related to the mechanism tht 
eventually leads to formation of atherosclerotic plaques. Th; 
interpretation suggests that atherosclerosis is not limited to sea; 
tered areas of the arterial intima but involves the entire intimi 

American Journal of Psychotherapy, New York 

5:337-494 (July) 3951. Partial Index 

Hypothesis Regarding Scope and Limitations of P.sychotherapy. G. Hoi 
mann.—p. 339. 

Few Notes on Hypertension. S. Lowy.—p. 362. 

"First Aid in Acute Panic States. J. A. M. Meerloo.—p. 367, 

Office Management of Functional Gynecological Disorders. F. Wengra 
—p. 372. 

Current Trends in Group Psychotherapy. L. Wender.—p. 381. 

First Aid in Acute Panic States.—Experiences during the wt 
in the Netherlands and in Britain convinced Meerloo that eve 
in persons well prepared for disaster, extreme danger tends t 
provoke all kinds of mental defense reactions. Catastrophes lik 
earthquakes, railway accidents, or direct bomb hits may indue 
a state of infantile regression. Two types of panic behavior ai 
generally observed; the first is a state of mental paralysis i 
which the patient is apathetic, cannot talk and cannot move, an 
appears to be dead, except for the fright that shows in his eye. 
He does not consciously listen, though his body contracts ; 
every noise. This so-called cataleptic reaction may communical 
fear to others. The second type of panic reaction takes the forr 
of temper tantrums, like those in an angry child. A soldier wit: 
this form of panic may attack his fellow soldiers or shoot at h 
own troops. A woman may begin to cry, shout, or walk ain 
lessly about, wringing her hands. Most variations of such fe; 
reactions involve psychosomatic conversions, examples of whi( 
are painful but brief vasoconstriction and frequent urinatio 
An explanation of the cause of these reactions has a sedati' 
effect on the patient. The physician who might be called upi 
to treat large numbers of mentally disturbed victims should ha 
a simple scheme of treatment ready. A hostile attitude toward 
panicky person may increase the panic. Persons obsessed by fe 
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may react to sedatives in an unexpected way. Alcohol may have 
a good effect, but it may also provoke a pathological reaction. 
Barbiturates often make the panicky patient more excited. In 
cases in which concrete therapy as well as reassurance is needed, 
aspirin or bromides will suffice in most cases. Oral satisfaction, 
in the form of hot coffee, soup, or cigarets, may be more effective 
than any narcotic. Mental first aid in the form of hypnosis or 
first aid catharsis may prevent the development of deeper neu¬ 
rotic involvement. 

Annals of Allergy, Minneapolis 

9:563-702 (Sept.-Oct.) 1951 

SYMPOSIUM ON NASAL ALLERGY 
Nasal Function and Nasal Neurosis. E. A. Brown.—p. 563. 

Role of Food Sensitivity in Nasal Allergy. H. M. Davison.—p. 568. 

Use of Cortisone and ACTH in Management of Nasal Allergy. G. A. 
Koelsche, C. K. Maytum, L. E. Prickman and H. M. Carryer. 
—p. 573. 

Miscellaneous Inhalants and Molds. H. E. Prince.—p. 575. 

Surgical Management of Nasal and Sinus Allergy. O. E. Van Alyea. 
—p. 585. 

•Observations on Use of ACTH and Cortisone in Treatment of Asthma. 
Hay Fever, and Other Allergic Conditions. A. S. Friedlaender and 
S. Friedlaender.—p. 588. 

Adrenocorticotropic Hormone (ACTH): Effect on Ragweed Hay Fever. 
M. Zeller.—p. 603 

Absorption of One Per Cent Chlorcyclizine Hydrochloride Cream 
Through the Skin. A. E. Light and J. A. Tornaben.—p. 607. 
Treatment of Allergic Headache. H. D. Ogden.—p. 611. 

Cafergot Suppositories in Migraine. M. Fuchs and L. S. Blumenthal. 

—p. 616. 

Tropical Eosinophilia and Its Possible Relationship to Locfller’s Syndrome 
and Periarteritis Nodosa. V. P. De Zoysa.—p. 621. 

Occurrence of Bacterial Respiratory Infections Resembling Epidemic 
Coryza in Allergic Patients: Etiology and Treatment. F. A. Stevens 
and E. Gordon.—p. 634. 

Cold Urticaria: Investigations Concerning Its Pathogenesis. E. Rajka 
and A. Asboth.—p. 642. 

Psychotherapy in Multiple Sclcro,yis: Part IV. H. D. Jonez.—p..653. 

Some Psychological Aspects of Treatment of Patients Who Have Food 
Allergies. W. Kaufman.—p. 660. 

Hypoallergic Penicillin: III. Histadyl-Penicillin. S. W. Simon.—p. 665. 
Comparison of Anamnestic and Perennial Therapy in Management of 
Allergic Respiratory Disease. L. E. Abram and J. S. Frankel.—p. 669. 

Corticotropin and Cortisone in Allergic Conditions.—Cortico¬ 
tropin (ACTH) or cortisone was given to 91 patients with various 
allergies, of whom 41 had asthma, 32 hay fever and 18 other 
allergic conditions, such as atopic dermatitis, contact dermatitis, 
urticaria, and angioneurotic edema. Of the 41 patients with 
asthma of 2 to 30 years’ duration, 21 were hospitalized. Ten of 
these were given an initial course of corticotropin by intramus¬ 
cular injection in total doses of 600 to 870 mg. administered over 
6 to 13 days. Good results were obtained in 6, fair results in 2, 
and poor results in the other 2. Eleven patients were given an 
initial course of cortisone in daily doses of 300 mg. by intra¬ 
muscular injection, with good results in four, fair results in four, 
and poor results in three. The remaining 20 ambulatory patients 
were given daily doses of 100 to 200 mg. of cortisone orally, 
with good results in 13, fair results in 3, and poor results in 4. 
The effects of corticotropin and orally administered cortisone 
were more quickly evident than those of parenterally adminis¬ 
tered cortisone in suspension. The effects of orally administered 
cortisone were more transient. The remissions induced in bron¬ 
chial asthma by initial courses of corticotropin and cortisone 
were generally of brief duration, with symptoms recurring in 
their original severity within a few days or weeks. While the 
response to repeated courses was frequently as good as to the 
initial course, symptoms tended to recur more quickly and 
severely after successive courses. Of the 32 patients with seasonal 
hay fever, 14 obtained relief from symptoms by intensive admin¬ 
istration of corticotropin at six-hour intervals, large single daily 
injections of cortisone suspension, and administration of corti¬ 
sone orally every four hours. Of 11 patients with atopic derma¬ 
titis treated with corticotropin or cortisone, good results were 
obtained in 2, fair results in 6, and poor results in 3. Satisfactory 
results were obtained in two patients with contact dermatitis 
and in four with angioneurotic edema, while results were poor in 
one patient with urticaria. Hormonal and metabolic side-effects 
observed were fluid retention with edema, acne, menstrual dys¬ 
function, adrenal insufficiency, and psychic disturbances. Corti¬ 
cotropin and cortisone may be used to advantage as adjuncts in 


temporary alleviation of severe symptoms associated with hyper¬ 
sensitivity. The advisability of using the hormones for long 
periods in such conditions is questionable. 

Annals of Infernal Medicine, Lancaster, Pa. 

35:499-762 (Sept.) 1951. Partial Index 

Cardiac Symptoms. J. Parkinson.—p. 499. 

Clinical and Laboratory Observations on Autoimmune Hemolytic Dis¬ 
ease. L. E. Young, G. Miller and R. M. Christian.—p. 507. 
•Cobalamin (Vitamin Bis) and Intrinsic Factor of Castle. F. H. Bethell, 
M. E. Swendseid, S. Miller and A. A. Cintron-Rivera.~p. 518. 

Use of Cation Exchange Resins in Clinical Situations. T. S. Danowski, 
L. Greenman, J. H. Peters and others.—p. 529, 

Place of Electrocardiogram in Cardiac Diagnosis. F. F. Rosenbaum. 
—p. 542. 

Mediastinal Emphysema Occurring with Therapeutic Pneumoperitoneum: 

Report of 10 Cases. M. N. Towbin.—p. 555. 

Pulmonary Changes Related to Cardiospasm. R. A. Lake-—p. 593. 
•Coronary Sclerosis and Pulmonary Hypertension. E. H. Drake.—p. 600. 
Liver Function Studies During Cortisone Therapy. J. H. Holmes and 
S. C. Pcrcefull.—p. 608. 

Clinical Application of Pituitary Adrenocorticotropic and Adrenal Ster¬ 
oid Hormones. L. W. Kinscll.—p. 615. 

Functional Interrelationship of Anterior Pituitary and Adrenal Cortex. 
D. J. Ingle.—p. 652. 

Meningo-Encephalitis Due to Brucellosis, with Report of Case in Which 
B. Abortus was Recovered from Cerebrospinal Fluid, and Review of 
Literature. E. Nichols.—p. 673. 

Miliary Tuberculosis in Cortisone Treated Patient: Case Report with 
Autopsy. R. F. Kleinschmidt and J. M. Johnston.—p. 694. 

Vitamin B,- and Castle’s Intrinsic Factor.—Vitamin B,: is but 
one of a group of related compounds for which the generic term 
“cobalamin” has been proposed by its American discoverers. 
Individual compounds have been isolated from biological ma¬ 
terials and have been designated as cyanocobalamin (vitamin 
Bk) and hydroxycobalamin (vitamin Bub), All of the cobalamin 
compounds that have been tested clinically have the same 
type and apparently the same degree of hemopoietic activity. 
The efficacy of liver extracts in the treatment of pernicious 
anemia appears to depend on the amount of these compounds 
they contain, and solutions of the compounds given by intra¬ 
muscular injection are effective substitutes for liver extracts. 
Dietary deficiency of these compounds may result in severe 
macrocytic anemia. The condition may be completely corrected 
by the daily oral administration of 5 7 of crystalline vitamin 
Bij without a source of intrinsic factor. Disturbance of intes¬ 
tinal function with diminished absorptive area and dietary in¬ 
adequacy may give rise to multiple deficiencies associated with 
macrocytic anemia and require the parenteral administration of 
both a vitamin B,- compound and folic acid (pteroylglutamic 
acid) to achieve a satisfactory therapeutic result. Efficient utili¬ 
zation of an orally administered B,: compound by patients with 
pernicious anemia requires an exogenous source of intrinsic 
factor, although the role of intrinsic factor in this potentiating 
action is not understood. It does not appear to protect the vita¬ 
min against destruction in the alimentary tract nor to prevent 
its utilization by bacteria inhabiting the stomach and small intes¬ 
tine. There appears to be a correlation between the intrinsic 
factor activity of gastric and duodenal preparations and their 
capacity to combine with the vitamin and thereby render it in¬ 
capable of stimulating the growth of micro-organisms which 
require it. Four cases are reported; two patients with non-Addi- 
sonian macrocytic anemia treated with the vitamin without in¬ 
trinsic factor and two patients with pernicious anemia, one 
treated with vitamin Bi;i, and desiccated hog duodenal mucosa 
and the other with healed trypsin digest of an intrinsic factor- 
vitamin B,i complex. 

Coronary Sclerosis and Pulmonary Hypertension.—Evidence of 
coronary heart disease was observed in persons who also showed 
strain on the right ventricle from one of the following causes: 
kyphoscoliosis with pronounced chest deformity, spinal arthri¬ 
tis, thoracoplasty, pulmonary fibrosis, emphysema, and pulmon¬ 
ary vascular disease from mitral stenosis. The age of onset of 
circulatory symptoms was 47 or over. All the patients had angina 
pectoris or congestive heart failure or both. Electrocardiographic 
abnormalities were present in all but one case, but there was no 
typical electrocardiographic pattern of the combined disorders. 
Cardiac enlargement was the rule, but the enlargement was 
pronounced only in the three patients who had associated sys¬ 
temic hypertension. Sinus rhythm was present in all. A consider- 
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able degree of cardiac disability • existed, but nearly half the 
patients were able to follow a gainful occupation with intervals 
of full disability. Respiratory infections were disabling. Pneu¬ 
monitis in the patients with angina pectoris led to severe pro¬ 
longed chest pain of the usual type, which did not respond to 
glyceryl trinitrate (nitroglycerin). One patient survived three 
attacks of myocardial infarction following pulmonary infections. 
Oxygen therapy was beneficial in every instance of respiratory 
infection for which it was given and seemed particularly helpful 
in angina pectoris. Chemotherapy and antibiotics were used to 
combat respiratory infection. The effect of digitalis was often 
disappointing. A low sodium intake and mercurial diuretics were 
more efficient methods of treatment for congestive failure. After 
an injection of mercurial diuretic, administration of glyceryl 
trinitrate can be spaced at intervals of several days in patients 
with frequent anginal attacks and persistent pulmonary conges¬ 
tion. Theophylline compounds and antihistaminics were used 
with varying results. A regimen for daily living and avoidance 
of exposure to respiratory infections were considered basic treat¬ 
ment. Winter residence in a warm climate is recommended. Two 
cases are reported in detail. 

Miliary Tuberculosis in a Cortisone-Treated Patient.—^Acute 
miliary tuberculosis is reported in a man 59 receiving cortisone 
for a chronic febrile illness with arthritic manifestations. A 
30-day course of cortisone, 100 mg. intramuscularly daily, was 
given with considerable relief of the joint pains, but the tem¬ 
perature continued to be elevated and the erythrocyte sedimen¬ 
tation rate remained rapid. A second 17-day course of cortisone 
and a third 25-day course were given during the next two months, 
with approximately the same effect noted initially. The patient 
died suddenly and unexpectedly on the 112th hospital day. 
Necropsy revealed arteriosclerotic heart disease, atherosclerosis 
of coronary arteries with pronounced insufficiency, chronic or¬ 
ganizing pneumonia, acute miliary tuberculosis of the lungs, 
peribronchial lymph nodes, liver, spleen and adrenal glands, and 
benign arteriolar nephrosclerosis. Although there was no proof, 
it is likely that cortisone contributed to the development of acute 
miliary tuberculosis in this patient. The patient undoubtedly died 
of arteriosclerotic heart disease. The tubercles were so small that 
they were not evident in repeated roentgenologic examinations 
of the chest or in the gross specimens at necropsy, which seemed 
to indicate that they developed some time after the first course 
of cortisone was started. Their maximal age was estimated at 
approximately eight weeks. Certain clinical features of the case 
were suggestive of periarteritis nodosa, and it was on this basis 
that cortisone was given. The authors’ experience seems to indi¬ 
cate that the administration of cortisone to patients with un¬ 
diagnosed febrile illnesses should be avoided. Cortisone should 
not be administered to patients with active tuberculosis until 
further information is available. 

Anesthesiology, New York 

12:541-672 (Sept.) 1951. Partial Index 
The Oximeter—Technical Aid for the Anesthesiologist. C. R. Stephen, 
H. M. Slater, A. L. Johnson and P. Sekelj.—p. 541. 

Reflex Circulatory Responses to Direct Laryngoscopy and Tracheal 
Intubation Performed During General Anesthesia. B. D. King, L. C. 
Harris Jr., F. E, Greifenstein and others.—p. 556. 

Clinical Application of Automatic Anesthesia, D. E. Soltero, A. Faul- 
coner Jr. and R. G. Bickford.—p. 574. 

Effect of Sympathomimetic Amines on Duration of Procaine Spinal 
Anesthesia. M. Helrich, E. M. Papper, B. B. Brodie and others. 
—p. 595. 

Supervised Emergence of the Anesthetized Patient. C. D. Anderson. 

—P- 604. . ^ 

Use of Hyaluronidase in Local and Nerve Block Analgesia Other Than 
Spinal Block: 1520 Cases. D. C. Moore.—p. 611. 

^Inhibition of Sweating in Man by Scopolamine. M. J. Frumin and E. M. 
Papper.—p. 627. 

Pain and Some Factors That Modify It. H. K. Beecher.—p. 633. 
Experimental and Clinical Evaluation of Sodium Allyl 1-Methylbutyl 
Barbiturate (Seconal) Administered Intravenously. R. W. Virtue and 
J. E. Gootee.—p. 642. j 

Experiences with Ultra-Short Acting Intravenous Barbiturates Combined 
with Decamethonium Bromide for Endotracheal Intubation. P. P. 
Volpitto.—p. 648. 

Inhibition of Sweating by Scopolamine.—^The control of body 
temperature during general anesthesia is altered considerably. 
Earlier workers recognized hypothermia associated with the ad¬ 
ministration of ether by open methods. This was considered an 
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important factor in the precipitation of shock. In more k«- 
■years, particularly with the almost routine employment ofcloi" 
circuits with carbon dioxide absorption methods, elevated teij 
peratures have been observed frequently during general ane 
thesia. To investigate elements that might account for diminisli. 
heat loss, the authors studied the effect of the inhibition of tl 
sweating mechanism by scopolamine hydrobromide, which v- 
given to unanesthetized men subjected to the stress of envitoi 
mental temperatures approximately equal to the normal averat 
skin temperature. This drug, commonly employed in preane 
thetic medication, is a cholinergic blocking compound at 
prevents the activation of the sweat glands, which are innervatt 
by cholinergic nerves. Scopolamine was found to depress the ra 
of sweating in normal man by 35%, which may be a factor 
hyperthermia during surgical operations, especially if norm 
sweating is further impaired by illness or dehydration. T 
authors feel that this and other aspects of temperature regulali 
under anesthesia is needed. The pharmacologic aspect, althou 
important, is only one part of the problem. The heat load i 
posed by drapes, a humid room, proximity of surgeons a 
lights should be estimated. Consideration should be given to t 
influence of spinal, peridural, and caudal anesthesia on hi 
loss by virtue of inhibition of sweating. 

Archives of Pediatrics, New York 

68:357-406 (Aug.) 1951 

Poliomyelitis in a Pair of Identical Twins: Report of Cases. R. 
Haumeder.—p, .357. 

♦Peptic Ulcer in Childhood: Report of Six Cases. J. B. Gillespie 
H. E. Bliss.—p. 361. 

Treatment of Refractory Asthmatics. A. Sterling, A. Fishman 
V. Sherman.—p. 373. 

Local Therapy in Dermatoses of the Newborn Infant. C. B. Heir 
H. 'G. Grayzel and B. Kramer.—p. 382. 

Peptic Ulcer in Childhood—The six children with peptic ul 
whose cases are reported were observed by Gillespie and B 
between 1934 and 1951. In each instance the diagnosis \ 
suspected clinically and confirmed by roentgenologic exami 
tion. Five were male and one was female, and the ages rani 
from 2 to 9 years. Five of the ulcers were duodenal and one i 
gastric. In at least two of the patients the lesions and sympfo 
persisted into young adulthood. An obstructing pyloric ul 
developed in the 2-year-old patient, which was possibly initia 
or aggravated by the administration of aureomycin. The ole 
of the six children, a 9-year-old boy with spastic quadriplei 
sustained a gastric ulcer (Curling’s) subsequent to a severe i 
extensive burn. The possible presence of an inflammatory les 
of the stomach or duodenum should be considered in any cl 
with vague or ulcer-like abdominal complaints. 

Archives of Physical Medicine, Chicago 

32:567-616 (Sept.) 1951. Partial Index 

Sex and Age Differences in Mechanical Ability of Physical Thei 
Matriculants. F. A. Hellebrandt, S. J. Houtz and T. Pedersen.—p. 
Combined Use of Cortisone, ACTH and Rehabilitation Techniques 
Certain Arthritis Problems. J. A. Coss Jr. and C. A. Ragan.—p. 
Effect of Neostigmine Studies on Spasticity of Skeletal Muscle in U{ 
Motor Neuron Lesions: Preliminary Report. G. G. Hirschberg 
A. S. Abramson.—p. 575. 

Diagnostic Features of Electromyography. O. L. Huddleston, E. Au 
and A. A. Marinacci.—p. 579, 

♦Value of Pylon in Pre-Prosthetic Management of Lower Extremity Am 
tee. L. Blau, J. J. Phillips and D. L. Rose.—p. 585. 

Galvanism in Treatment of Ecchymosis. D. Dancik and A. Degri 
—p. 593. 

The Pylon in Preprosffielic Management.—Although the use 
pylons in preprosthetic training has been criticized in the be 
' that its use will result in an unnatural gait characterized 
circumduction of the stump, an absence of motion at the k 
and an abnormal movement pattern in general, these autl 
believe that pylons have merits that are not fully realii 
Thirty-one consecutive amputees were fitted with a pylon w, 
awaiting the permanent prosthesis, with no unfavorable coi 
quence. The abduction gait, bulbous,_ sensitive stump, and p 
pattern of locomotion emphasized in the literature were 
encountered. The pylon was acceptable to the patient, and 1 
durable and easily fabricated. Replacement of the pylon hue 
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and lining is cheaper and simpler than similar changes in the 
permanent prosthesis. Since most of the stump shrinkage oc¬ 
curred while the pylon was worn, its use should not be termi¬ 
nated too soon. Use of the pylon enabled the patient to return 
to gainful work while awaiting the permanent prosthesis, which 
is not always possible with the use of crutches alone. 

Arkansas Medical Society Journal, Fort Smith 

48:113-128 (Oct.) 1951 

Optimum Age and Procedure of Choice for Elective Surgery in Infancy 
and Childhood. L. A. Longino.—p. 113. 

Involutional Melancholia and Depressive Stales: Results of Treatment 
Over 5-Year Period. L. A. Cohen.—p. 123. 

Management of Lesions of Breast. J. H. Growdon.—p. 125. 

Bacteriological Reviews, Baltimore 

15:105-182 (Sept.) 1951 

‘•Mechanisms of Man’s Resistance to Infectious Diseases. W. J. Nungester. 
—p. IDS. 

Synthesis of Nucieic Acid by Virus-Infected Bacteria. S. S. Cohen. 
—p. 131. 

Intermediary Metabolism of Mycobacteria. N. L. Edson.—p. 147. 

Mechanisms of Resistance to Infectious Diseases.—Man’s re¬ 
sistance to infection depends on many factors. Mechanical bar¬ 
riers aid in preventing the entrance of micro-organisms into 
susceptible tissues and also in localizing infections. These in¬ 
clude the epithelial coverings such as the skin, the gastro¬ 
intestinal tract mucosa, and the epithelium of the respiratory 
tract. Barriers within the body, such as the tendon sheaths, 
fascial planes, the blood-brain barrier, and serous membranes, 
all prevent in a mechanical way the spread of infection from one 
part of the body to another. Certain physiological processes act 
in a mechanical manner to prevent infection. These include 
tear secretion and flow of saliva and urine, or the formation 
and movement of the mucus sheath of the respiratory tract and 
of the mucus secretions of the other parts of the viscera. The 
various body fluids, such as blood plasma and gastric juice, 
exercise antimicrobial actions against certain parasites. Such 
actions are frequently associated with the immune state of the 
host. The phagocytic cells play a most important role in the 
defense of the body against bacteria, protozoa, and probably 
viruses. Age, heredity, congenital influences, nutrition, fatigue, 
temperature, and concurrent disease are general factors that 
play a part in resistance against disease. Nungester stresses that 
all possible approaches must be employed in the battle against 
infections. To attack the problem from only one angle, for 
example biochemistry, however important it may be, is not 
adequate. Teamwork is required to contribute significantly to 
man’s success in his battle against infectious diseases. 

Blood, New York 

6:867-962 (Oct.) 1951 

Hematologic Manifestations of Vitamin Bi- Deficiency in Swine. G. E. 

Cartwright, B. Tatting, J. Robinson and others.—p. 867. 

Quantitative Analysis of Normal and Four Alternative Degrees of 
Inherited Macrocytic Anemia in House Mouse: I. Number and Size 
of Erythrocytes. E. S. Russell and E. L. Fondal.—p. 892. 

Nucleic Acids of Rabbit Reticulocytes. N. S. Burt, R, G. E. Murray and 
R. J. Rossiter.—p. 906. 

Role of Lungs in Removal of Transfused Lymphocytes. A. S. Weisberger, 

R. A. Guyton, R. W. Heinlc and J. P. Storaasli,—p, 916. 

ElTect of Intravenous Histamine Administration on Level of White Blood 
Count in Peripheral Blood. H. R. Bierman, K. H. Kelly, N. L. Petrakis 
and others.—p. 926. 

Paroxysmal Nocturnal Hemoglobinuria; With Two New Case Reports. 

S. K. Mcllvanie and M. F. Beard.—p. 936. 

Activity of Megakaryocytes in Postoperative State. A. A. Kerhulas, R. L. 

Ohler, R. Warren and J. S. Belko.—p. 945. 

Surrounding Membrane of Granulations of Neutrophil and Its Acid 
Alcohol Fastness, P. Scabra.—p. 949. 


Bulletin of New York Academy of Medicine, New York 

27:597-640 (Oct.) 1951 

Structure and Functions ol New York Academy of Medicine. H R. 
Craig.—p. 597. 

Ewing: Experimental Method and Cancer Problem. C. P. Rhoads.—p. 606. 
Freud: Man and Scientist. R. M. Loewenstein.—p. 623. 


Endocrinology, Springfield, HI. 

49:149-288 (Aug.) 1951. Partial Index 

Biological Activity of Steroids as Determined by Assay of Renin- 
Substrate (Hypertensinogen). O. M. Helmet and R. S. Griffith.—p. 154. 
Effect of Pituitary Stalk-Section on Reproductive Organs of Female Rats. 

R. O. Creep and R. J. Barmett.—p. 172. 

Studies on Role of Adrenal in Anaphylaxis and Histamine-Shock. F. J. 
Saunders.—p. 185. 

Action of Human Chorionic Gonadotrophin upon Metabolism of Phos- 
. phorus in Thymus of Hypophysectomized Immature Rats. XJ. Borell 
and E. Diczfalusy.—p. 189. 

Prevention by Somatotrophin of Catabolism Which Normally Occurs 
During Stress. H. Selye.—p. 197. 

Inhibition of Gametokinetic Response in Male *'Rana Pipiens'' with 
Adrenolytic Drugs. S. L. Clark, R. B. Greenblatt and R. M. West. 

~p. 200. 

Gonadal Influences on Survival After Adrenalectomy in Golden Hamster. 

J. G. Snyder and L. C. Wyman.—p. 205. 

Systemic Levels of Plasma Progesterone During Pregnancy in Women and 
Monkeys. T. R. Forbes.—p. 218. 

Site of Thyrotrophin and Gonadotrophin Production in Rat Pituitary 
Studied by McManus-Hotchkiss Staining for Glycoprotein. H. D. 
Purves and W. E. Griesbach.—p. 244. 

Histochemical Demonstration of Ketosteroids in Normal and Neoplastic 
Testes. R. Ashbel, R. B. Cohen and A. M. Seligman.—p. 265. 


Florida Medical Association Journal, Jacksonville 

38:151-224 (Sept.) 1951 

Endocrine Relationships in Diabetes Mellitus and Carbohydrate Me¬ 
tabolism. S. Davidson.—p. 167. 

Surve)^ of Progress in General Field of Health in Florida for Period from 
1940 to 1949. W. T. Sowder.—p. 171. 

Stevens-Johnson Disease: Report of Case. R. R. Duke.—p. 176. 

38:225-304 (Oct.) 1951 

•Melanoma and Carcinoid of Rectum. C. Rosser.—p. 247. 

Problems of Medical Care in Poliomyelitis, K. S. Landauer.—p. 252. 
Antibiotics in Treatment of Urinary Tract Infections. G. Carroll and 
R. V. Brennan.—p. 257. 

Safeguarding the Part Time Florida Patient. A. E. Murphy.—p. 259. 

Use of Intra-Arterial Aminophyllinc for Peripheral Arteriosclerosis. J. A. 
Rickies.—p. 263. 

Consolidated Screening Survey in Seminole County. M. J. Ford.—p. 265. 
The Greeks Had a Word For It. G. A. Dame.—p. 268. 

Melanoma and Carcinoid of Rectum.—^The discussion of mela¬ 
noma and carcinoid of the rectum is combined for the following 
reasons: both tumors are believed to arise from embryologic 
neural ceils; both have a characteristic color, black in the case 
of malignant melanoma and yellow in carcinoid; neither has 
been understood well enough for general agreement concerning 
even the nomenclature; and both are surgical problems. Because 
no early specific or localizing symptoms occur with either tumor, 
melanomas in a malignant phase or carcinoids that are malig¬ 
nant per se are recognized almost invariably after metastasis, 
which occurs through the lymph or blood channels and may 
involve any part of the body. As information concerning these 
two neoplasms has increased, the terms used to designate them 
have been discarded or revised constantly. In Bacon’s most recent 
text, for example, the tumor now known generally as melanoma 
is referred to as melanosarcoma, melanoepithelioma, malignant 
melanoma, and melanoblastoma. There is general dissatisfac¬ 
tion with Oberndorfer’s term “carcinoid” for a tumor which, 
while benign in the appendix and on occasion in the remainder 
of the bowel, has violent carcinoma-like potentialities. There is 
a trend to adopt Masson’s alternate designation, “neurocrine 
tumors,” instead of carcinoid. The efficacy of roentgen rays has 
been disproved in melanoma and is unproved in carcinoid. Radi¬ 
cal surgery is justified before metastases have occurred. The 
author reports two of his own cases. 

Journal of Bacteriology, Baltimore 

62:253-354 (Sept.) 1951. Partial Index 

Studies on Specificity of Fermentation of Pentoses by Lactobacillus 
Pentosus. J. O. Lampen and H. R. Peterjohn.—p. 281. 

Studies on Lysogenesis: I. Mode of Phage Liberation by Lysogenic 
Escherichia Coli. G. Bertani.—^p. 293. 

Mutual Exclusion Between Infecting Phage and Carried Phage. J. J. 
Weigle and M. Delbriick.—p. 301, 

Arithmetic Linear Growth of Mycobacterium Tuberculosis Var. Hominis. 

M. W, Fisher, W, F. Kirchheimer and A. R. Hess.—p. 319. 

Biochemical Studies on Phenomenon of Virus Reproduction. J. Spizizen, 
J. C. Kenney and B. Hampil.—p. 323. 

Further Mineral Requirements of Streptococcus Faccalis. R, A. MacLeod. 
—p. 337. 
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for oral use, all patients were transferred to this preparation, the 
initial dose varying from three to four tablets a day for several 
days, followed by a maintenance dose of one tablet (25 mg.) 
twice, and in some three times daily. The duration of treatment 
varied from 3 to 14 months. All patients throughout the course of 
cortisone treatment were placed on a diet having a salt content 
that did not exceed 1 gm. Physical therapy was used as an adjunct 
during the two-week period of hospitalization. Of the 63 patients 
treated, 37 were considered to have obtained good results and 21 
fair results; treatment failed in 5 patients. The age of the patient 
appeared to have some bearing on the end result. The 15 patients 
in the first three decades of life had the highest percentage of 
good results (80%). After the third decade the incidence of good 
results became progressively smaller. The influence of sex on 
the outcome of cortisone therapy was insignificant. Supplemen¬ 
tary treatment with sex hormones, tetraethylammonium chloride 
(etamon®), vitamin C, and gold, in combination with cortisone, 
was of little help. Side-effects, such as euphoria, psychosis, hir¬ 
sutism, moon face, and edema of the extremities, occurred in a 
small number of patients. In all instances these complications 
subsided after cortisone treatment was stopped. To obtain the 
most satisfactory results it is essential for cortisone to be ad¬ 
ministered continuously and in adequate dosage. 


Missouri Slate Medical Assn. Journal, St. Louis 

48:751-844 (Oct.) 1951 

CIVIL DEFENSE 
Why Civil Defense? C. P. Hungate.—p. 768. 

Civil Defense Needs Every Physician. E. F, Slegen.—p, 771. 

State Level Civil Defense, Health and Medical Services and Special 
Weapons Defense. B. G. Hamilton and H. S. Miller.—p. 775. 

Role of Red Cross in Civil Defense. M. Tainter.—p. 776. 

Plan for Medical Service in Missouri’s Civil Defense Program. C. H. 
Lohr.—p. 779. 

Personnel Requirements of Medical Portion of State Civil Defense Plan. 
D. G. Hall.—p. 800. 

Functions of General Staff Section on Plans and Training (D-3). S. J. 
Merenda.—p. 800. 

Function of Intelligence (G-2) Section. W. J. Shaw.—p. 801. 

Supply and Logistics. J. Growdon.— p. 802. 

Blood Program. H. N. Allen.—p. 805. 

Radiologic Warfare Defense. J. E. Schiffmacher.—p. 806. 

Biologic Warfare: National Civil Defense Administration.—p. 810. 
Public Health Activities in Civil Defense. C. F. Blankenship.—p. 813. 
Medical Plans for Civil Defense in Nontarget Area. S. A. Grantham. 
—p. 817. 

Medical Public Information. J. D. Bennett.—p. 818. 

Time for Decision. C. P. Hungate.—p. 821. 


Nebraska State Medical Journal, Lincoln 

36:313-344 (Oct.) 1951 

Recognition and Management of Bronchiectasis. R. H. Overholt.—p. 315. 
The Physician and the Dentist. A. Dunn.—p. 322. 

High Cost of Drugs for Recipients of Old Age Assistance: Report of 
Maternal and Child Health Committee. R. E. Garlinghouse.—p. 323. 
Orthopaedic Care of Compound Fractures. H. F. Johnson and F. D. 
Sundstrom.—p. 327. 

The Physician’s Opportunities and Responsibilities in School Health Serv¬ 
ice. H. M. Jahr.—p. 329. 

The Complaint of the Patient. E. E. Houfek and R. H. Young.—p. 331. 
Amoebiasis in Nebraska. G. W. Kelly and L. O. Vose.—p. 334. 


New England Journal of Medicine, Boston 

245:389-440 (Sept. 13) 1951 

*Some Questions About Bronchiogenic Carcinoma. E. A. Graham.—p. 389. 
Genesis of Coronary Sclerosis. T. Leary.—p. 397. 

♦Retrolental Fibroplasia: Statistical Study with Particular Reference to 
Effect of Vitamin A. J. Dancis, J. M. Lewis and L. P. Guy.—p. 402. 
Wool As Cause of Eczema in Children. L. W. Hill.—p. 407. 

Blood Grouping, Blood Banking and Blood Transfusion (Continued). 
L. Soutter, F. H. Allen Jr. and C. P. Emerson Jr.—p. 410. 

Bronchiogenic Carcinoma.—In recent years an enormous in¬ 
crease has occurred in the incidence of bronchiogenic carcinoma 
throughout the western world. In the United States the increase 
in incidence was almost eightfold in the 21 years between 1914 
and 1935. Judging from more recent vital statistics available in 
other countries, one may assume that the incidence since 1935 
has increased still further. Although bronchiogenic carcinoma 
is a disease that affects men oftener than women, the disparity 
cannot be explained by inherent sex differences. The author’s 
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own statistical studies and those carried out by Doll and H- 
in Great Britain indicate strongly that cigarette smoking b 
least one important factor in the etiology of most cases of bro- 
chiogenic carcinoma. Epidermoid (squamous) carcinoma V' 
adenocarcinoma are the two main types of bronchiogenic c" 
cinoma. Other types have been named, but most of them 
probably variants of the two main types mentioned. The ci 
dermoid carcinoma and its undifferentiated variant are the tm- 
that have shown the greatest increase in incidence. Also, it h 
this variety that is most prevalent in men and that is most'com¬ 
monly observed in heavy smokers. On the contrary, the adeno- 
carcinoma has apparently not shown much increase and is abort 
equally divided between the two sexes and has a high relatil; 
incidence in nonsmokers. It seems probable, therefore, that th 
cigarette cancer is the epidermoid variety and that this is essen¬ 
tially different from the adenocarcinoma in pathogenesis. It is 
suggested that the two main types of bronchiogenic carcinoma 
arise in response to different carcinogenic agents. One remark, 
able and so far unexplained peculiarity about bronchiogenic 
carcinoma is the fact that at necropsy metastases were observed 
to the adrenal glands in a large percentage of cases. Any satis¬ 
factory conclusion on the effectiveness of lobectomy as con¬ 
trasted with pneumonectomy in obtaining a five-year survival 
may be formed only when much larger series of comparative 
results may be available. More use should be made of preopera¬ 
tive tests of respiratory function in order to determine the ad¬ 
visability of total pneumonectomy. 

Retrolental Fibroplasia.—^The incidence of retrolental fibroplasia 
among premature infants was investigated at Bellevue Hospital, 
New York, during the period of November, 1946, to October, j 
1950. Between November, 1946, and March, 1948, a water- 
miscible vitamin-D preparation was used routinely in the feeding 
of premature infants. During this period the incidence of retro¬ 
lental fibroplasia was extremely low. Beginning in March, 1948, 
a water-miscible multivitamin preparation containing vitamin 
A was substituted for the vitamin D. The incidence of retro¬ 
lental fibroplasia remained unchanged until May, 1949, This per¬ 
sistently low incidence for over a year makes it very unlikely 
that the vitamin-A preparation is a factor in the production of 
retrolental fibroplasia. Since May, 1949, the incidence of retro¬ 
lental fibroplasia has been rising, despite the fact that practices 
concerning transfusions, supplementary iron, exposure to light, 
and the initial starvation period remained unchanged. As the 
incidence rose, the infants with higher birth weights became 
involved, which was in contrast to previous experience that the 
incidence of retrolental fibroplasia varies inversely with (he 
birth weight. This suggests that as the agent that produces retro¬ 
lental fibroplasia becomes more prevalent, it also becomes more 
potent. For the last eight months vitamin D alone was used again 
as a substitute for the wafer-miscible multivitamin preparation 
containing vitamin A, and the incidence of retrolental fibroplasia 
appears to be remaining high, although, since a complete six- 
month follow-up of a sufficient number of infants has not been 
made, no definite statement is possible. 


New York State Journal of Medicine, New York 


51:1995-2054 (Sept. I) (Part I) 1951 


Atopic Dermatitis: Some Aspects and Considerations. J. Wolf.—p. 1995. 
Application of Simple Minor Surgical Technics to Dermatologic Practice. 

D. Torre and G. M. Lewis.—p. 2000. 

Industrial Dermatoses and Law; Suggestions for Improvement. E. F. 

Traub and D. Schultheis Jr.—p. 2005. 

Ionizing Radiations in Dermatologic Practice. A. C. Cipollaro and A. 

Brodey.—p. 2011. . , , »» j- , 

♦Problem of Consecutive, Complicating Eruptions in Industrial Medicine. 


G. F. Emerson.—p. 2015. , ^ „ -snn 

Cortisone in Treatment of Cutaneous Diseases. M. J. Costello.—p. zu)/. 
Malignant Melanomas of Skin; F. D. Weidman. p. 2022. 

Nummular Eczema as Clinical Entity. P. Gross, p. 2025. 

Anaplastic Epithelioma Developing in Acrodermatitis Chronica Atrophi¬ 
cans. W. Sachs and A. W. Young.—p. 2028. , ^ ^ 

Infantile Cortical Hyperostosis. R. I. Jaslow and C. F. Friedman. 
—n 2031. 


Consecutive, Complicating Eruption and Compensation,—In one 
of the two cases reported here, a woman was exposed to chemi¬ 
cals used in electroplating, which apparently frequently wet her 
hands and forearms. After one month at this work, dermatitis 
appeared on the exposed parts, and later the face and nec 
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came involved. Since that time (1944) she has been under the 
care of dermatologists and general practitioners for varying inter¬ 
vals of time. The dermatosis has persisted and is worse during 
the summer heat. This patient and another, who suffered a weld¬ 
ing burn in 1949, raise a number of questions concerning work¬ 
men’s compensation. The author discusses such questions as 
whether such patients are entitled to free treatment of skin lesions 
for the rest of their lives and whether the employer in whose 
plant the original skin lesion was acquired is liable for later 
doctor, hospital, and medicine bills. 

Norfh Carolina Medical Journal, Winsfon-Salem 
12:413-480 (Sept.) 1951 
Jilundicc. P. Thorek.—p, 413. 

Dangers of Obscuring Serious Disease by Early Chemotherapeutic Treat¬ 
ment of Mild Symptoms. G. T. Harrell.—p. 417. 

Inlra-Uterine Fetal Death. D. C. Schweizer.—p. 421. 

The Rh Factor and Erythroblastosis Fetalis. A. R. Cross.—p. 426. 

New Intravenous Barbiturate in Obstetrics. M. H. Bertling and J. C. 
Burwell Jr.—p. 429. 

Congenital Anomaly of Uterus as Cause of Abdominal Pregnancy: Case 
Report. P. E. Simpson.—p. 431. 

•Gout in Young People. D. Hinchum and J. A. Powers.—p. 433. 
Aureomycin and Its Use in Treatment of Chronic Osteomyelitis. J. L. 

Goldner and H. A, Gailey,—p. 436. 

Has Malaria Disappeared? C. P. Stevick.—p. 438. 

Gout in Young Persons.—^The average age of onset of gout is 
40 years, but in young persons it is frequently overlooked. The 
attacks may be infrequent, with no symptoms between exacer¬ 
bations, and the disease may remain dormant and asymptomatic 
throughout life with hyperuricemia as the only sign. Gout may 
be present for several years before tophi can be demonstrated. 
Some patients will, on careful questioning, date their symptoms 
back to teen age. The three cases reported occurred in a boy 
15 and two men of 25. The joints most commonly involved 
are, in order of frequency, the foot, hand, knee, elbow, shoulder, 
and hip. Emotional upsets, an operation, alcoholic excess, 
trauma, undue exercise, or physical exertion may initiate an 
episode of symptomatic gout. Attacks occur often in spring, and 
allergic phenomena are frequently noted in gouty persons. Dur¬ 
ing an attack the blood uric acid level is usually over 6 mg. per 
100 cc., but it may be within normal limits (2 to 4 mg.). There 
is no correlation between the uric acid content and clinical 
severity. Colchicine is specific therapy for gout, and a therapeutic 
trial with it is often indicated to establish the diagnosis. Sali¬ 
cylates are useful because of their analgesic effect and because 
they increase the excretion of uric acid. A low purine diet seems 
helpful. Cortisone or corticotropin (ACTH) usually gives prompt 
relief. Complete relief is usually obtained after one or two 100 
mg. doses of cortisone. Colchicine can then be used to prevent 
symptoms. 

Radiology, Syracuse, N. Y. 

57:305-468 (Sept.) 1951 

Value of Soft-Tissue Tcchnie in Diagnosis and Treatment of Head and 
Neck Tumors. G. H. Fietcher and K. E. Matzinger.—p. 305. 

Pericardial Celomic Cysts: Presentation of Five New Cases and Five 
Similar Cases Illustrating Difficulty of Diagnosis. J. C. Bates and F. Y. 
Leaver.—p. 330. 

♦Roentgen Diagnosis of Intrathoracic Lymph-Node Metastases in Carci¬ 
noma of Lung. J. I. McCort and L. L. Robbins.—p. 339. 

Correlation of Postmortem Pathological Observations with Chest Roent¬ 
genograms. D. S. Beilin, 3. P. Fink and L. \V. Leslie.—p. 361. 

Roentgen Diagnosis of Pericardial Effusion, with Special Reference to 
Appearance of Barium-Filled Esophagus and Cardiohepatic Angle. 
G. Levenc and S. A. Kaufman.—p. 373. 

Nitrogen Mustard as Adjunct to Radiation in Management of Broncho¬ 
genic Cancer. B. Roswit and G. Kaplan.—p. 384. 

Cerebellopontine Angle Tumors: Their Roentgenologic Manifestations. 

P. J. Hodes, E. P. Pendergrass and J. M. Dennis.—p. 395. 
Angiographic Demonstration of Anatomic Variation in Position of 
Transverse Dural Sinuses. B. S. Epstein.—p. 407. 

Effect of Roentgen Radiation on Thyroid Function in Rats. J. B. Hursh, 
P. A. Van Valkcnburg and J. B. Mohney.—p. 411. 

Lethal Irradiation, of Mice with High Doses of Roentgen and Gamma 
Rays. P. BonSt-Maury and F. Patti.—p. 419. 

Roentgen Diagnosis of Lymph Node Metastases in Lung Car¬ 
cinoma.—McCort and Robbins investigated the records of 221 
surgically treated patients with carcinoma of the lung. Enlarge¬ 
ment of regional lymph nodes was found during operation in 


146, and laboratory examination showed carcinoma in the lymph 
nodes in 135 of these cases. Complete information on 103 of 
these patients was obtained. The authors found that carcinoma 
of the lung spreads mainly by the lymphatic system, and the 
regional lymph nodes are oftenest involved. Metastases to these 
nodes diminish the possibility of surgical cure, cause enlarge¬ 
ment of these nodes, and often make them visible on roentgeno¬ 
grams. The mechanisms by which this occurs are as follows; 
1. The enlarged nodes project into the lung and are visualized 
by virtue of their contrast with aerated lung. 2. They may alter 
the normal contours of the mediastinal structures. 3. They may 
displace the mediastinal structures. It has not been possible to 
determine a relationship between the segment of the lung in¬ 
volved by the primary tumor and the group of lymph nodes 
invaded by the metastases; however, when the primary tumor 
occurs in a given lobe, certain lymph node groups are more fre¬ 
quently involved than others. Recognition of the extent of the 
intrathoracic metastases will be of value in planning treatment. 

Review of Gastroenterology, New York 

18:617-692 (Sept.) 1951 

Surgical Diseases of Esophagus. R. Nissen.—p. 629. 

Studies on Factors Influencing Liver Injury and Repair. I, S. Ravdin 
and H. M. Vars.—p. 637. 

Liver Biopsy. E. M. Rappaport.—p. 642, 

Gastrointestinal Hormones. F. Hollander.—p. 651. 

Utility of Ileocolostomy (Mikulicz-Type). B. J. Ficarra.—p. 656. 
Proctologic Survey of Chronic Disease Hospital. S. D. Weston, I. Skir, 
N. L. Freund and others.—p. 660, 

New Modification of Hemoglobin Technic for Determination of Pepsin in 
Gastric Juice Adapted for Wide Range of Values. G. B. J. Glass, 
B. L. Pugh and S. Wolf.—p. 670. 


Rhode Island Medical Journal, Providence 

34:405-452 (Aug.) 1951 

Rehabilitation of the Hemiplegic. G. G. Deaver.—p. 421. 

Significance of Gastric Ulcer and Cancer of Stomach. A. W. Allen. 
—p. 425. 

Replacement of Femoral Head by Prosthesis. W. R. MacAusland.—p. 428. 
The Palpable Liver: Its Relation to Liver Size and Mortality in Laennec’s 
Cirrhosis. R. V. Lewis.—p. 430. 

Surgical Fees. W. P. Davis.—p. 436. 

34:453-512 (Sept.) 1951 

Poliomyelitis, E. J. West and P. L. Mathieu Jr.—p. 469. 

Present Status of Antibiotics and the Future in This Field. J. P. Gray. 
—p. 474. 

Essays on Occupations: Surgery. J. Fallon.—p. 484. 


Rocky Mountain Medical Journal, Denver 

48:647-728 (Sept.) 1951 

Office Gynecology. E. J. De Costa.—p. 670. 

Metabolic Craniopathy. P. A. Draper.—p. 675. 

One-Stage Resection of Pharyngo-Esophageal Diverticula. G. L. Wright 
and R, G. Rigby.—p. 679. 

Carcinoma of Stomach, D. B. Shaw.—p. 684. 


Science, Washington, D. C. 

114:227-252 (Aug. 31) 1951. Partial Index 
Thromboplastic Activity of Hyaluronate. S. K. Abul-Haj, J. Watson, 
J. F. Rinehart and E. W. Page.—p. 237. 

•Subcutaneous Implantation of Cortisone Pellets in Rheumatoid Arthritis. 
E. Henderson, J. W. Gray, M. Weinberg and E. Z. Merrick.—p. 243. 

Implantation of Cortisone Pellets in Rheumatoid Arthritis.—Ex¬ 
perience with various steroids administered in the form of pellets 
implanted subcutaneously shows that excellent utilization is the 
rule. The effect of cortisone pellets was studied in patients with 
rheumatoid arthritis. Eight adult patients with typical rheuma¬ 
toid arthritis of severe grade received subcutaneous implantations 
of 900 mg. cortisone in 12 pellets of 75 mg. each. In four of 
the cases no cortisone in any form had been given previously. 
Four patients had been receiving cortisone by daily intramuscu¬ 
lar injection for varying periods of time prior to the implanta¬ 
tion. Prompt clinical improvement of moderate degree followed 
the implantation and was sustained for two to four weeks, where¬ 
upon all the patients except one relapsed to their pretreatment 
condition. In the one patient who did not relapse it seemed prob¬ 
able that the disease had become temporarily quiescent from 
other causes. It is of interest that the pharmacological actions 
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of cortisone by pellet implantation are of much shorter duration 
(two to four weeks) in patients with intact adrenal cortices than 
is the case in Addison’s disease (adrenal insufficiency) in which 
they remain effective for several months. 

South Dakota J. Med. & Pharmacy, Sioux Falls 

4:229-264 (Sept.) 1951 

The Acute Abdomen. P. Thorek.—p. 229. 

Helpful Points in Diagnosis and Treatment of Liver Disease. M. H. 
Stauffer.—p. 236. 

Care of the Cardiac Patient Undergoing Surgical Treatment. R. D. 
Pruitt.—p. 244. 

4:265-294 (Oct.) 1951 

Hematuria. C. D. Creevy.—p. 265. 

Early Diagnosis of Acute Abdomen. R. E. Greenfield.—p. 271. 

Surgery, Gynecology and Obstetrics, Chicago 

93:385-528 (Oct.) 1951 

Acute Radiation Injuries in Man. L. H. Hempelmann.—p. 385. 
Management of Vesicovaginal Fistula Following Abdominal Total Hyster¬ 
ectomy. H. C. Falk and I. A. Bunkin. —p. 404. 

*Blood Transfusions. T. R. Talbot Jr.—p. 411. 

•Radioactive Iodine as Adjunct to Surgical Management of Diseases of 
Thyroid. B. M. Dobyns.—p. 415. 

Ten Year Surgical Results of Rectal Cancer. G. E. Binkley and M. W. 
Stearns Jr.—p, 428. 

Partial or Complete Pelvic Exenteration for Extensive Irradiation Necrosis 
of Pelvic Viscera in the Female. A, Brunschwig.—p. 431. 

Facet Synovial Impingement: New Concept in Etiology of Lumbar 
Vertebral Derangement. G. L. Kraft and D. H. Levinthal.—p. 439. 
Balance of Life and Death in Cerebral Lesions. G. Jefferson.—p. 444. 
Pregnancy Following Conservative Operation for Endometriosis. R. L. 
Haas.—^p. 459. 

Wound Healing: Technical Factors in Gain of Strength in Sutured Ab¬ 
dominal Wall Wounds in Rabbits. C. A. Nelson and C. Dennis.—p. 461. 
Studies on Autonomic Blockade: V. Inhibition of Water Diuresis by High 
Spinal Anesthesia in the Pregnant Woman. N. S. Assali and J. G. 
Rosenkrantz.—p. 468. 

Effect of Long and Short Afferent Loops in Gastrectomy upon Rate of 
Emptying of Gall Bladder in Experimental Animals. I. D. Baronofsky 
and D. Gaviser.—^p. 479. 

Carcinoid (Neurocrine) Tumors of Rectum. C. Rosser.—p. 486. 

Use of Subclavian Artery in Surgical Treatment of Coarctation of Aorta. 
H. B. Shumacker Jr.—p. 491. 

Blood Transfusions.—The ease with which clinicians can order 
and procure stored blood for transfusions has created a situa¬ 
tion in which more transfusions are being given than is either 
wise or. necessary. Many serious hazards make blood transfusion 
both potentially and actually a dangerous undertaking. In addi¬ 
tion to the difficuities created by the Rh factor, a number of 
other hazards or disadvantages make it mandatory for the clin¬ 
ician to weigh the advantages of transfusions against the dangers 
or inadvisability of giving blood. These hazards are (1) depres¬ 
sion of erythropoiesis, (2) homologous serum jaundice, (3) arti¬ 
ficial polycythemia, (4) hemolytic transfusion reactions, and (5) 
pyrogenic transfusion reactions. The clinician should recognize 
these risks. 

Radioactive Iodine in Diseases of Thyroid.—Much fundamental 
knowledge of the normal and pathological physiology of the 
thyroid has been acquired by the use of radioactive iodine in 
laboratory and clinical investigation. Radioactive iodine is useful 
in making a diagnosis of thyrotoxicosis. The functional capacity 
of thyroid nodules may be determined preoperatively, giving a 
clue to the possibility of encountering malignant disease or aid¬ 
ing in identification of hyperfunctioning nodule that may not 
yet be causing thyrotoxicosis. The preparation of radioauto¬ 
graphs from thyroid nodules that have been removed affords an 
opportunity to correlate their functional capacity with their gross 
and microscopic appearance. These methods furnish a means 
for distinguishing between Graves’ disease with an incidental 
nodule and thyrotoxicosis with a hyperfunctioning nodule. Severe 
thyrotoxicosis in patients who are poor surgical risks may be 
corrected by administration of radioactive iodine. Although radi¬ 
cal surgery remains the primary method of treatment of car¬ 
cinoma of the thyroid, radioactive iodine is of value in a few 
patients. Most success has been achieved in patients with the 
follicular type of adenocarcinoma. Complete removal of ail nor- 
1 mal thyroid tissue and the administration of thiouracil com- 
1 pounds may augment the uptake of radioactive iodine in some 
j metastases from carcinomas of the thyroid. 
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Urologic & Cutaneous Review, West Palm Beach, Fla. 

55:517-582 (Sept.) 1951 

•Aortography and Renal Arteriography Following Percutaneous Retro. 
grade Catheterization of Femoral Artery and Aorta. B. S. Abeshouit 
I. Scherlis, M. Golden and M. Rubin.—p. 517. 

Bilateral Renal Metastases from Carcinoma of Prostate: Case Rejv... 
E. J. Adlerman.—p. 528. 

Rhabdomyosarcoma of Urinary Bladder in Children. J. Swinney.—p, 530 
Multiple Congenita] Anomalies of Genito-Urinary Tract in Younc Bev 
P. G. Curbelo and J. Davila.—p. 532. 

Lipid Redistribution in Human Spermatogenesis. R. L. Broivn.—p. 53 ^ 
Selective, Chemical Epilation in Treatment of Tinea Capitis as Con¬ 
trasted with Diffuse X-Ray Epilation. T. Benedek.—p. 539 . 

New Studies Experimental and Clinical on Pemphigus. D. I. Macht 
—p. 550. 

Modern Treatment of Vascular Nevi. J. M. Greenhouse.—p. 559 . 

Percutaneous Retrograde Aortography.—^Arteriography of the 
aorta and its branches by means of percutaneous catheterization 
of the unexposed femoral artery with polyethylene catheters, 
using iodopyracet concentrated solution (70% diodrast®) 01 
80% sodium iodide as contrast medium, was performed k 
times on 13 patients. The chief value of aortography is that i 
provides new or additional information of the anatomic, palho 
logical, and physiological aspects of renal disease not obtainabh 
by any other diagnostic measure or even by surgical inlerven 
tion. By correlating this information with the radiographic am 
physiological data obtained by retrograde pyelography and in 
travenous urography, the urologist can obtain a more accurali 
and precise picture of the renal disease in certain selected cases 
Percutaneous retrograde arteriography should not be employe 
as a routine diagnostic procedure nor as a substitute for retre 
grade pyelography and intravenous urography. In the author; 
cases diagnosis of renal neoplasm, aneurysm of the left rena 
artery, extensive suppurative process in the upper and middi 
portion of the kidney, large saccular aneurysm of the abdomina 
aorta, and arteriosclerosis of the renal arteries was establishe 
by percutaneous retrograde arteriography. Tortuosity of th 
arteries is usually pathognomonic of arteriosclerosis. The calibe 
of the arteries may be larger than normal in the presence of vas 
cular occlusion, a solid neoplasm, or an acute inflammatory di: 
ease of the involved organ. A decrease in the caliber of th 
arteries is associated with sclerosis or calcification of the vessf 
walls or fibrosis and atrophy of the involved organ. The vasci 
larity of a tumor considerably influences the arteriogram, as i 
readily seen in the case of renal or adrenal tumors. Compare 
with translumbar aortography and retrograde aortography b 
catheterization of the exposed femoral artery, percutaneoi 
retrograde aortography has the distinct advantages of bein 
a simple and safe procedure, easy to perform and attended b 
fewer complications and hazards. 

West Virginia Medical Journal, Charleston 

47:319-346 (Oct.) 1951 

The Problems Facing American Medicine in the Immediate Future. . 
W. Cline.—p. 319. 

Cy.sts of Peripheral Retina in Relationship to Detachments. H. ^ 
Katzin.—^p. 325. 

Ectromelia: Case Presentation. J. C. Arnett.— p. 328. 

Rheumatic Fever. S. M. .tacobson.—p. 331. 

Yale Journal of Biology and Medicine, New Haven 

24:1-82 (Sept.) 1951 

“Unitarian” View of Vaccinia Hemagglutinin. B. A. Biiody—p. 1. 
Favism in Childhood: Case Report. D. E. Pickering and S. Hurwii 
—^p. 5. ’ 

Studies on Metabolism of Human Cardiac Muscle Obtained by Auricul 
Appendectomy: Preliminary Report. W. J. Burdette, p. 9. 

Mortality Due to Rheumatic Heart Disease in Socio-Economic Districts 
New Haven, Connecticut. R. W. Quinn and J. P. Quinn, p. 15. 
Daily Variations of Standing Potential Differences in Human Subject 
PreUminary Report, L. J. Ravitz.—p. 22. 

Pheochromocytoma. D. B. Arst, W. J. Lahey and P. Kunkel.—p. 26. 
Acetylcholine and Central Nervous System: Review of Neutochcmic 
Mechanisms. R. A. Hughes and F. Robinson.—p. 35. 
Interrelationships of Foodstuffs in Metabolism: Tentative Proposal. J. 
Peters.—p. 48. 
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Arquivos Brasileiros de Cardiologia, Sao Paulo 

'■ 4:249-362 (Sept.) 1951. Partial Index 

t, ♦Roentgen Diagnosis ot Coronary Calcification: Ciinical Importance. 
N. Botelho Reis and E. Amorim.—p. 293. 


tropin, vitamin C deficiency, and decreased activity of the pitu¬ 
itary hormone preparations. Investigations of the possible 
development of neutralizing antibodies or a shift in the hormone 
production of the adrenals are indicated. Treatment of rheuma¬ 
toid arthritis with corticotropin is still worthy of research. In a 
few cases the improvement obtained with corticotropin could be 
maintained by concomitant chrysotherapy. 


■I 


! 


Roentgen Diagnosis ot Coronary Calcification.—Botelho Reis 
and Amorim describe roentgenologic methods for the diagnosis 
of calcification of the coronary arteries and the differential diag¬ 
nosis of coronary calcification and the various types of cardiac 
and extracardiac calcification. The main roentgen features of 
coronary calcification are two parallel linear shadows or rosary 
shaped, nodular and annular shadows of the coronaries. The 
typical radioscopic shadows are passive and ellipsoid. They are 
restricted to the coronary region and are transmitted by the pul¬ 
sations of the heart. The authors report four cases of calcifica¬ 
tion of coronary arteries in three men between the ages of 53 
and 68 and in a woman 68. Both the right and the leff coronary 
arteries were calcified in two patients. The calcification was ob¬ 
served during routine radioscopy with luminous screens. Three 
patients had had myocardial infarction that was confirmed by 
electrocardiograms. The infarction was calcified in one patient. 
The fourth patient had atypical anginal pain. The electrocardio¬ 
gram did not show a typical myocardial infarct. In this case the 
radioscopic diagnosis of coronary calcification included that of 
the myocardial lesion. The authors emphasize the importance of 
radioscopy followed by roentgen examination of the heart and 
tomography in patients over 50 years of age with a history of 
coronary insufficiency for the roentgen diagnosis of coronary 
calcification. In these patients the roentgen demonstration of 
coronary calcification constitutes direct proof of coronary 
arteriosclerosis, with or without myocardial infarct. 


British Medical Journal, London 

2:689-746 (Sept. 22) 1951 

Leptospirosis in Engiand and Wales. J. C. Broom.—p. 689. 

•Further Experiences with Proionged Treatment of Rheumatoid Arthritis 
with A.C.T.H. and with Gold. J. Goslings, W. Hijmans, A. Querido 
and A. A. H. Kassenaar.—p. 698. 

•B.C.G. Vaccination in the Newborn; Preliminary Report. W. Gaistord 
and M. Griffiths.—p. 702. 

Pethidine as Adjuvant to Nitrous Oxide and Oxygen Anaesthesia. P. D. 
Johnson.—p. 705. 

Post-Mortem Examinations on Air-Crash Victims. D. Teare.—p. 707. 

Prozonc Phenomenon in Haemagglutination Reactions with Special Refer¬ 
ence to Quantitative Antiglobuiin Test. P. O. Hubinont,—p. 708. 

Injection Treatment of Hydroceles and Spermatoceles. J. A, Rhind. 
—p. 711. 

Acute Subdural Haematoma in Infancy and Childhood. W. Fine and 
R. N. Herson.-—p. 714. 

Case of Hypersensitivity to Pethidine in a Woman in Labour. E. B. 
Butler.—p. 715. 

Herpes Zoster with Involvement of Anterior Horn Cells. J. H. McIntyre. 
—p. 716. 


Prolonged Use of Corticotropin in Rheumatoid Arthritis.—Of 
20 patients with rheumatoid arthritis treated with corticotropin 
(ACTH) for one .and one-half to eight months, 11 obtained a 
complete remission, 6 pronounced improvement, and 3 minor 
improvement. The total dose ranged from 1,150 to 6,570 mg. 
Follow-up for 1 to 14 months .after discontinuation of the drug 
showed that relapses had oceurred. Complete remission was 
maintained in only one patient, five eontinued to show pro¬ 
nounced improvement, four showed minor improvement, seven 
were no longer improved, and three had become worse. No cor¬ 
relation was observed between the severity of the disease and 
the results of treatment nor between the maintenance of improve¬ 
ment and the total amount of corticotropin administered. Ac¬ 
cording to a previous report by the authors, the minimal effective 
amount of the drug in four patients was six doses of 2 mg. 
daily. In the 20 patients reported on, an initially adequate re¬ 
sponse failed both with low dosage and, in some patients, 
with continued high dosage, usually after four to eight weeks 
of treatment. Attempts to explain these failures were unsuccess¬ 
ful. The following possibilities were excluded by special study: 
masked corticogcnic hypothyroidism, diminished response of 
the peripheral target organs to the cortisone-like substances pro¬ 
duced by the adrenals under the influence of exogenous cortico- 


BCG Vaccination in Newborn Infants.—This is a preliminary 
report on the results of BCG vaccination of 1,461 newborn in¬ 
fants during the first week of life. All vaccinations were made 
intradermally. A freeze-dried preparation made at the Pasteur 
Institute in Paris proved valuable, since its strength could be 
altered by varying the volume of water in which it is dissolved 
without increasing the total amount injected. The maximum 
dose of this preparation given was 0.375 mg. in 0.2 ml., the 
standard strength recommended being 0.1 mg. in 0.1 ml.; but the 
authors now recommend 0.2 mg. in 0.1 ml. as the routine dose. 
Of the 1,461 newborn infants vaccinated to date, 1,015 have 
completed their course and undergone Mantoux conversion. 
The shortest conversion time was 16 days. All those tested had 
undergone conversion within 10 weeks. Reactions to the vac¬ 
cine were observed at the site of injection or in the lymph 
nodes draining the area of injeetion. No specific systemic reac¬ 
tions of any kind were observed. Enlarged lymph nodes, 1 to 5 
mm. in diameter, were observed in the axilla in about half of the 
infants inoculated in the arm, and a similar enlargement was 
present in jhe inguinal lymph nodes of almost all of the infants 
inoculated in the thigh. Fluctuations or actual breaking down of 
a lymph node was seen 50 times, 47 times in the inguinal region 
and 3 times in the axilla. All these infants had received 0.2 ml. 
at a single site. This complication occurred so frequently that 
thigh injections were abandoned. When the standard dose of 0.1 
ml. was injected only into the arms, no further complications 
occurred. It is both possible and practicable to immunize new¬ 
born infants with BC^G. They react to 0.1 ml. of vaccine as do 
older children and adults. For routine immunization larger doses 
are unnecessary and are apt to produce complications. The 
time required for allergy to develop may be appreciably dimin¬ 
ished by increasing the dose used. Although complications are 
not generally harmful, they are nevertheless undesirable, and the 
effort to secure a minimal conversion time should be restricted 
to selected infants for whose special circumstances the time fac¬ 
tor is of great importance. In such circumstances complications 
may be prevented or minimized by giving the injections in 
divided doses at different sites. 

Bruxelles-Medical, Brussels 

31:1865-1904 (Sept. 9) 1951 

•Some Remarks Concerning Etiology, Diagnosis, Prognosis, and Treat¬ 
ment ot Primary Tuberculous Infection in Infants. V. Chevalier. 
—p. 1865. 

Primary Tuberculous Infection in Infants.—This is a study on 
65 children aged less than 2 years with primary tuberculous in¬ 
fection, usually with involvement of pulmonary lymph nodes. 
In contrast to observations made by other authors, the incidence 
of tuberculosis in the father of the infant was found to be much 
higher than that in the mother, except in the eight infants aged 
less than 6 months. Persons other than the infant’s parents were 
the source of contamination in 12 infants, while it remained un¬ 
known in the rest of the author’s patients. Infants should be sep¬ 
arated as early as possible from their tuberculous parents. Al¬ 
though as a rule the prognosis of primary tuberculous infection in 
infants cannot be definitely stated, it has improved since the dis¬ 
covery of the effective antibiotics, provided that there are no 
meningitic complications. Early diagnosis is of the utmost im¬ 
portance and may be established only by a subcutaneous tubercu¬ 
lin test or by Vollmer’s test. These should be performed routinely 
in sick infants. After the diagnosis has been made, the infant 
should receive early and prolonged, simple hygienic and dietetic 
treatment, for which there is no effective substitute. The infant 
should also be closely observed, so that complications and acute 
episodes may be detected in time to institute adequate treatment. 
Of the 65 infants only 1, aged 20 months, died; this baby had 
been returned to his family on their request against medical ad- 
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vice, and death resulted from tuberculous meningitis four months 
after his discharge. Of the 61 infants treated at a sanatorium, 
only 13 received streptomycin therapy and only 4 of these were 
aged less than 6 months. As a rule, the total dose administered 
in one course of streptomycin therapy was 15 gm. and a second 
consolidation course was given after an interval of several weeks. 

Canadian Medical Association Journal, Montreal 

65:181-294 (Sept.) 1951 

Treatment of Angina Pectoris. J. H. Palmer.—p. 207. ' 

The General Practitioner and His County Health Unit. L. W. C. Stur¬ 
geon.—p. 216. 

‘Plasma Glutamic Acid Levels in Malignancy. J. R. Beaton, W. J. 

McGanity and E. W. McHenry.—p. 219. 

Obstetrical Problems in General Practice. L. T. Armstrong. —p. 221. 
Management of Acute Head Injuries. C. Bertrand.—p. 225, 

Bilateral Prefrontal Leucotomy in Mental Illness. J. H. Lindsay.—p. 229. 
Study of Prevalence of Diabetes in Ontario Community. A. J. Kenny, 
A. L. Chute and C. H. Best.—p. 233. 

Periiicious Anaemia: I. Maintenance Treatment with Liver Extract. D. G. 

Cameron, S. R. Townsend and E. S. Mills.—p. 241. 

Manifestations of Sarcoidosis. O. D. Beresford.—p. 245. 

Laryngeal Paralysis with Review of Its Treatment. G. E. Hodge and 
A. Grossman.—p. 251. 

Plasma Glutamic Acid Levels in Malignant Disease.—Glutamic 
acid, found in abundance in many proteins, is believed to func¬ 
tion via transamination in the interconversion of carbohydrates, 
fats, and proteins. It has been of interest in connection with 
malignant disease since Kdgl and Erxleben in 1939 first sug¬ 
gested the existence of the unnatural D (=) isomer in cancer 
tissues. Further, Braunstein and associates demonstrated that 
transaminase activity is impaired in cancer tissues, and Ballan- 
tyne and McHenry reported lowered total concentrations of 
vitamin Bo, believed to be the coenzyme of transaminase, in 
malignant tumors. It seemed advisable, therefore, to investigate 
the plasma concentration of plasma glutamic acid in humans 
with malignancy. The concentration of this metabolite in normal 
human subjects had been investigated previously. The genera! 
procedure used in the study of normal subjects was followed in 
80 patients with malignant growths of the cervix, breast, testes, 
lung, liver, tongue, cheek, stomach, lip, throat, nose, ovary, 
and ear. No significant correlation could be found between the 
ype or location of the malignant lesion and the level of plasma 
glutamic acid for the subject. However, the mean plasma con¬ 
centration of glutamic acid for the total group with malignant 
disease was markedly elevated above the normal mean, with only 
a small overlapping of ranges for normal and malignant groups. 
The mean plasma glutamic acid concentration in humans with 
benign growths is not significantly altered from normal. It is 
suggested that the determination of plasma glutamic acid in 
subjects with undisclosed types of growths may prove to be a 
means of distinguishing between benign and malignant growths 
prior to operation. 

Deutsche medizinische Wochenschrift, Stuttgart 
76:1165-1196 (Sept. 21) 1951. Partial Index 
Bronchial Asthma. K. Hansen.—^p. 1165. 

Excretion of Amino Acids in the Urine Induced by Arsphenamine. G. W. 

Korting and D. Nitz-Litzow.—p. 1169. 

‘Experimental Asthma in Man. H. Herxheiraer.—p. 1171. 

Experimental Asthma in Man.—Mild or moderately severe 
experimental attacks of asthma were induced and terminated 
artificially in man in the following manner. A spirometer 
with a drum for continuous recording of air movements is con¬ 
nected to an oxygen cylinder and a flowmeter that permits oxy¬ 
gen to flow in continuously at the same rate as the oxygen in the 
spirometer is used up. A side circuit is attached to the inspiratory 
tube of the spirometer. It leads into an air pump and from 
there into several glass nebulizers filled with different inhalants 
that can be used singly and in quick succession. From here the 
air passes back into the inspiratory tube of the main circuit. If 
the pinchclip that closes a nebulizer is opened and the pump is 
switched on, aerosol is emitted into the inspiratory tube and 
inhaled by the subject. By this method the study of the direct 
action of asthmagenic substances on the bronchi becomes pos¬ 
sible. Depending on the inhaled amount of allergen-aerosol 
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(mixed pollen of various plants, fungi, house dust, and cat ^ ^ 

horse hair) typical attacks of bronchial asthma bccurred in fC 
subjects. The bronchial reaction is much more reliable f' ’ 

diagnosis and treatment of asthma than the cutaneous reaction' 
This method reveals whether a certain allergic substance m-~ 
induce an attack in an asthmatic patient. The attacks of asihp! 
induced by histamine, acetylcholine, and various allercj- 
showed great differences. Massive doses of allergic subslan^' 
caused hypersensitization, while small doses caused hyposc^i! 
tization. Bronchial hyposensitization was carried out systenuti 
cally by gradually increasing the inhaled amount of allertcc 
under continuous control of the bronchial reaction. This mcthoA 
is superior to hyposensitization carried out by injections. Tlii 
aerosol method may also be used for the study of the mechaaia 
of attacks of asthma and for the prophylactic and therapeutic 
effects of antiasthmatic substances such as epinephrine, isopro- 
pylarterenol hydrochloride, and antihistaminics. 

Edinburgh Medical Journal 

58:413-456 (Sept.) 1951 

Tuberculous Meningitis: Problems in Pathogenesis and Treatment. N. W, 
Horne.—p. 413. 

Case Reports on Glandular Fever. D. B. Peterkin.—p. 430. 

Injuries of Female Bladder and Urethra. C. S. Russell.—p. 437. 

Irish Journal of Medical Science, Dublin 

308:345-392 (Aug.) 1951 

Importance of Noradrenaline. J. H. Burn.—p. 345. 

Some Clinical and Theoretical Problems of Epilepsy. G. Bennet.—p. 351. 
Dietary Factors in Dentistry. W. J. E. Jessop.—p. 366. j 

Construction ot Artificial Vagina. A. B. Clery and E. Solomons.—p. 373. ‘ 
‘Spontaneous Haematomyelia. P. B. B. Gatenby.— p. 377. ' 

Miliary Tuberculosis Complicating Abdominal Pregnancy. A. P. Baro' 
and T. Hanratty.—^p. 381. 

Implantation of B. Coli into Human Intestine. H. W. Dalton.—p. 384, | 

Primary Tuberculous Complex in Conjunctiva. P. J. McNichoIas.~p. 386. 
Temporal Arteritis Complicating Migraine. R. M. Peet,—p. 387. 

Spontaneous Hematomyelia.—^A boy, 16, experienced a sudden 
pain in his'chest while carrying golf clubs. He felt'warm,'ms 
unable to walk, and had to be carried. Numbness gradually 
passed upward. Examination revealed a complete flaccid para¬ 
plegia, distended bladder, and a sensory level at the fourth 
thoracic segment, below which there was loss of sensation to 
pinprick. A more detailed neurologic examination the next day 
revealed dissociated anesthesia on the left half of the body below 
the sensory level. Touch, postural sense, and vibration sense were 
preserved, with loss of pain and temperature sense. On the right 
half of the body all forms of sensation were lost. Serologic tests 
and blood cell counts had been made, and roentgenoscopy of 
the spine showed no abnormality. Diagnosis of hematomyelia 
was made, based on the sudden onset of an incomplete cord 
lesion unaccompanied by constitutional disturbances. The patient 
died about eight months after the onset of the paraplegia. At 
necropsy, the spinal cord appeared normal externally, except 
for slight narrowings in the midthoracic region. Sections were 
made at many different levels of the cord. Transverse sections 
at the fourth and fifth thoracic segments showed such disorgani¬ 
zation of the cord that the normal anatomy could not be identi¬ 
fied. The sensory changes pointed to the destruction of both 
spinothalamic tracts and the right posterior column, the left 
posterior column remaining intact. Histologically there was de¬ 
generation in both lateral white columns and in both posterior 
columns; the left posterior column escaped to a greater extent. 
Taking into account the typical clinical picture and the post¬ 
mortem finding of numerous large vessels at the level of the 
lesion, the diagnosis of hematomyelia seems certain, although 
after eight months there was no longer any evidence of hemor¬ 
rhage. The mode of death suggested the onset of a further 
hemorrhage extending upwards in the cord and finally paralyzing 
respiration. Recently a case of cervical hematomyelia was re¬ 
ported in which the patient was treated successfully by surgical 
aspiration of blood from the cord. The author feels that the 
rarity of hemorrhage into the cord is curious,^ when one con 
siders the frequency of hemorrhage into the brain. Hypertension 
and arteriosclerosis apparently are not important factors m 
hematomyelia as they are in cerebral hemorrhage. 
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xfournal o£ Clinical Pathology, London 

■' 4:253-392 (Aug.) 1951. Partial Index •- 

.^'Auto-Antibodies in Acquired Haemolytic Anaemia. J. V. Dacie and 

S G. C. de Gruchy.—p.- 2S3. . 

^■,■Bleeding Time in Normal and Abnormal Subjects. J. R. O’Brien.—p. 272. 
r. Hyperhaemolysis During Premenstrual Period (Preliminary .Report). R.; 
^ Berlin.—p. 286. , . ' . 

I"'Lupus Erythematosus Cell Inclusion Phenomenon. S. Holman.—p. 290. ; 
Factors ABecting Speed of Agglutination in Coombs Test, I, D; P. 
Wootton.—p. 296. ; . ’ 

'' Effects of Cortisone on Experimental Glomerulonephritis. G. Teilum, 
H. C. Engbaek, N. Harboe and M. Simonsen.—p. 301. 

2| Paradoxical Embolism. B. I. Johnson.—p. 316. 

■’. Incidence of Penicillin-Resistant Staphylococci in Semi-Closed Com- 
I' munity. B. A. Thompson and H. Schwabacher.—p. 350. 

' Aureomycin Sensitivity of 100 Pathogenic Strains of Staphylococcus 
c Aureus. K. Anderson.—p. 355. 

1,‘Autoantibodies in Acquired Hemolytic Anemia.—According to 
'Dacie and de Gruchy, cases of hemolytic anemia of spontaneous 
or endogenous origin may be divided into two broad groups: 
those determined by a genetic cause resulting in the production 
of defective red blood cells and those not so ’determined. Among 
the latter group of acquired hemolytic anemias are cases in 
which there is evidence for the presence of antibodies active 
' against the patient’s own red blood cells, A series of patients 
with acquired hemolytic anemia was investigated; with particular 

■ reference to the presence in their serums of abnormal antibodies 
active against red blood cells. Abnormal nonspecific antibodies 
were demonstrated in 19 patients with idiopathic acquired hemo¬ 
lytic anemia, hemolytic anemia following virus pneumonia, or 
chronic hemolytic anemia with hemoglobinuria and Raynaud’s 
phenomenon. Trypsinized normal red cells and red cells from 

■ patients with paroxysmal nocturnal hemoglobinuria were found 
to be valuable reagents for the detection of hemolytic antibodies; 
by their use nonspecific hemolysins of the “warm” or “cold” 

' variety were demonstrated in the serums of 13 of the 19 patients. 

The variations observed in the antibody patterns in the pa- 
! tients’ serums are emphasized, the differences being thought 
to be reflections of individual responses to the stimuli causing 
. the formation of autoantibodies. Hemolytic antibodies are be¬ 
lieved to play a part in the production of hemolysis in vivo, but 
other types of antibody are probably important in this respect, 
and the spleen certainly contributes to the hemolytic process 
in many cases. In three patients of the present series in whom 
splenectomy was carried out, a pronounced immediate clinical 
improvement was not accompanied by significant reductions in 
antibody titer. In these patients, therefore, the spleen seems to 
have been acting by removing altered or damaged red blood 
cells, rather than by being an important source of antibody. 

Bleeding Time in Normal and Abnormal Subjects.—^The bleed¬ 
ing time is the time between the infliction of a small simple cut 
in the skin and the moment when bleeding stops. It would ap¬ 
pear that if a subject bleeds excessively from a small cut, he is 
likely to bled excessively at operation and conversely that if a 
subject bleeds normally from one cut he might be expected to 
bleed normally from another. But in neither case does the 
corollary always follow. Occasional failures have led to con¬ 
siderable caution in the interpretation of a bleeding time. A 
further reason for a critical attitude are the comparatively wide 
and varying limits of normal for this test given in the standard 
textbooks. Three estimations of the Ivy bleeding time were made 
on 98 apparently healthy volunteers on two separate occasions. 
The individual times varied from 0 to more than 15 minutes, 
while the majority of the recorded times were between 3 to 6 
minutes. Two further series by the Duke method (67 subjects) 
and the ear-saline method (60 subjects) confirmed these results, 
with only minor differences. A study was made of the results 
from all the patients with hemorrhagic manifestations referred to 
the Pathological Department of the RadclilTe Infirmary, Oxford, 
during the last two years. These results were divided into 
those from patients with over 100,000 platelets per milliliter 
of blood and those with gross thrombopenia. The bleeding times 
of the patients with over 100,000 platelets per milliliter were 
indistinguishable from those of the normal controls; the majority 
of the patients with gross thrombopenia had long bleeding times. 
It is concluded that, except in a few rare diseases, the bleeding 


time gives no more information than a platelet count. Although 
the error of any method of counting the platelets is large, the 
critical level of about 100,000 per milliliter is so far below the 
normal level—roughly 300,000 by the method used—that con¬ 
fusion is not likely to arise from the inaccuracies of this test. 
If the platelet count is normal, then it can safely be assumed 
that the bleeding time also will be “normal”; that is to say, it will 
fall probably between 2 and 6 minutes, but it may be longer. 
The only exceptions occur in cases of the rare capillary abnor¬ 
malities like atrombopenic purpura, the Ehlers-Danlos syndrome, 
and congenital telangiectasia, in which the platelets are present 
in normal numbers but the bleeding time may be grossly pro¬ 
longed if the abnormal capillaries are punctured. As a rule, 
patients with these syndromes give a characteristic history. 

Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 

95:2525-2592 (Sept. 1) 1951. Partial Index 

Differential Diagnosis of Variola and Varicella. P. B: van Sleenis. 
—p. 2526. , , 

•Cerebellar Apoplexy. W. A. den Hartog Jager.—p. 2533. 

Traumatic Intracerebral Frontal Hematoma. G. J. van Hoytema. 
—p. 2538. 

•Unusual Etiology of Anal and Vulvar Pruritus. F. V. B. Dumoulin. 
—p. 2543. _ .... 

Cerebellar Apoplexy.—Cerebellar apoplexy is defined by den 
Hartog Jager as an apparently spontaneous, massive bleeding 
into the cerebellum. It is only apparently spontaneous, since 
arteriosclerotic changes of the vessels or hypertension may be 
causal factors. The clinical picture is not widely known. Eight 
cases of cerebellar apoplexy were observed at the Neurologic 
Clinic in Amsterdam from 1935 to 1950. Two of these eight 
patients were operated on and recovered; four patients died, 
and two recovered spontaneously. All except the two cases of 
spontaneous recovery are reviewed. Cerebellar apoplexy may 
be found in an acute and in a chronic form, both of which are 
described, with three case reports illustrating each. When cere¬ 
bellar apoplexy takes a chronic course, symptoms suggesting 
cerebellar tumor develop. A neurosurgical intervention may 
prevent a fatal outcome in these cases. 

Unusual Etiology of Anal and Vulvar Pruritus.—Dumoulin re¬ 
ports the case of a woman who had paronychia of the right 
thumb and a pruriginous lesion in the anal and vulvar regions. 
Since the usual causes of anal and vulvar pruritus (sugar in 
urine, oxyuriasis, hemorrhoids, fissures, and trichomoniasis) 
could be ruled out, the combination of paronychia with perianal 
and vulvar intertriginous dermatitis was diagnosed as a monilial 
infection. The detection of Candida albicans corroborated this 
diagnosis. Antimycotic and antipruriginous treatment and the 
administration of vitamin B complex finally resulted in cure. 
Reports in the literature suggest that treatment with antibiotics, 
particularly the oral administration of aureomycin, may produce 
mucosal changes, especially in the anal and vulvar regions. 
Questioning of the patient whose case is reported revealed that 
the pruritus began when she received aureomycin during the 
treatment of maxillary sinusitis. 

Rev. Brasil. Gastroenterologia, Rio de Janeiro 
3:395-470 (July-Aug.) 1951. Partial Index 
Cancer Metastases in Cirrhotic Liver. E. T. Torres.—p. 421. 

Cancer Metastases to Cirrhotic Liver.—^The occurrence of can¬ 
cer metastases to cirrhotic liver is rare. The literature contains 
13 cases. Torres reviewed 6,356 necropsies that were compiled 
in 10 years in a department of pathologic anatomy. There were 
300 cases of cancer metastases to the liver, only 2 of which were 
in cirrhotic livers. The metastatic cells were located in the newly 
formed periportal connective tissue and only occasionally in the 
lobes of the liver. The rare development of cancer metastases in 
cirrhotic livers is due to the fact that circulation of a cirrhotic 
liver is poor and fibroblastic proliferation is an obstacle to the 
growing of cancer cells. Patients with cirrhosis of liver, when 
relatively young, do not reach the age of cancer, whereas 
patients with cancer of the liver do not live long enough to reach 
the period of the production of cancer metastases. 
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Revisfa de Urologia, Mexico _ 

9:47-106 (March-April) 1951. Partial Index 

St^istical Review and Analysis of Results of Transurethral Resection in 
Cases of Cord Bladder. J. L. Emmett, D. D. Albers and J. de J. 
Alvarez lerena.—p. 55. 

•Treatment of Prostatic Cancer with Fulminating Pulmonary Metastases. 
A. C. Drummond.—p. 88. 

Treatment of Prostatic Cancer with Fulminating Pulmonary 
Metastases—The author performed a transurethral resection 
of the prostate on a patient, aged 53, for removal of carcinoma. 
On the 11th day, the patient complained of a pain in the right 
side of the thorax. Examination showed pallor, slight cyanosis, 
and shortness of breath. X-ray examination revealed multiple 
bilateral pulmonary metastases. The patient was given 300 mg. 
of diethylstilbestrol by injection in 24 hours. Thereafter he was 
given 150 mg. by injection and 150 mg. orally every 24 hours. 
His condition improved, and on the 20th day after the operation 
he was discharged. The dose of diethylstilbestrol was then re¬ 
duced to 150 mg. a day orally, which was well tolerated and 
was continued for a year and a half, when x-ray examination 
showed the lungs to be free from metastases. The patient has 
regained the weight lost and is now back at work, being main¬ 
tained with the same daily dose. The efficacy of this treatment 
was indicated by a decline in the levels of acid phosphatase and 
alkaline phosphatase. The author believes the case to be no more 
than arrested. He states that Mrge doses of the estrogen are 
better tolerated than small ones, and that at least 100 mg. should 
be given daily, orally or by injection. The drug is tolerated better 
when it is given shortly before or shortly after meals. The 
treatment schedule advocated for patients with prostatic cancer 
and metastatic pain is as follows: (1) 500-1,000 mg. of diethyl- 
stiibestrol in divided doses during the first 24 to 36 hours, orally 
or by injection; (2) 100-300 mg., depending on the severity of 
the pain, in divided doses daily for five days; (3) 50-100 mg. in 
divided doses daily, until pain has been relieved and the levels 
of acid phosphatase and alkaline phosphatase have fallen; and 
(4) 50-25 mg. indefinitely. Orchidectomy is reserved until the 
final stage, when it may be performed for relief of pain if 
r. Jed. 

orma Medica, Naples 

■ 65:737-764 (July 7) 1951 

Clinical and Diagnostic Methods in Mediterranean Fever. L. Guiffrfe. 
—p. 737. 

Mediterranean Cutaneous Leishmaniasis in Adults. G. Cali.—p. 738. 
•Intraperitoneal Use of Curare: Experimental Study. B. Piccoli and 
A. Ruggiero.—p. 743. 

•"Streptomycin-Excitability”: Clinical Report of Six Cases. E. Grimaldi. 
—p. 746. 

Intraperitoneal Administration of Curare.—Intraperitoneal ad¬ 
ministration of curare was tested in eight fnedium-sized rabbits 
of approximately the same weight. The drug was administered 
with the aid of a catheter inserted in a small abdominal incision. 
The wound was then sutured to permit better evaluation of the 
action of the drug. Sensitivity to curare varied in each animal. 
A quantity that was beneficial for some was fatal for others. 
A dose of 1 or 1.5 mg. proved sufficient to cause muscle relaxa¬ 
tion. Larger amounts were tolerated when they were adminis¬ 
tered in fractional doses. Muscle relaxation appeared 20 minutes 
after a single moderate dose of curare had been given and lasted 
one and one-half hours. Thus, it appeared sooner, lasted longer, 
and was more pronounced than when the drug was given in¬ 
travenously or intramuscularly. No untoward reactions were 
observed with these doses, although two rabbits that had re¬ 
ceived toxic doses of the drug died. Intraperitoneal administra¬ 
tion of curare has since been successfully carried out in some 
human beings undergoing abdominal surgical intervention in the 
surgical clinic of Catania. It is suggested that this method may 
become a great aid not only in long surgical interventions re¬ 
quiring muscle relaxation for the entire period of the operation, 
but also in the immediate postoperative course, because it rnay 
eventually prevent muscle contraction and thus spare the patient 
pain. Intraperitoneal administration may also be indicated for 
peripheral and balanced anesthesia and become a substitute for 
intramuscular and intravenous administration of the drug. 
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Aggravation of Tuberculosis by Streptomycin _It is known th.t 

streptomycin, besides inhibiting the growth o^ a pathocen:' 
agent, may also cause its resistance to and dependence on 
drug. Clinical studies have revealed that in some patients sui 
jected to streptomycin therapy the initial improvement is 
lowed by an aggravation of the symptoms, which disappears j 
soon as the administration of the antibiotic is discontinuec 
The author has called this phenomenon “streptomycin excilabi 
ity.” In this paper he reports on six patients out of 200 mi 
tuberculosis of various types treated with streptomycin. Tl 
dose varied from 0.50 to 1 gm. daily for a total dose of 30 to 6 
gm. Immediate improvement in the general condition was fo 
lowed by a deterioration, with malaise, increased temperatur 
cough, and headaches. The roentgenologic examination ali 
revealed aggravation of the pulmonary conditions with loc 
exudative and ulcerative lesions. Administration of the dn 
was discontinued, and pneumothorax was performed. Accordii 
to the author, these six patients represent cases of streptomyc 
excitability because of the initial improvement of the symptor 
and the subsequent aggravation. He suggests that the particul 
sensitivity of bacteria present in the patients, who had nev 
before been treated with streptomycin, may be responsible f 
this reaction. Also a particular condition of local tissue aller 
may be present, so that the quiescent foci become the sour 
from which exudative lesions may originate. 

Settimana Medica, Florence 

39:259-282 (May 31) 1951 

Insufficient Horizontal Tomography in Roentgenologic Study of Piet 
Adhesions During Therapeutic Pneumothorax. Q. Fava, D. Capacc 
and C. Tarantelli.—p. 262. 

Conservative Treatment of Perirenal Abscesses in Infancy. E. Re: 
-p. 267. 

•Clinical Observations on Intramuscular Use of New Strophantus Pre 
ration: Strophosid Combined with Panthesine. L. Corti and B. Gri 
—p. 270. 

New Strophanthus Preparation. —^Thirty-three patients w 
decompensated heart disease, 6 with hypertension, 9 with st 
rosis of the myocardium, and 18 with valvular lesions, w 
treated with intramuscular administration of strophosid® 
preparation containing a cardioactive glycoside of Strophanth 
Kombe) combined with panthesine® (N-diethyl-leucinoI es 
of paraaminobenzoic acid). The dose, determined by the t; 
and severity of the lesion, was 0.25 mg. once or twice daily 
0.50 mg. once daily for 15 to 25 days. The total dose adir 
istered was greater in patients with hypertensive lesions : 
sclerosis of the myocardium, less in patients with valvii 
lesions. Results were good. Best results were obtained in patie 
who had decompensated heart disease associated with subac 
pulmonary congestion due to hypertension, sclerosis of the m 
cardium, or mitral insufficiency, and in those with increa 
venous pressure, edema, hepatomegaly, and paroxysmal tac 
cardia caused by auricular fibrillation. Results were less p 
nounced if the decompensation was of long duration, if it i 
associated with renal lesions, and if tachycardia was not presi 
Diuresis increased, edema disappeared in a few days exc 
in two cases, venous pressure dropped, and dyspnea decrea 
and sometimes disappeared 24 to 48 hours after institution of 
treatment. In 60% of the patients, most of whom had mode: 
hypotension, the systolic pressure increased; in the remair 
40% it remained unchanged or was lowered. Changes in d 
tolic pressure were rare. Modifications of the electrocan 
graphic tracings were comparable to those brought about 
digitalis, but they suggested a greater similarity of therape 
action between digitalis and this preparation than between d 
tails and other strophanthin preparations administered in 
venously. The drug was well tolerated by most of the patie 
In a few the injection was moderately painful and caused Ic 
redness. Disturbances of the gastrointestinal apparatus 
tributable to the drug were not observed in any patient, 
therapeutic action of intramuscularly administered stropho; 
combined with panthesine® is more pronounced and more pen 
nent than that of other strophanthin preparations adminisfe 
intravenously. However, it has not been established yet whel 
these encouraging results are due to the action of the stropho: 
itself or to its combination with panthesine.® 
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BOOK REVIEWS 


piaheles Control. By Edward L. Boriz. M.D., Chief of Medical Service 
B Lankcnau Hospital, Philadelphia. Cloth. $3.50. Pp. 264, with 16 illus¬ 
trations. Lea & Febigcr, 600 S. Washington Sq., Philadelphia 6, 1951. 

The author, a national authority in the field of medical edu¬ 
cation, has written for the diabetic patient a volume designed 
to improve understanding of diabetes and its management. Its 
outstanding characteristics are its clear and direct exposition, 
its sound and conservative attitude toward the multiple problems 
involved in therapeutic methods, its complete coverage of the 
fundamentals of the disease, and its attractive binding, typog¬ 
raphy, and illustrations. The book is prepared with great care, 
both editorially and mechanically. Diagnosis, early recognition, 
the nature of the disorder, details of diet and insulin use, diabetes 
in childhood and in pregnancy, and diabetic complications are 
all discussed simply and effectively. Preventive measures for 
mouth, skin, and foot disorders are clearly defined. Insurance, 
employment, and psychological problems, as well as research, 
summer camps, and other matters of general interest are dis¬ 
cussed authoritatively. Above all, the author’s cheerful and op¬ 
timistic philosophy about diabetes colors all information and 
could not fail to encourage readers of the book. This new guide 
deserves a high recommendation for study and use by diabetic 
patients and their families. There are many primers available, 
but few give such inspiring counsel from both intellectual and 
spiritual standpoints. 


Metabolic Methods: Clinical Procediire.s In tlie Study of Metabolic 
Functions, By C. Frank Consolazio, Chief of Biochemistry, United States 
Army Mcdicat Nutrition Laboratory, Chicago, Robert E. Johnson, M.D., 
D.Phil., Professor and Head of Department of Physiology, University of 
Illinois, Urbana, and Evelyn Marek, M.A., Biochemist, United States 
Army Medical Nutrition Laboratory, Chicago. Cloth. $6.75. Pp. 471, with 
64 illustrations. C. V, Mosby Company, 3207 Washington Blvd., St. Louis 
3, 1951. 

Detailed directions are given for performing the biochemical, 
microbiological, and physiological chemical assays required in 
studies of metabolic function; collecting and storing tissues, food, 
and body fluids, both in the laboratory (or hospital) and in the 
field; and carrying out a few additional clinical tests. The 
methods are those “used routinely . . . long enough to clarify 
the precautions essential for success.” 

Large diagrams are used so liberally and directions are so 
carefully worded and fitted into a uniform outline that a 
technician with a minimum of training should be able to get 
adequate results by following the directions in cookbook fashion. 
Those with more training will appreciate the fact that the ma¬ 
terial is organized in a way that allows rapid scanning. 

There is a full index. Much data-and nomograms needed in 
computing results are included. The printing is good, and the 
binding strong. Everyone concerned with clinical testing will 
wish to examine this work. 


Opcrailvc Surgery. Edited by Sir Lancelot Barrington-Ward, K.C V O 
Ch.M., F.R.C.S., Surgeon to H. M. King George VI, Second edition 
Cloth. $13.50. Pp. 638, with 498 illustrations. Grune & Stratton Inc 381 
Fourth Ave., New York 16, 1951. 


Since the first edition of this book was published 11 years ago, 
many changes have been made in both the articles and the illus¬ 
trations. The volume represents the experience in practice and 
teaching of a group of men working together in one hospital, 
who have had wide experience in different branches of surgery. 
Although nearly all phases of surgery have been covered, some 
of the material is not in accordance with certain practices of 
American surgeons. The important thing, however, is that Mr. 
Barrington-Ward has presented in a single volume, adequately 
illustrated, a textbook of operative surgery that will be exceed¬ 
ingly useful to many surgeons. This volume should have an 
excellent reception. 


The reviews here published have been prepared by competent authoriti 
stawd” opinion-* of any ofTicial bodies unless specific^ 


Textbook of Obstetrics. By John F. Cunningham, M.D., M.A.O., F.R. 
C.P.I., Professor of Obstetrics and Gynaecology, University College, 
(N.U.I.) Dublin. Cloth. $7.50. Pp. 499, with 297 illustrations. Grune & 
Stratton. Inc., 381 Fourth Ave., New York 16, 1951. 

The author of this textbook on obstetrics served as the master 
of the National Maternity Hospital for 10 years prior to his 
appointment to the chair of obstetrics and gynecology at Uni¬ 
versity College, Dublin. The obstetric teaching embodied in this 
volume represents the practice at the National Maternity Hos¬ 
pital. Although it was written primarily for medical students, 
it should find a useful place among practitioners in Ireland. 
The contents include the anatomy and physiology of the repro¬ 
ductive organs, the diagnosis and management of normal preg¬ 
nancy, the pathology of pregnancy, labor, and the puerperium. 
operative obstetrics, and a section on the baby. The text is brief, 
and there is little or no reference to the literature or the practice 
in other institutions. Numerous simple illustrations, for the 
most part original, help to clarify the discussion. Although most 
of the subjects are treated briefly, the text is sufficiently com¬ 
plete for good student teaching. 

The pattern of obstetric practice in Ireland is somewhat dif¬ 
ferent from that of the United States. Yet it is surprising how 
few basic differences actually exist. The Irish school has been 
loath to take up spinal anesthesia for delivery, and pubiotomy 
and symphysiotomy are still accorded a place in operative ob- 
* stetrics. The uterine douche for hemorrhage is recommended. 
These criticisms do not detract from the value of the book for 
student leaching. One desirable feature of this volume is that the 
methods described and practiced are in accordance with the 
ethical standards of the Roman Catholic Church and should thus 
be helpful to physicians of any denomination who practice 
obstetrics in Catholic hospitals. 


An Introduction to Organic Chemistry, By the late Alexander Lowy 
and Benjamin Harrow. Revised by Benjamin Harrow, Ph.D., Professor of 
Chemistry, and Percy M^ Apfelbaum, Ph.D., Associate Professor of 
Chemistry, College of City of New York. Seventh edition. Cloth. $5. Pp. 
480, with illustrations. John Wiley & Sons, Inc., 440 Fourth Ave., New 
York 16; Chapman & Hall, Ltd., 37-39 Essex St., Strand, London, W.C.2. 
1951. 

This textbook has the conventional arrangement of topics; 
the first section deals with the aliphatic compounds, the second 
with the aromatics, the third with the heterocyclics, and there 
are several chapters on special topics. Several classes of com¬ 
pounds, such as the carbohydrates, proteins, and amino acids, 
nucleoproteins, purines, cyanides, and other nitrogen com¬ 
pounds, as well as sulfur, phosphorus, arsenic, and the organo- 
metallics are discussed in the section between the aliphatic and 
aromatic compounds. The special topics section contains brief 
treatments of such subjects as synthetic polymers, dyes, terpenes, 
alkaloids, enzymes, vitamins, hormones, and organic nomen¬ 
clature. Almost ail of the chemical reactions given are illus¬ 
trated by graphic equations. The compounds chosen for synthesis 
and discussion are usually those which are of practical interest. 
Numerous cross references are included throughout the text. 
The appendix includes a glossary, various constants for organic 
compounds, and sections on reference books and on Latin and 
Greek roots used in chemical terminology. The index is 
adequate. 


studio del gemelll. Di Luigi Gedda. Prefazione del Prof. Cesare 
Frugoni. Cloth. 15000 lire. Pp. 1381, with 548 illustrations. Hdizioni oriz- 
zone medico, Rome, 1951. 

The problem of twins, as a phenomenon of nature, has at¬ 
tracted the attention of poets, writers, artists, sociologists, genet¬ 
icists, biologists, anatomists, and pathologists throughout the 
ages. Although much has been written on the subject, this is the 
first complete and comprehensive study. Gedda has made use of 
all available data, including his own personal observations. 
This book will be of interest to scientists and everyone interested 
in biological and biopathological problems. It is well written 
and excellently illustrated. 
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QUERIES AND MINOR NOTES 


LINOLEIC ACID IN ECZEMA 

To THE Editor: —Months ago I read a report of favorable re¬ 
sults obtained in the treatment of eczema of infants by ad¬ 
ministration of linoleic acid. May I expect any results from 
this therapy in an adult? What doses would you suggest, and 
should it be used only by mouth or also locally (ointments)? 
Where and how is it possible to get linoleic acid? 

Mario E. Milite, M.D., New York. 

Answer. —Although it is known that a scaling dermatitis can 
be produced in animals by a diet deficient in unsaturated fatty 
acids (Burr, G. O., and Burr, M. M.: Biol. Chem. 82:345, 1929), 
there is little evidence to support the idea that any dermatosis 
in man is due to such deficiencies. Treatment of eczema with 
linoleic acid or any of the unsaturated fatty acids given orally 
is of questionable or no value (Epstein, N. N., and Click, D,: 
Arch. Dermat. & Syph. 35:427, 1937; Taub, S. J., and Zakon, 
S. J.; y. A. M. A. 105:1675 [Nov, 23] 1935). There are a 
few advocates of unsaturated fatty acid therapy in infantile 
eczema (Finnerud, C. W.; Kesler, R. L., and Wiese, H. F.: 
Arch. Dermat. & Syph. 44:849, 1941; Hansen, A. E., and others: 
Am. J. Dis. Child. 73:1, 1947); Hansen adds that this therapy 
is of negligible value in adult eczema. 

Local use of unsaturated fatty acids in atopic dermatitis 
appears to give the same results as bland indifferent ointments. 

Unsaturated fatty acids, including linoleic acid, are present 
in vegetable oils, such as soy bean and corn oil, and also in lard. 


ACNE VULGARIS 

To THE Editor: —-What is the primary cause of acne vulgaris? 
Is there a difference in racial susceptibility? Is there a correla¬ 
tion with occupation, e. g., farm workers as compareff with 
industrial workers? Are geographical and climactic factors 
important? jean Thompson Munzer, M.D., New York. 

Answer. —There is considerable evidence to indicate that 
estrogen-androgen imbalance is a major, if not the primary, 
cause of acne vulgaris. Foods rich in iodine or fat and hot and 
spicy foods play a contributory role, in that they irritate or 
,'eractivate the sebaceous apparatus. In some persons, racial 
ibility plays a part; inherently large and overactive 
■aceous glands are prone to develop acne. The appli- 
"on of grease or oils to an already oily skin may produce 
cne by mechanical plugging of pores. Thus certain machine 
workers and garage workers are more likely to have acne than 
are farmers. Climatic conditions also play some role, for it has 
always been noted that a sunny, dry climate is better for the 
patient with acne than is humid weather which activates the 
sebaceous apparatus. These are only a few of the many factors 
which influence acne, a complex and challenging condition. 


UPUS ERYTHEMATOSUS 

'o THE Editor: —Have any cases of discoid lupus erythematosus 
developing from the inspection of television tubes been re¬ 
ported? A 20-year-old woman, wearing plastic glasses to pro¬ 
tect her eyes from explosion, has a small patch of typical 
lupus erytheinatosus over the right cheek, at the outside edge 
of the glasses and on exposed skin. Contact dermatitis has 
been eliminated. She also inspects radio tubes. The inspection, 
of course, is with the tubes lit. This work has been going on 
lor 16 months, and the eruption is now of two months’ dura¬ 
tion. Inspection is at close range. Fluorescent lights are over- 

M.D.. New York. 

has long been known that ultraviolet rays may 
liiEpa ^’^V^hematosus adversely. It has not been estab- 
othe ’ such rays produce the disease, nor have 

or infrared rays, been causative, 
so "°r television tubes give off ultraviolet rays, 

cannot be considered to produce or affect 
f^^"orescent lights, it is said, do produce 
there have the years they have been in use 

coid lupus erytheSsm' to suggest their association with dis- 


J.A.M.A,, Jan. 5, igjj 

TESTS FOR CORONARY INSUFFICIENCY 

To THE Editor:—/ n the Sept. I, 1951, issue of The Journal 
in Queries and Minor Notes, a doctor asked about the reh- 
tive 'merits of the Levy and Master tests for coronary insiid 
ciency. Your discussion of the merits of both tests with al 
understanding of the dangers involved irar warranted. 

The frequency of false negative reactions, as well as iht 
dangers involved in the use of the Levy anoxemia and exercise 
tests, has prompted the consideration of other tests. 1 would 
like to call attention to a test that has been in use for six 
years. By the intravenous injection of ergonovine nwleate, the 
clinical and electrocardiographic picture of coronary insuffi¬ 
ciency is produced (Stein, 1.: Observation on the Action of 
Ergonovine on the Coronary Circulation: Its Use in the Dia^. 
nosis of Coronary Artery Insufficiency, Am. Heart. J. 37:36, 
1949; Stein, /., and Weinstein, J.: Further Studies of the Effect 
of Ergonovine on the Coronary Circulation, J. Lab, & Clin. 
Med. 36:66, 1950; and The Ergonovine Test in the Diagnosis 
of Coronary Insufficiency Due to Hyperthyroidism, New Yorl: 
State J. Med. 50:24 [Dec. 15] 1950). 

While the Levy anoxemia test produces an anoxia of tin 
myocardium and the exercise test increases the svork load Oj 
the heart, the ergonovine test apparently depends on a loca 
vasospastic action on the coronary blood vessels. Therefore 
safeguards against the dangers encountered in the anoxia am 
exercises tests can be more effectively employed in the ergono 
vine test. We performed over 300 tests, and no toxic effect 
were observed. 

Our use of ergonovine did not produce the ill-effects re 
ported by Scherf and Schlachman (Electrocardiographic am 
Clinical Studies on the Action of Ergotamine Tartrate am 
Dihydro-Ergotamine 45, Am. J. M. Sc., 216:673, 1948) wk 
used ergotamine tartrate, related to, but not identical will 
ergonovine maleate. 

The ergonovine test is more sensitive than either of th 
other two. In no instance have we observed a false positiv 
reaction. It is felt, however, that the three tests have a plac 
in investigations of this type. 

Joseph Weinstein, M.D., 

950 Ocean Ave., Brooklyn 26. 

REACTIONS TO PENICILLIN 

To THE Editor: —In the answer to the question "Are sensitivit 
reactions more common following orally administered c 
parenterally administered Penicillin?" in Queries and Mine 
Notes, Sept. 8, 1951, the consultant mentions that orally at 
ministered penicillin u’ur given to some 500 patients an 
that only one, hypersensitivity reaction was seen. He then add. 
“There have been seen no fevers or other sensitivity reactions 
with orally administered penicillin." 

In 1948,1 reported in the “Letters of the International Cor¬ 
respondence Club of Allergy" a case of generalized urticaria 
and fever of four days' duration in a physician who, for 
prophylactic reasons, had taken penicillin orally for two days. 
He had had minor surgery 10 days prior to the onset of the 
hypersensitivity reaction. Since then there have been addi¬ 
tional reports in the literature of urticarial eruption following 
orally administered penicillin. 

William Sawyer Eisenstadt, M.D. 

406 Medical Arts Bldg. 

Minneapolis 2. 

RECURRENT DEPRESSIONS 

To THE Editor:—/ am an interested reader of your department 
of Queries and Minor Notes. 1 read them all, not just the 
orthopedic part. In The Journal oj Oct. 20,1951 (page 798), 
a physician from Missouri asks about recurrent depressions. 
After reading this question and the answer, 1 wonder whether 
the inquirer and the consultant would not both profit by read¬ 
ing Walter C. Alvarez’ article entitled "Small, Commonly Un¬ 
recognized Strokes" (Postgrad. Med. 4:96 [Aug.] 1948). 

Duncan C. McKeever, M.D. 

836 Bankers Mortgage Bldg., Houston, Texas. 
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STUDY OF ONE HUNDRED SEVENTY-FIVE “CARDIACS” WITHOUT 

HEART DISEASE 

Leonard J. Goldwater, M.D., Lewis H. Bwnstein, M.D. 

and 

Beatrice Kresky, M.D., New York 


In 1941 a Work Classification Unit was established as 
a part of the Third (New York University) Division 
Adult Cardiac Clinic of Bellevue Hospital, the initial 
purpose of which was to assist the New York State Em¬ 
ployment Service in securing suitable placement for 
persons with heart disease. The unit functions in a con¬ 
sulting capacity and does not attempt to render any 
treatment. From the outset the staff has recognized the 
possibilities of using the activities of the unit for educa¬ 
tional purposes and of using its records for research. The 
organization and operation of the unit have been de¬ 
scribed in an earlier publication.^ 

Patients referred to the Work Classification Unit are 
examined in accordance with standards developed by the 
New York Heart Association, consisting of a complete 
cardiological study and diagnosis based on accepted 
criteria.- All questionable cases are examined by two or 
more cardiologists. During the period 1941-1950 a total 
of 705 persons were referred to the unit, of whom 631 
were studied completely. A detailed analysis of these 
patients and their employment experience following diag¬ 
nosis and classification is in preparation and will be 
published in the near future. In 74 cases no diagnosis 
was established, since these patients failed to return to 
the clinic after their first visit. All persons seen at the 
unit were referred because of employment difficulties 
attributed to heart disease. Of the 631 who were ade¬ 
quately studied, 175 (about 28%) were found actually 
.to have no heart disease at all. The present report is 
concerned with these 175 “cardiacs” without heart dis¬ 


ease. A particular effort was made to ascertain the basis 
for the original diagnosis and its effect on the subsequent 
life of the patient. 

AGE AND SEX OF PATIENTS REFERRED 

The age and sex distribution of the patients referred 
to the Work Classification Unit cannot be taken as rep¬ 
resentative of all persons with heart disease nor of all 
cardiac clinic patients.® The group seen at the unit epn- 

Table 1. —Age and Sex of Four Hundred Fifty-Six Patients 
with Cardiac Disease and One Hundred Seventy-Five 
Patients Without Cardiac Disease Given Diagnoses at 
the Work Classification Unit, 1941-1950 



with Cardinc 
Disease 

Without Cardiac 
Disease 


' Men 

lYomen 

Total* 

Jiten 

Women 

Total' 

Aee, Tr. 

No. %’ 

No. % 

No. % 

No. % 

No. %’ 

No. 7,,' 

Under 35. 

.. 1G2 43 

30 53 

201 45 

101 67 

13 52 

114 65 

So-M. 

.. 142 37 

20 So 

163 37 

37 25 

8 32 

45 20 

65 and over.... 

.. 78 20 

9 12 

S7 18 

12 8 

4 16 

10 9 

All ages. 

.. 382 100 

74 100 

4X 100 

150 100 

25 100 

173 100 

tained a preponderance of males 

under 35 years of age, a 


group from which a substantial part of the labor force 
of the country is drawn. On the other hand the propor¬ 
tion of males and females in different age groups in the 
175 patients without heart disease roughly paralleled 
the age-sex distribution of the remainder of the 631 
persons who were fully examined at the unit. The actual 
numbers and percentages are shown in Table 1. 


This study was supported by a gram from the New York Heart Association. 

Professor of Industrial Hygiene, Columbia University School of Public Health (Dr. Goldwater). 

X, third of a series published by the staff of the Work Classification Unit, Adult Cardiac Clinic, Third (New York University) 

Medical Division, Bellevue Hospital. ^ 

r members Of the staff have contributed to the work that forms the basis for the reports: Drs. Lewis H. Kronstein (Associate Chief 

Of the Unit), Herman J. Bennett, Anthony Briltis, Doris Escher^ Sigmund Falk, John H. Iselin, Beatrice Kresky, Warren W. Lacey, Otaker Machek, 

Weinberger, Jean E. WoJfson; Miss Martha Ashcraft (Administrator), Miss Lois Mills (Research Assistant), and 
Mrs. Gladys Nunn (Vocational Counsellor). Consultation service was provided by Dr. Adolph R. Berger (Associate Chief of the Clinic) and Dr. Charles E. 
Kossmann (Chief of the Clinic). 

1 * Goldwater, L. J., and dc la Chapella, C. E.: Selective Placement of Patients with Heart Disease in Competitive Employment, Occup. 

Med. 153: 531, 1947. 

2. Nomenclature and Criteria for Diagnosis of Diseases of Heart, Criteria Committee, New York Heart Association, New York, 1940, p. 17, 

I ^♦•^••Occupational Potentialities of Cardiac Patiertts, Am. Heart J. 27 : 623, 1944, Occupational Analysis of 5S0 Cardiac 

\ Clinic Patients, Staff of the Work Classification Unit, Adult Cardiac Clinic, Circulation 3:289, 1951. 
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SIGNS AND SYMPTOMS .. 

It appeared that in most instances the erroneous dias- 
nosis of heart disease was due to faulty interpretation 
of signs and symptoms that had been present at some 
time, although in a number of cases no history of the 
existence of past or present abnormal signs or symptoms 
could be elicited. A substantial number of the noncardiac 
patients had merely been told after a routine examination 
that there was something wrong with their hearts. Since 


Table 2. —Reasons jor Initial Visit to Physician and Agency That Diagnosed Cardiac Disease in One Hundred Skventy-Five 
Patients Regarded As Without Cardiac Disease by the Work Classification Unit 




Previous 
Diagnosis 
of No 
Cardiac 
Disease 


Diagnosis of Cardiac Disease Made By 


Reason for Vi.sit to Pliy.sician 

Total 

Hospital 

Clinic 

School 

Armed 

Porccs 

Insurance 
Private or Industrin' 
Physician Physicinn 

Routine cxamiDation.. 


5 

1 

17 

38 

i 

11 

Cardiac symptoms. 

.. 58 

10 

10 

0 

12 

20 

0 

Noncnrdiac symptoms. 


3 

1 

0 

0 

11 

0 

Unknown . 


1 

7 

0 

1 

16 

1 

Total. 


19 

19 

17 

.51 

57 

12 
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PLACE OF ORIGINAL DIAGNOSIS AND REASON FOR 
INITIAL EXAMINATION 

The largest single group among the noncardiac pa¬ 
tients were those in whom a diagnosis of heart disease 
had been made on routine examination in connection 
with induction into or service in the armed forces during 
World War II. These persons, of whom there were 38, 
accounted for nearly one-fourth of the entire number. 
The second largest group, numbering 26, were those who 


Table 3. —Diagnoses by Work Classification Unit and Original Diagnoses in One Hundred Seventy-Five Noncardiac Patients 


Work Classlflcntion Unit Diagnoses 


Original Diagnoses 

Anxiety state. 

Rheumatic heart disease *. 

Hypertension and arteriosclerotic heart disease... 

Hypertensire heart disease.. 

Slight heart disease. 

Enlarged heart i. 

Ruptured aorta. 

Possihlo and potential heart disease. 

Coronary occlusion. 

Congenital heart disease. 

Auricular fibrillation. 

Acute rheumatic fever. 

Systolic inuniiur, weak heart..... 

Chronic valvular heart disease. 

C0% mitral insufllcicncy. 

Myocardial damage. 

Mitral endocarditis;..'.. 

Idiopathic heart disease. 

Enlarged aorta ... 

Angina pectoris. 

' Athletic heart. 

Heart disease, unspecified. 

Total. 


No Heart 
Disease, Plus 

No Heart 
Disease, Plus 

No Heart 
Disease, 

No Heart 
Disease, 


Functional 
Munmir § 

Essential 

Hypertension 

Plus Other 
Di.scase 

Signs, or 
Symptoms 

Total 

C 

2 

2 

9 

19 

9 

1 

1 

7 

IS 

0 

1 

1 

1 

3 

0 

6 

3 

1 

10 

'> 

0 

1 

0 

3 

2 

0 

0 

7 

9 

0 

0 

1 

0 

1 

0 

0 

3 

3 

C 

0 

0 

0 

2 

4 

1 

0 

1 

0 

2 

0 

1 

■ 0 

0 

1 

2 

0 

0 ' 

1 

3 

5 

0 

1 

7 

13 

2 

0 

. 0 

■ 1 

3 

0 

0 

0 

1 

1 

1 

0 

0 

1 

0 

0 

0 

0 

2 

2 

0 

0 

0 

1 

1 

0 

0 

0 

1 

1. 

0 

0 

0 


4 

0 

0 - 

0 

’ 1 

1 

14 

0 

G 

48 

08 


__ 



— 

44 

11 

22 

98 

IITi 


.*,Two with endocarditis, one with mitral insufflciency, one with mitral stenosis, one with mitral insuffleieney and aortic insufllcicncy. 
t Two with mitral insufflciency. - 

t WitU mitral insufflciency and left ventricular enlargement. 

ITunctional murmur (transitory or innocent murmur). 


had gone to private physicians because of symptoms ref¬ 
erable to the heart. School physicians, hospital clinics, 
insurance examiners, and industrial physicians all con¬ 
tributed a share of the cases. The circumstances of the 
wiginal diagnosis of heart disease are given in Table 2. 
Although 19 patients had been told prior to their exami¬ 
nation at the Work Classification Unit that they did not 
ave heart'disease, they still persisted in their conviction 
i' cardiacs. Most of these 19, as well as many 

showed obvious evidence of anxiety. In 
dL that heart disease 

was so ^ convinced that this 


most of these had had no abnormal symptoms, it must be 
presumed that a murmur or an irregularity of rhythm had 
been found. This presumption is supported by the finding 
of a functional murmur in 14 of the 68 cases in which the 
basis for the original misdiagnosis could not be definitely 
ascertained. The existence of transitory abnormal signs, 
which had disappeared between the time of the original 
examination and that of the Work Classification Unit, 
may account for an additional number of the conflicting 
diagnoses. 

The original “diagnoses” in those cases in which they 
.were obtainable make an impressive array (Table 3).-On 
the basis of the examination at the Work Classification 
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Unit it was possible to find a clue to the misdiagnosis in 
about one-half of the cases. Heart murmurs, interpreted 
at the.unit as being purely functional (transitory, inno¬ 
cent), accounted for 44 cases, about one-fourth of the 
entire noncardiac series. Essential hypertension uncom¬ 
plicated hy demonstrable cardiac involvement accounted 
for 11 cases, and diseases other than heart disease were 
diagnosed in 22 instances. This latter group included 
cases of thyrotoxicosis, pulmonary tuberculosis, gastro¬ 
intestinal neoplasm, and late latent syphilis. In Table 3 
the original diagnoses are compared with those made at 
the Work Classification Unit. 

■ Among the 60 patients who originally had visited 
physicians because of disquieting symptoms, the most 
frequent complaints had been fatigue, dyspnea, pre¬ 
cordial pain, and palpitation. A smaller number had had 
noncardiac symptoms, and a few had sought medical 
advice because of anxiety about the heart. A small num¬ 
ber of those with symptoms that they themselves attrib¬ 
uted to the heart had been told, but not convinced, that 
there was no cardiac abnormality. Several others, after 
being made aware of the existence of a murmur, failed 
to accept assurance as to the benign nature of the finding. 
This reluctance to accept the favorable and readiness to 
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EMPLOYMENT STATUS' 

It was stated in the opening paragraph that the initial 
function of the Work Classification Unit was to assist 
the New York State Employment Service in finding suit¬ 
able jobs for persons who were believed to have heart 
disease. All. of the patients seen at the unit were not 

Table 5. —Recommendation or Classification Made by 
Physician Making Original Cardiac Diagnosis in 
Fifty-Six Noncardiac Patients 


Kocommeudation or Classification Xmnlier- 

Luy ofif from job. 2 

Rclusc employment. 3 

No llftlm? or prolonged activity. 1 

No strenuous labor. 4 

Scdon t a ry wo rk. o 

Quit work..'. 4 

Take it easy. 

No stafr-climbinj?. 2 

Chanjic occupation (carpenter). 1 

Be careful. ^ 1 

Limit all activity. 2 

213* .. 0 

3C * . r> 

2G * . 3 

3D* . 1 

C<»inpletoly disabled. 1 

No cxercl.^c. 2 

Unknown or unspecified. 8 

Total . 'lO 


* FunetlonaUand therapeutic classifications according to terminology 
of the New York Heart Association. 


Table 4. — Physical Restrictions Imposed on One Hundred 
Seventy-Five Noncardiac Patients 


Limitations AMvised 


Pjitlont Limiting Hhnf'cU 

Yes 

No 

Unknown 

'I'otal 

Yes. 

10 

7 

5 

31 

No.. 

34 

00 

39 

133 

Unkuoan.. 

3 

0 

s 

11 

Total. 


07 

52 • 

175 


* Typo of infonnation not usually obtalncU on routine cardiac history. 


accept the unfavorable was a prominent manifestation 
of the anxiety exhibited by about one-half the patients 
of the entire series. 

LIMITATION OF ACTIVITY 

Information relating to limitation of activity was ob¬ 
tained from all of the 175 patients in the series. In the 
early years of operation of the Work Classifieation Unit 
the importance of the patient without cardiac disease 
was not fully appreciated, and consequently no special 
effort was made to seeure full particulars in some of the 
cases seen during this initial period. When it became 
apparent that a substantial number of referred patients 
proved to have no heart disease, more detailed histories 
were obtained in this group. 

The response of the noncardiac patients to the advice 
of their physicians is summarized in Table 4. This table 
shows that limitations were advised for 56 persons, but 
of this number only 19 obeyed’the physician’s edict. Of 
the 31 persons who were limiting their activities, 7 were 
doing so without or in spite of a physician’s advice. Many 
of those who, contrary to their physician’s advice, had 
not observed restrictions showed evidence of guilt or fear 
or both, with consequent emotional conflict. At least 17 
different kinds of restrictions were imposed on the 56 
patients who had been advised to limit their activities, 
ranging from “take it easy” to restrictions for the com¬ 
pletely disabled. ’The-nature of the restrictions is shown 
in Table 5. 


unemployed; in fact, a considerable number were re¬ 
ferred for the purpose of securing an opinion as to the 
suitability of their current jobs. As can be seen in Table 
6 , a total of 70 of the 175 patients were working at the 
time they were examined at the Work Classification Unit. 
Of the 105 who were not working, 25 were idle because 
of a physician’s advice and hence attributed their unem¬ 
ployment to heart disease, while 68 ascribed their, idle¬ 
ness to noncardiac causes. (In the remaining 12 cases, 
the causes for The unemployment were not recorded.) 
Although, as was slated, 68 unemployed persons attrib¬ 
uted their unemployment to noncardiac reasons, it was 
nonetheless true that inability to find a job was often 
inability to find a suitable job, that is, one which they' 


Table 6. —Employment Status by Occupational Classification 
of One Hundred Seventy-Five Noncardiac Patients 


Reasons Not Working 


Occupationnl Clnssifictition * Working 


0 . 2 

1. 13 

2n. 1 

4. 10 

. 21 

C. 23 

Unknown. 0 


Non- 

Cardluc cardiac t Unknown 


0 0 0 

3 38 1 

0 0 0 

2 4 1 - 

4 10 0 

1(5 30 0 

0 0 30 


Total. 


70 


08 12 


* Occupntiomil elnssiflcntion o£ War Manpower Commission: 0 pro- 
fcsslonul, manat'crial; 1 clerical, salesman, student; 2a lioiisewife- 
4 skilled; 3 semiskilled; C unskilled. 

I Unaljle to find acceptable employment. 


felt would not subject them to excessive physical exer¬ 
tion. A number of the jobless failed to apply for, work 
in establishments that were known to require a pre¬ 
employment examination, being .certain that they would 
be rejected. 

EMOTIONAL REACTIONS 

In recent years increasing recognition has been given 
to the importance of emotional factors in causing dis¬ 
ability in persons suffering from heart ailments.'* Psychic 
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disturbances were a prominent feature among the group 
of noncardiac patients in this series. In some these aber¬ 
rations antedated the diagnosis of heart disease and un¬ 
doubtedly played a part in leading to the diagnosis. Such 
patients could properly be said to fit the picture of cardiac 
neurosis, and they could not be convinced that no organic 
defect of the heart existed. Their only hope seemed to 
lie in extended psychotherapy. A second group, with less 
deep-seated anxiety, accepted the reassurance given 
them at the Work Classification Unit and were guided 
into employment. Success in these cases can be attributed 
largely to the painstaking care with which they were 
handled and the excellent rapport between patient and 
physician, both made possible by the avoidance of haste 
or “mass production” methods at the unit. 

A number of patients reacted with incredulity when 
told that they had normal hearts. Some wanted to believe 
but were afraid to do so, others felt that the physicians 
were just trying to make them “feel good.” A few reacted 
with mild hostility, feeling that the unit was anxious to 
have them put to work without regard to the effect on 
their health. A considerable number of the patients with¬ 
out heart disease appeared to have rejected, either con¬ 
sciously or unconsciously, the idea that they were sick 
at the time the original misdiagnosis was made. Some of 
these showed great joy in having their own ideas con¬ 
firmed; others were less demonstrative. The fact that 
none showed hostility toward the physicians who had 
originally made the erroneous diagnosis is a tribute to 
the care taken by the staff at the Work Classification 
Unit in presenting their conclusions to the patients. A 
common procedure was to state that something had been 
present in the past to justify a diagnosis of heart disease 
ut that the condition had cleared up. In some instances 
which treatment had been given, the disappearance of 
^ns and symptoms was attributed to the success of the 
erapy. When the intelligence of the patients permitted, 
the conflicting views were ascribed to honest differences 
in opinion on the part of examining physicians. The ap¬ 
proach in each case was governed by the personality and 
background of the patient, and the explanation expected 
to be most convincing to the patient was given. 


COMMENT 

It has been widely recognized that an unwarranted 
diagnosis of heart disease is not infrequently made in per¬ 
sons who have symptoms referable to the cardiovascular 
system or who are found to have benign murmurs of the 
leart. Sir Thomas Lewis, in reviewing the cardiac diag- 
loses made by British army physicians in World War I, 
established the fact that over 80% of the diagnoses of 
heart disease were erroneous.'* Kilgore has stated 
that thousands of soldiers in the American army who did 
heart disease were carried on disability ratings 
tvd mistaken diagnoses of myocarditis, angina pectoris. 


5. \.cw\s ^ of Cardiac, New York Med. 6:17, 1950. 

Skaw & So’nc Heart and Effort Syndrome, ed. 2, London, 

6, Kitgoi^ V. 

Service j \ '^ymposium on Medical Preparedness: Heart in Mill- 
,, 117: 258 (July 26) 1941. 

yrommon Cardiac ^Uebe, P. A.; Iatrogenic Heart Disease: 

J. A.: CavdScX'®' h A. 189 : 338 (Sept. 29) 1945. (b) 

't-: 'avogcnic M- A. J. 45: 1, 1941. (c) Drake. 

8. Conner, L, A.; PsvSiJ 1- ^ed. Sc. 215; 103, 1948. 

■ 91 j 447 (Feb, 15) 1930 . in Cardiac Disorders, J. A. M. A. 


J.A.M.A., Jan. 12 , 1951 

mitral insufficiency; and other conditions.® These state¬ 
ments are significant in relation to the present scries 
since military medical examinations accounted for the 
largest single segment. 

The importance of iatrogenic factors in cardiac dis¬ 
ability has received some, but perhaps not sufficient, at¬ 
tention in the medical literature." There is little doubt 
that iatrogenicity was a major factor in the disability of 
a substantial number of the patients in the present series, 
Oille"*’ has stated that 60% pf the patients who consult 
a cardiac specialist do so because of anxiety about the 
heart arising from suggestion following the careless or 
inconsidered remarks of a physician, and Conner ® many 
years ago wrote that a cardiac neurosis frequently has its 
outset in the statement of a physician or life insurance 
examiner that the heart is abnormal. Limitation of activ¬ 
ity may be self-imposed or it may be imposed or advised 
by a physician. Many cardiologists today feel that much 
needless disability has been created through ill-advised 
restrictions placed upon the physical activities of persons 
who actually have heart disease. When noncardiac pa¬ 
tients are advised to limit their activities as a result ol 
incorrect diagnosis, the result is calamitous. Not onlj 
needless disability has been created but irreparable psy¬ 
chic trauma also is often produced. 

In the modern concept of preventive medicine a physi¬ 
cal examination is recognized as an all-important featun 
of any program. Routine examinations and “screening’ 
procedures are being applied in ever-increasing number 
in schools, in industry, and among other civilian groups 
Large numbers of young men are again being examinet 
in connection with military service. It seems particular!; 
timely to point out again that what is designed to servi 
as a preventive measure may prove to be just the oppositi 
if symptoms and signs suggestive of heart disease are in 
judiciously dealt with. It is to be hoped that the presen 
period of military and industrial mobilization v/ill no 
result in the creation of another large number of cardiac 
without heart disease. 

SUMMARY 

The records of 175 persons given erroneous diagnose 
of heart disease at some time in their past life were re 
viewed. Nearly half had been given a diagnosis of hear 
disease on a routine examination by physicians in th 
armed forces, in schools, and in industry. Many wer 
given diagnoses of cardiac disease by private physician 
on the basis of anxiety symptoms simulating cardio¬ 
vascular diseases, such as fatigue, dyspnea, precordial 
pain, and palpitation. A number of these misdiagnoses 
had their origin in confusing physical signs, such as be¬ 
nign systolic murmurs, tachycardia, and elevation of 
blood pressure. About one-fifth of the patients neither 
complained of cardiovascular symptoms nor had any 
physical signs that could be confused with heart disease. 
Many of these noncardiac patients, young men who 
might have been gainfully employed, were advised to 
restrict their activities, and 25% were not working be¬ 
cause of alleged heart disease. The importance of careful 
evaluation and judicious discussion of signs and symp¬ 
toms referable to the cardiovascular system is pointed 
out as a preventive measure against iatrogenic heart 
disease, 

600 W. 168th St. (Dr. Goldwater). 
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ACUTE ENDOCARDITIS AS A COMPLICATION IN 
BACTERIAL PNEUMONIA 

Emanuel Applebaum, M.D., Michael S. Bruno, M.D. 

and 

Elliot Hochstein, M.D., New York 


Acute endocarditis has been recognized as a grave 
complication of bacterial pneumonia, although fortu¬ 
nately it occurs infrequently. In the past this form of 
endocardial infection was of interest mainly to the pa¬ 
thologist, since few, if any, pneumonia patients with this 
complication recovered. With the advent of antibiotic 
therapy the status of this form of endocarditis has been 
altered to some extent and several recoveries have been 
recorded in the recent literature. However, the case fatal¬ 
ity rate in bacterial endocarditis as a complication of 
pneumonia remains high. 

Recently we had an opportunity to study four cases of 
bacterial pneumonia complicated by acute endocarditis 
and we were impressed in each instance with the delay 
in the diagnosis of the endocardial infection and the pres¬ 
ence of certain striking clinical and pathologic changes. 
It is the purpose of this paper to present these cases in de¬ 
tail, to emphasize the more important diagnostic features 
of the complicating endocarditis, to direct attention to 
the nature of the valvular lesion and its correlation with 
the hemodynamic functional alterations, and to discuss 
briefly the influence of antibiotic therapy on the endo¬ 
cardial infection. 

REPORT OF CASES 

Case 1. History. —F. W., a man aged 47, was admitted to 
Bellevue Hospital for the second time on Feb. 2, 1948, with 
complaints of severe dyspnea, orthopnea, ankle edema, and 
hemoptysis of two weeks’ duration. 

The patient was first admitted on Oct. 12, 1947, with pneu¬ 
monia in the lower lobe of the left lung due to Diplococcus 
pneumoniae, type 33. Four days after admission meningitis due 
to the same organism developed. The patient was given peni¬ 
cillin intramuscularly in doses of from 400,000 to 500,000 units 
daily for 17 days. In addition, he received three intrathecal 
injections of penicillin of 100,000 units each. Response to the 
therapy was rather slow at first, but by the 19th hospital day 
the signs of meningitis and pneumonia had disappeared. The 
patient’s heart sounds, initially obscure, were heard more dis¬ 
tinctly as the pneumonic process resolved. A moderately loud 
diastolic murmur was then heard over the aortic area and at 
Erb’s point. A systolic murmur was audible over the mitral area. 
There was some question as to whether a presystolic murmur 
was audible over the same area. The left ventricle was enlarged. 

When ambulation was started, symptoms and signs of con¬ 
gestive heart failure appeared, necessitating the use of digitalis, 
mercurial diuretics, and a low-salt diet. The patient was dis¬ 
charged from the hospital on Jan. 9, 1948. He was given 
instructions regarding diet and medication and advice to report 
to the cardiac clinic for observation. During the next few weeks, 
however, the patient failed to follow the instructions; conse¬ 
quently, symptoms of severe myocardial failure developed again, 
including dyspnea, orthopnea, cough, hemoptysis, and edema of 
the ankles. The rapid progression of the symptomatology, as 
well as a severe shaking chill, led the patient to seek readmission 
to the hospital on Feb. 2, 1948. 

His past history revealed the presence of a syphilitic infection 
in 1918, for which he had received antisyphilitic therapy; the 
history was otherwise not remarkable. 

Physical Examination. —On admission the patient appeared 
acutely ill and was in considerable respiratory distress. He was 
markedly dyspneic and was also somewhat disoriented. The 
temperature was 101 F, the pulse rate 110, the respirations 46 


per minute, and the blood pressure 140/50. There was no 
tracheal tug, but the neck’veins were distended and filled from 
below. There were no petechiae. Examination of the lungs re¬ 
vealed dulness and bronchial breath sounds at the base of the 
right lung posteriorly, below the angle of the scapula. Many 
moist rales were heard over the lower halves of both lungs. The 
heart was enlarged, with the point of maximal impulse, palpable 
in the fifth intercostal space, 10 cm. to the left of the sternum. 
A regular sinus tachycardia prevailed. A rather loud double 
murmur was heard at the base and was most audible at Erb’s 
point. The diastolic murmur was transmitted down the left 
border of the sternum to the apex. A double murmur was heard 
at the mitral area. The liver edge was palpable 2 fingerbreadths 
below the right costal margin. There was 4-|- pitting edema of 
the lower extremities. The remainder of the physical examina¬ 
tion revealed no significant abnormalities. 

Laboratory Examination. —^The red blood cell count was 
4,050,000, with 9.5 gm. of hemoglobin per 100 cc., and the white 
blood cell count was 19,800 with 90% polymorphonuclear cells, 
of which 25% were immature, 5% lymphocytes, and 5% mono¬ 
cytes. The urine was essentially normal. The sputum was copious, 
purulent, and blood streaked, and showed a predominance of 
D. pneumoniae, type 5. The blood culture was also positive for 
this organism. A roentgenogram of the chest revealed evidence, 
of a pneumonic consolidation of a major portion of the left lung, 
with small effusions at both bases. The heart was enlarged in all 
diameters. A lumbar puncture yielded a clear fluid with normal 
findings. The electrocardiogram was within normal limits. 

Treatment and Course. —Aqueous penicillin, 100,000 units 
every three hours, was administered intramuscularly. Tourni¬ 
quets were applied to three extremities and rotated every 30 
minutes. Fifty cubic centimeters of 50% glucose, 0.480 gm. of 
aminophylline, 0.2 mg. of digitoxin, and 2 cc. of meralluride 
(mercuhydrin® sodium) were administered intravenously. Treat¬ 
ment with positive-pressure oxygen was instituted at once. 
The patient was in extremely poor condition, and his respiratory 
embarrassment continued unabated. There was no evidence of 
clearing of the lungs or decrease of the peripheral edema. Al¬ 
though the patient’s temperature dropped to normal in 24 hours, 
his pulse rate became more rapid and stupor supervened. The 
patient died 40 hours after admission. 

Postmortem Findings. —Only the pertinent findings are re¬ 
corded. The right lung was the seat of an extensive confluent lob¬ 
ular consolidation, involving all three lobes. A considerable por¬ 
tion of the lower lobe of the left lung was similarly involved. 
The lower portion of the left pleural space was obliterated by 
dense fibrous adhesions. The heart weighed 580 gm. The left 
ventricle was dilated; the wall of the left ventricle was 18 mm. 
thick, and that of the right ventricle, 5 mm. The right coronary 
cusp of the aortic valve was perforated in two places. The larger 
perforation, centrally located, measured 4 mm. in diameter and 
had a pea-sized vegetation attached to the ventricular aspect of 
one edge. A second perforation, 2 mm. in diameter, was also 
seen. The aortic ring was not dilated. 

Microscopic examination revealed the presence of edema fluid 
and “heart failure” cells in some sections of the lungs. Clumped 
polymorphonuclear leukocytes, cellular debris, and fibrin were 
found in many lobules of the middle lobe of the right lung, while 
most of the alveoli of the lower lobe of the left lung were filled 
with mononuclear cells and proliferating fibroblasts. There was 
hypertrophy of the myocardial fibers of the left ventricle and 
considerable fibroblastic reaction at the base of the aortic valve 
cusp. In the distal edge of this cusp were bands of hyaline con- 
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nective tissue, polymorphonuclear leukocytes, proliferating fibro¬ 
blasts, and two perforations. 

Final Anatomic Diagnosis.—Fht final diagnosis included; 
chronic pneumonia in the lower lobe of the left lung with fibrous 
pleural adhesions; confluent lobular pneumonia in the upper, 
middle, and lower lobes of the right lung; acute bacterial endocar¬ 
ditis, which was healing, with perforation of the right coronary 
-cusp of the aortic valve; and hypertrophy and dilatation of-the 
heart. 

Comment .—On his first admission this patient pre¬ 
sented definite pneumonia associated with bacteremia 
due to D. pneumoniae, type 33, and several days later 
meningitis due to the same organism developed. There 
was no evidence of endocardial involvement at that time. 
Penicillin therapy resulted in a marked improvement in 
the pneumonic process and subsidence of the meningitis. 
On the 19th day, however, the patient revealed signs of 
'' an aortic regurgitation and enlargement of the heart to 
the left. Congestive heart failure developed, but this was 
well controlled with the usual cardiac regimen. 

On his second admission the patient presented a pic¬ 
ture of severe congestive heart failure, as well as signs of 
pneumonia and bacteremia due to D. pneumoniae, type 
5. The terminal infection, combined with the severe heart 
- failure, led to his rapid death. 

The necropsy findings in this case were of considerable 
importance, particularly the cusp perforations which un¬ 
doubtedly were responsible for the development of an 
active aortic regurgitation in a relatively short time. It is 
also important to note that this aortic incompetence led 
in a short time to marked cardiac enlargement, with hy- 
pertrophy'as well as dilatation. Another point of interest 
is the fact that the vegetative endocarditis showed con- 
^siderable, but not complete, healing. Unfortunately, the 

getations were not examined or cultured for the pres- 
e of organisms. 

In this case two adverse effects may be noted. First, 
penicillin therapy during the first admission was appar¬ 
ently inadequate to prevent the development of endo¬ 
carditis or to suppress an endocardial infection which 
might have been present already. Second, even though 
considerable healing of the endocardial infection fol¬ 
lowed the antibiotic therapy, the cusp perforations led to 
a dynamic aortic regurgitation which resulted in .almost 
continuous, severe congestive heart failure. To some ex- 
, tent this may be regarded as a therapeutic paradox. 

:Case 2.— History. —T. L., a man aged 45, was admitted to 
Sydenham Hospital on Dec. 16, 1948, with the chief complaints 
of chills, fever, severe chest pain on the left lower side, and cough 
productive of a yellowish and blood-tinged sputum, of three days’ 
duration. The illness was preceded by an acute upper respiratory 
tract infection which had not confined him to bed. The past his¬ 
tory was essentially negative. 

Physical Examination. —On admission the patient appeared 
acutely ill, was dyspneic, and complained of severe pains in the 
left side of the chest. The temperature was 103 F, the pulse rate 
120, and the respirations 30. The blood pressure was 108/70. The 
pharynx was congested. Examination of the lungs showed dul- 
ness, distal bronchial breathing, and fine crepitant rales over 
i the lower lobe of the left lung posteriorly. The rest of the pul- 
i monary field presented normal physical signs.-The heart was not 
enlarged, and no murmurs were heard. The sinus rhythm was 
regular, and the sounds were of good quality with the pulmonic 
j'. second sound greater than the aortic second sound. The liver 
i ■ and spleen were not palpable. There was no peripheral edema. 

I i ' The other results of the examination were not remarkable. A 
1 diagnosis of pneumonia was made. 
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Laboratory Examination .— The red blood cell count wa- 
4,200,000, with 12 gm. of hemoglobin per 100 cc., and the white 
blood cell count was 16,000, with 73% polymorphonuclear 
cells, 15% lymphocytes, and 12% monocytes. The urine had 
a specific gravity of 1.015, with a trace of albumin and a few 
white blood cells. The sputum showed mi.\ed bacterial flora, pre¬ 
dominantly D. pneumoniae. The serologic test for syphilis was 
negative. The blood urea nitrogen was 12.3 mg. per 100 cc. A 
roentgenogram of the chest showed a consolidation of the lower 
lobe of the left lung but no cardiac enlargement. 

Treatment and Course .— On admission the patient received a 
single dose of 300,000 units of penicillin. The same dose of the 
antibiotic was repeated daily for four days. The patient’s respira¬ 
tory distress and chest pain on the left disappeared within 24 
hours, and the temperature fell to 99.4 F within 48 hours. 

On the fifth day, concomitant with a temperature rise to 105.8 
F, an aortic diastolic murmur was heard for the first time. The 
blood pressure was then 115/44, arid the pulse was of the Cor¬ 
rigan type. The signs of consolidation in the .lower lobe of the 
left lung persisted. A blood culture made on this day revealed 
no growth. The dose of penicillin was increased to 300,000 units 
twice a day. 

Between the 5th and 10th days the temperature ranged be¬ 
tween 102 and 104 F. At this time some additional signs were 
noted, including rales in the rightTung and a faint pericardial 
friction rub. The blood pressure was then 170/90. The presence 
of pericarditis was suggested also by the electrocardiogram 
which showed an elevation of the RS-T segment in leads 1 anc 
2. Because of the evidence of endocardial and pericardial in 
volvement, the penicillin dosage was raised to 900,000 unit 
per day. 

During the succeeding few days the patient appeared ven 
toxic and in acute distress and became progressively mon 
dyspneic. The physical signs at the left base at this time wen 
flatness, absent tactile fremitus, and distant bronchial breathing 
There was also a distinct pleuropericardial friction rub over th 
left side of the chest anteriorly. It was apparent that the pneu 
monia was complicated by pleuritis as well as pericarditis am 
endocarditis. Thoracentesis of the left pleural,cavity yielded 01 
one occasion 30 cc., and on another 500 cc., of amber-colored 
turbid- fluid which contained many polymorphonuclear cells bu 
no organisms. Pronounced anemia also developed with a re 
blood cell count of 2;'500,000 and 7 gm. of hemoglobin. 

Because of the severity of the clinical picture the amount 0 
penicillin was further increased on the 12th day to 2,400,00 
units daily and supplemented with sulfadiazine. Despite this ir 
tensive combined therapy and the adjuvant use of blood tran: 
fusions and digitalis, the patient’s condition deteriorated rapidlj 
The heart showed progressive enlargement and failure of the lei 
ventricle supervened. The fever, however, was low grade, exce[ 
for a preterminal rise to 102 F. Death occurred on the 19th daj 

Postmortem Findings.—The lungs were not grossly consol 
dated. There were fibrous adhesions over the lower lobe of th 
left lung but no free fluid in either pleural space. The pericardi: 
space was obliterated by fibrous adhesions that were easily se[ 
arated. The heart weighed 350 gm. There was slight irregula 
thickening of the distal margins of the tricuspid and mitral leal 
lets and of the adjacent chordae tendineae. The left ventvicl 
was markedly dilated but not hypertrophied. There was irregi 
lar, moderate thickening of the.cusps of the aortic valve, wit 
some dilatation of the ringi On the ventricular aspect of the rigf 
coronary cusp, there was a small, soft vegetation about the sis 
of a pea. 

The lung sections showed resolving pneumonia in the low( 
lobe of the left lung. There was widening of the alveolar sepi 
and engorgement of the capillaries. Sections of the heart n 
vealed a slight perivascular fibrosis wthout Aschoff bodies. 0 
the right coronary cusp of the aortic valve there, was an ovoi( 
moderately cellular vegetation. At the base of the vegetatioi 
within the cusp, there was an infiltration of polymorphonucle: 
leukocytes that extended into the adjacent pericardial wedg 
The pericardium was involved in a chronic inflammatory rcai 
tion with fibrosis, with acute components in some sections. 

Postmortem cultures of aortic blood and pericardial exuda 
readily yielded D. pneumoniae, type 7. 
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.. final Aiwlomic Diaj;iwsis .—^The final diagnosis included 
pneumonia in the lower lobe of the left lung which was resolving; 
in-activc rheumatic heart disease, involving the mitral, tricuspid, 
and aortic valves; acute bacterial endocarditis in the aortic valve 
which was healing; and pulmonary congestion and edema. 

Comment .—It seems clear from the clinical and roent- 
genographic evidence that on admission this patient had 
a pneumonia in the lower lobe of the left lung but no ob¬ 
vious cardiac disease. For a few days the patient appeared 
to be" responding to penicillin therapy, which was rather 
moderate. However, signs of aortic insufficiency, as welt 
as pericarditis, soon developed. From that time on, the 
clinical course was progressively downward with rapid 
development of dilatation of the left ventricle and intract¬ 
able heart failure. 

The observation at necropsy of thickening of the mitral 
and tricuspid valves, as well as of the aortic cusps, sug¬ 
gested the presence of antecedent rheumatic valvular 
disease. The superimposed vegetative lesion on the right 
coronary cusp was definitely of bacterial origin and gave 
evidence of partial healing. Although a blood culture 
made when the patient had received penicillin for five 
days was sterile, the pneumococcic etiology of the en¬ 
docardial and pericardial infections was established by 
the positive postmortem cultures of the aortic blood and 
pericardial exudate. It is interesting to note that a dy¬ 
namic aortic regurgitation developed despite the small¬ 
ness of the vegetative lesion and the absence of cusp 
erosion. It appears that the moderate deformity of the 
valve, together with the slight dilatation of the ring, was 
sufficient to cause aortic incompetence. 

Case 3.— History. —H. K., a man aged 41, was admitted to 
Bellevue Hospital on March 15, 1948, with the chief complaints 
of chills, fever and a productive cough of three weeks’ duration, 
and right anterior chest pain for approximately 10 days. The 
patient was apparently in good health up to the time the cough 
developed. For the next 20 days this cough which was productive 
of rather large quantities of nonfoul, nonbloody, thick yellow 
sputum, continued unchanged and was accompanied by ma¬ 
laise and marked anorexia. While an exact temperature was not 
recorded, the patient admitted feeling feverish. Two weeks prior 
to admission hoarseness developed, followed in a few days by 
right anterior chest pain, which was aggravated by deep breath¬ 
ing and coughing. All the symptoms had continued to the time 
of admission. 

The past history was noncontributory. The patient stated he 
had not had venereal disease or rheumatic fever. The family his¬ 
tory was also unremarkable except that the patient’s father had 
died of pulmonary tuberculosis. 

Physical Examination .—The patient was dyspneic and cyan¬ 
otic and appeared to be in considerable respiratory distress, com¬ 
plaining of severe pain in the lower right anterior portion of the 
chest. The temperature was 102.8 F, the pulse rate 96, and the 
respiratory rate 32 per minute. The blood pressure was 112/72. 
The mucous membranes of the nose and throat were injected. 
The neck was supple, the trachea was in the midline, and the 
neck veins were not distended. There were no palpable lymph 
nodes. There were no petcchiae or other cutaneous eruptions. 
Dulncss was noted over the upper two-thirds of the right side 
of the chest anteriorly and in the right axilla. The breath sounds 
were diminished anteriorly but were bronchial in quality high in 
the right axilla. Many crepitant rales and a friction rub were 
were heard in the axillary area. The heart was not enlarged to 
percussion. The point of maximal impulse was in the fifth inter¬ 
costal space at the midclavicular line. A regular sinus rhythm of 
rapid rate prevailed and the heart sounds were of good quality. 
There was a short, localized, low-pitched systolic murmur at the 
apex. No murmurs were heard over the aortic region. The aortic 
second sound vyas equal lo the pulmonic second sound. The liver 
was 2 fingerbreadths below the right costal margin. The spleen 
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and kidneys were not palpable. The remainder of the examina¬ 
tion was not significant. A diagnosis of pneumonia was made.- 

Lahoratory Examination. — The red blood cell count was 
3,900,000, w'ith 13 gm. of hemoglobin, and the white blood cell 
count was 12,200, with 84% polymorphonuclear cells, of which 
12% were immature, 14% monocytes and 2% basophils; The 
only abnormal urine findings were albumin (2-{-) and rare hyaline 
casts in the sediment. The sputum was copious and purulent but 
nonfoul and grew D. pneumoniae, type 2, on culture. The blood 
culture was also positive for D, pneumoniae, type 2. The Wasser- 
mann reaction was negative. The nonprotein nitrogen was 20 
mg. per 100 cc. An electrocardiogram indicated normal heart 
function. A .roentgenogram of the chest showed a pneumonic 
process involving the major portion of the right lung, but no 
cardiac enlargement. 

Treatment and Course .—On admission, therapy with bacitracin 
(undier investigation at the time) was instituted. The patient re- - 
ceived 33,000 units of this antibiotic intramuscularly every six 
hours. Some improvement was noted at first. When, however, the 
temperature rose to 103 F, on the fourth hospiUl day, the dose 
of bacitracin was increased to 66,000 units every six hours. Clin¬ 
ical improvement was noted during the following week, with 
progressive clearing of the pneumonic process. 

Although there was little evidence of pneumonia during the - 
succeeding week, the patient continued to have a septic type of 
temperature. Repeated blood cultures were positive for D. pneu¬ 
moniae, type 2. Accordingly, on the 17th day the dose of bac¬ 
itracin was increased to 98,000 units every four hours. 

Examination on the 20th day revealed for the first time a sys¬ 
tolic murmur at the aortic area and a low-pitched, soft, diastolic 
murmur at Erb’s point. The diastolic murmur was transmitted to 
the apex. At this time a diagnosis of endocarditis was entertained. 
Bacitracin therapy was therefore discontinued and aqueous peni¬ 
cillin therapy instituted in a dose of 200,000 units every four 
hours. The temperature dropped to lower levels subsequently 
but never became normal. 

On the 22nd day the lungs appeared to be entirely dear. The 
cardiac murmurs persisted, and the blood pressure was 100/40. 
The penicillin dose was then increased to 500,000 units every 
two hours and, in order to obtain high levels, carinamide was 
added. About this time it was noted that the patient’s hemoglobin 
had dropped lo 7.9 gm. The blood culture was then sterile. 

During the succeeding few days the patient continued to have 
a low-grade fever but was otherwise asymptomatic. However, the 
cardiac murmurs persisted and the heart was considerably en¬ 
larged to the left. 

When, on the 29th day, the patient was permitted out of bed, 
he immediately became very dyspneic and cyanotic. Bed rest was 
reinstituted at once. From that time on, the patient’s condition 
deteriorated rapidly. There were signs of diffuse pulmonary 
edema and of severe congestive heart failure. Therapeutic efforts 
were of no avail. On the 31st day the patient lapsed into a stupor 
and died. 

Postmortem Findings .—^The apex of the upper lobe of the 
right lung was crepitant, while much of the remaining portions 
of the right lung was consolidated. A large amount of pink 
frothy fluid was seen in all bronchi of both lungs. There was 
thickening of the pleura over the right lung. The heart weighed 
430 gm. The right coronary leaflet was almost completely de¬ 
stroyed fay a large ulcerative vegetation. A perforation, measur¬ 
ing 3 mm. in diameter, was located near its ventricular border. 

A large vegetation occupied the left coronary leaflet. The left 
ventricle and the aortic ring were somewhat dilated. The wall of 
the left venfricle was 16 mm. thick and that of the right ventricle 
2 mm. The right kidney weighed 210 gm. and the left 200 gm. 

Microscopic examination of sections from the middle lobe 
of the right lung revealed the presence of fibrin, mononuclear 
phagocytes, and polymorphonuclear leukocytes in many lobules 
and bronchi. There were also many “heart failure” cells and 
some edema fluid. The individual myocardial fibers were hyper¬ 
trophied. The aortic cusps were heavily infiltrated with mono¬ 
nuclear and polymorphonuclear leukocytes, accompanied by a 
proliferation of vascular components and young fibroblasts. The 
distal portion of the right coronary cusp was almost completely 
destroyed. Sections of the kidneys showed necrosis of the tubu¬ 
lar epithelium and infiltration of some of the glomeruli and 
connective tissue with polymorphonuclear leukocytes. 
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Final Anatomic Diagnosis. —The final diagnosis included: 
pneumonia in the middle and lower lobes of the right lung; acute 
bacterial endocarditis in the aortic valve, with perforation of the 
right coronary cusp; hypertrophy and dilatation of the heart; and 
toxic nephrosis. 

Comment .—On admission the patient presented pneu- 
mococcic pneumonia and bacteremia probably of three 
weeks’ duration. Although a short apical systolic murmur 
was present, there was no cardiac enlargement or evi¬ 
dence of aortic valvulitis at the time. It was not until the 
20th hospital day that the murmurs over the aortic area 
were detected and a diagnosis of endocarditis entertained. 
Whether the initial phase of the endocardial infection was 
already present at the time of admission is a matter of 
speculation. However, the persistently positive blood cul¬ 
tures would seem to favor that supposition. With regard 
to the size of the heart, it is important to note that signifi¬ 
cant cardiac enlargement developed in about three weeks 
following the establishment of aortic regurgitation as a re¬ 
sult of destruction of both posterior cusps. 

The use of bacitracin appeared to be beneficial against 
the pneumonia but did not seem to influence favorably 
either the bacteremia or the endocarditis. The intensive 
penicillin therapy, which was obviously started too late, 
did result in sterilization of the blood stream and in partial 
healing of the endocardial infection. 

.. .While nephrotoxic changes may complicate acute 
endocarditis and bacteremia, it is well to bear in mind 
that renal damage may result from the use of bacitracin. 
The nephrotoxicity of bacitracin has been the subject of 
considerable study by several investigators.^ It is very 
likely that both the severe infection and the bacitracin 
contributed to the kidney damage. 

Case 4.— History. —R. L., a man aged 22, was admitted to,the 
■ychiatric division of Bellevue Hospital on May 24, 1947, be- 
-iuse of confusion, violence, and disorientation of three days’ 
duration. The patient was a native of the Belgian Congo and had 
been in the United States less than one year. A distinct language 
barrier, combined with his poor mental state, made it impossible 
to obtain an adequate history. 

Physical Examination. —^The patient was completely disori¬ 
ented and so violent that restraints were necessary. He was able 
to lie flat without obvious respiratory distress but perspired pro¬ 
fusely. The temperature was 102 F, the pulse rate was 100, and 
the respirations were 24 per minute. The pupils were round, 
regular, and equal and reacted to light. The scleras were non- 
icteric, and no petechiae were present. The fundi were normal. 
The posterior pharynx appeared injected. The neck was supple, 
the trachea was in the midline, and the thyroid was not palpable. 
There was dulness to percussion at the base of the right lung, 
posteriorly in the axilla, and anteriorly below the third rib. 
The breath sounds over this area were distant and bronchovesi- 
cular in quality. Numerous fine inspiratory rales were heard, but 
there was no friction rub. The base of the left lung revealed flat¬ 
ness to percussion, absent breath sounds, but no rales. The heart 
appeared normal in size, with the point of maximal impulse pal¬ 
pable in the fifth intercostal space, inside the midclavicular line. 
Sinus tachycardia was present. Loud systolic and diastolic mur¬ 
murs were heard at the base. The systolic murmur was trans¬ 
mitted to the neck, while the diastolic could be followed to Erb’s 
point and to the apex. The aortic second sound was accentuated 

1. (n) Mdeney, F. L.; Longacre, A. B,; Altemcier, W. A.; Reisner, 
E. H., Jr.; Pulaski, E. J., and Zintel, H. A.: The Efficacy and the Safety 
of the Intramuscular Administration of Bacitracin in Various Types of 
Surgical and Certain Medical Infections, with Analysis of 270 Cases, Surg., 

I Gynec & Obst. 89 : 657, 1949. (6) Meleney, F. L., and Johnson, B. A.: 

' Bacitracin, Conn. M. J. 14 : 305, 1950. (c) Miller, J. H.; McDonald, 
R. K., and Shock, N. W.: 'The Effect of Bacitracin on Renal Function, 

J. Clin. Invest. 29 : 389, 1950. (d) Reisner, E. H., Jr.; Bailey, F., and 
Appelbaum, E.: The Treatment of Lobar Pneumonia with Bacitracin, Ann. 

I Int. Med. 34: 1232, 1951. 
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and greater than the pulmonic second sound. No thrills \ver' 
palpable. The blood pressure was 120/40. Examination of th> 
abdomen disclosed no abnormalities. The radial pulsations wcr' 
Corrigan in quality. The results of the neurological examinatio.- 
were entirely negative. The clinical diagnosis was pneumonia ani 
syphilitic heart disease. ' ' ^ 

Laboratory Examination. —The red blood cell count \ta 
4,800,000, the hemoglobin was 13 gm., and the white blooded 
count was 17,200, with 88 % polymorphonuclears, of which ll^; 
were immature, 10% lymphocytes, and 2% monocytes. Th 
urine was normal. The blood Wassermann and Mazzini reaction 
were both 4-f. The blood culture was positive for Staphylococci! 
aureus. A roentgenogram of the chest revealed bronchopnci 
monic changes throughout the right lung. There was a sma 
pleural effusion on the left side. An electrocardiogram indicate 
normal function except for sinus tachycardia. A spinal tap ri 
vealed an initial pressure of 100 mm. of water, with no cvidenc 
of subarachnoid block. The fluid was clear and showed cinl 
mononuclear cells per cubic millimeter, a protein level of 4 ; 
sugar level of 107, and chloride value of 725 mg. per 100 c 
The spinal fluid Wassermann reaction was negative, and tl 
colloidal gold curve was 002211000 . 

Treatment and Course. —Treatment on the day of admissic 
was entirely symptomatic. On the second day the patient w; 
dyspneic, very toxic, and completely incoherent. The physic 
findings were essentially unchanged, except that the spleen b 
came palpable. The temperature rose to 105.4 F. On this day tl 
patient received 100,000 units of penicillin intravenously eve 
eight hours. 

During the succeeding two days the patient’s condition dote: 
orated rapidly. In addition to the evidences of sepsis, there we 
signs of congestive heart failure. On repeated culture the bloi 
remained positive for Staph, aureus. No specific medication w 
given on the third day, but on the fourth day the patient w 
given 50,000 units of penicillin intramuscularly every three hoii 
and, in addition, 2 gm. pf sulfadiazine intravenously. The patie 
died the same day. 

Postmortem E.xamination. —Considerable quantities of eder 
fluid were present in both lungs. There was lobular consolidatii 
of the lower lobe of the right lung. The right pleural cavity w 
completely obliterated by dense fibrous adhesions. The li 
pleural space contained 800 cc. of clear yellow-brown fluid. T 
heart weighed 350 gm. The right coronary and npneorona 
cusps of the aortic valve were extensively deformed and h 
many small marginal vegetations. The ventricular surface of t 
cusps^was ulcerated. The left ventricular myocardium was 
mm. thick and the right, 4 mm. The aorta was normal. 

Microscopic examination of sections from various portions 
the lungs revealed edema and congestion with numerous “hci 
failure” cells. In other sections there were collections of r 
blood cell remnants, with fibrin and polymorphonuclear Icul 
cytes in some of the alveoli and bronchioles. Examination of I 
heart sections revealed areas of focal fibrosis and emboli in s( 
eral of the small blood vessels. The endocardium over the vent 
cular surface of the aortic cusps was thickened and was replac 
in two areas by a mass of fibrin in which were enmeshed ma 
polymorphonuclear cells and red blood cells. This material per 
trated into the myocardium. 

Final Anatomic Diagnosis .—^The final diagnosis included lot 
lar pneumonia of the right lung; fibrous pleural adhesions; aci 
vegetative and ulcerative endocarditis in the aortic valve; cc 
gestion and edema of the lungs; and left pleural effusion. 

Comment .—On admission this patient presented sig 
of pneumonia and of aortic regurgitation. There was 
history available to shed light on the present illness or a 
antecedent disease. While the presence of staphylococi 
bacteremia was definitely established by the positi 
blood cultures, the source of the sepsis could not 
dearly demonstrated. Nor could it be determined whetf 
the pneumonia was primary or secondary. 

in view of the positive results of serologic examinatic 
it is not surprising that the aortic insufficiency was i 
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garded clinically as being of syphilitic origin. However, 
as shown at necropsy, there was no syphilitic aortitis, but 
an acute valvular infection with many vegetations and 
extensive ulceration and deformity of the right coronary 
and the noncoronary cusps, which undoubtedly produced 
the aortic incompetence. It would seem that the duration 
of the endocarditis was too short to bring about a signifi¬ 
cant change in the size of the heart. The pathological find¬ 
ings in this case serve to emphasize the importance of 
‘bearing in mind the possibility of endocarditis whenever 
heart murmurs are associated with a positive blood cul- 
ture. 

The clinical course from the time of admission was too 
short and too severe to permit a proper evaluation of the 
efficacy of the treatment. However, it must be ad¬ 
mitted that the penicillin therapy was totally inadequate. 
Whether an intensive course of antibiotic therapy would 
have resulted in a successful outcome is entirely con¬ 
jectural. 

COMMENT 

It is clear from this study that acute endocarditis as a 
complication of bacterial pneumonia often escapes recog¬ 
nition. In Case 1 the presence of valvular heart disease 
was first noted on the 19th day of hospitalization. How¬ 
ever, the true nature of the lesion was not recognized at 
the time. In Case 2 signs of aortic regurgitation appeared 
on the 5th hospital day, at which time the possible de¬ 
velopment of acute endocarditis was suspected but not 
entertained seriously. The possibility of an endocardial 
infection in Case 3 was mentioned for the first time on 
the 20th hospital day. Although the presence of aortic 
regurgitation was noted on admission in Case 4, the clin¬ 
ical diagnosis was syphilitic heart disease, largely because 
of the positive serologic reactions. 

From this small group of cases it is difficult to deter¬ 
mine the time of onset of the endocarditis. According to 
Thayer - the endocardial infection generally comes on 
late in the course of, or a few days after, the apparent 
termination of pneumonia. While this belief would ap¬ 
pear to receive confirmation from Cases 1 and 3 in our 
group, it is conceivable that in both instances the endo¬ 
cardial complication may have been overlooked earlier 
in the course of the pneumonia. It is also important to 
note that in Cases 2 and 4 endocardial involvement was 
manifested early. It is our impression that the inception 
of the endocardial infection is in the early phase of the 
pneumonia, probably at the height of the bacteremia. 

Since the early recognition of an endocardial lesion 
during the course of pneumonia is frequently difficult, it 
is necessary to emphasize the essential criteria for the 
diagnosis of this complication. These include the develop¬ 
ment of an endocardial murmur or murmurs, particu¬ 
larly if the murmurs are diastolic, evidence of impaired 
myocardial function, changes in the size and contour of 
the heart demonstrated by roentgenograms, the presence 
of embolic phenomena, persistence or recurrence of fever 
in spite of improvement in the primary disease, and per¬ 
sistence of positive blood cultures. However, the absence 
of embolic phenomena should not militate against the 
diagnosis of endocarditis. The use of antibiotics may in¬ 
terfere with the results of the blood culture. In cases in 
which penicillin is administered, the addition of peni¬ 
cillinase to the culture may inhibit the effect of this anti- 
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biotic. It is, of course, of the utmost importance to bear 
in mind the possible development of endocarditis during 
the course of pneumonia. 

In this study we were impressed particularly with the 
fact that in each of the four cases the endocardial infec¬ 
tion involved the aortic valve and was associated with a 
dynamic aortic regurgitation. The development of a 
severe degree of heart failure was, of course, attributable 
to the rapidly progressing aortic incompetence. This fac¬ 
tor was responsible also for the early changes in the con¬ 
tour and size of the heart noted in three of the cases. It is 
noteworthy that a similar situation occurs frequently in 
penicillin-treated patients with subacute bacterial endo¬ 
carditis. The role of aortic regurgitation in the early de¬ 
velopment of heart failure in those cases has been empha¬ 
sized by Honigman and Karns," Kaplan and co-workers,’ 
and others. 

With regard to the pathogenesis of the aortic regurgita¬ 
tion, it may be noted that in three of our cases the in¬ 
volved cusps were either ulcerated or perforated, while in 
the fourth case regurgitation developed as a result of val¬ 
vular deformity, part of which appeared to be of an ante¬ 
cedent nature. This seems to indicate that, in acute endo¬ 
carditis, destructive valve lesions are usually, though not 
invariably, responsible for the development of aortic re¬ 
gurgitation. By contrast, in penicillin-treated patients 
with subacute bacterial endocarditis, the aortic insuf¬ 
ficiency is usually produced or markedly aggravated by 
valvular distortion, much of which is due to the healing 
process. This has been emphasized by Carnes and 
Tinsley,” Honigman and Karns,” Fiese,” and Kaplan ’ 
and his collaborators. In three of our cases in which evi¬ 
dence of partial healing was present, it was difficult to de¬ 
termine to what extent the reparative process had con¬ 
tributed to the valvular incompetence. Attention must 
also be directed to the fact that healing was not complete 
in any of our cases. 

Since it is apparent that in acute endocarditis aortic 
valvular dysfunction associated with the development of 
progressive heart failure is usually a direct result of early 
cusp destruction, the prompt control of the endocardial 
infection becomes a matter of greatest urgency. As men¬ 
tioned previously, it is extremely important to bear in 
mind the possibility of endocarditis as a complication 
during the course of pneumonia. If the presence of an 
endocardial infection is suspected, a vigorous program of 
antibiotic therapy must be instituted at once in order to 
minimize the destructive process. It is necessary also to 
continue the intensive treatment for a relatively long 
period, probably a minimum of six weeks. As was noted 
in our cases, inadequate therapy may be repressive but 
not curative. There is also the additional hazard that in¬ 
sufficient antibiotic treatment may lead to the develop- 
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ment of drug resistance. It is hoped that attention to these 
details may lead to better clinical results in the treatment 
of endocarditis as a complication of bacterial pneumonia. 

‘ SUMMARY 

Four cases of bacterial pneumonia complicated by 
acute endocarditis are described. The diagnostic criteria 
of the endocardial complication, which frequently es- ' 
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capes clinical recognition, are emphasized. Particular at¬ 
tention is directed to the nature of the valvular lesion a 
dynamic aortic regurgitation, which is usually the result 
of early valve destruction. The hazards of inadequate 
antibiotic treatment are noted. The importance of earlv 
diagnosis of the endocardial infection and of prompt in¬ 
stitution of vigorous antibiotic therapy is stressed. 

910 Park Ave. (Dr. Appelbaum). 


TREATMENT OF SUBACUTE BACTERIAL ENDOCARDITIS 

WITH AUREOMYCIN 

Charles K. Friedberg, M.D., New York 


Although penicillin is effective in most cases of sub¬ 
acute bacterial endocarditis, there is need for an anti¬ 
biotic which is potent when orally administered and 
which possesses a wider antibacterial, range. Because 
aureomycin appears to have these two attributes, it was 
utilized in a series of cases of subacute bacterial endo¬ 
carditis. 

Aureomycin given orally has proved to be effective not 
only against virtually all the varieties of bacteria which 
are sensitive to penicillin but also against many penicillin- 
resistant organisms, notably the gram-negative bacilli and 
penicillin-resistant staphylococci. However, the value of 
aureomycin in the treatment of subacute bacterial endo¬ 
carditis due to nonhemolytic streptococci has not been 
assessed in any significant number of cases. Isolated in¬ 
stances of recovery or failure following aureomycin 
erapy have been mentioned in various studies of aureo- 
■ cin.^ In particular, aureomycin has cured some pa¬ 
nts with acute Staphylococcus endocarditis, in whom 
he Staphylococcus was highly resistant to penicillin.- In 
this report we are concerned with cases of subacute bac¬ 
terial endocarditis which are caused by nonhemolytic 
streptococci. 

Aureomycin was administered to 11 patients with sub¬ 
acute bacterial endocarditis.^ A positive blood culture 
was obtained on at least two occasions in 8 of the 11 pa¬ 
tients. In the other 3 patients the diagnosis appeared 
highly probable on the basis of clinical data. Numerous 
blood cultures had been negative in each of these. All 
the patients, with and without positive blood cultures, 
had rheumatic cardiovalvular disease and unexplained 
fever for two and one-half weeks to three months or 
longer. 

In all cases therapy was begun with aureomycin by 
mouth. At least 4 gm. and preferably 6 gm, was adminis¬ 
tered daily in divided doses at six-hour intervals, but the 
schedule was often modified to smaller doses at four or 
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three-hour intervals. Aureomycin was continued for live 
to eight weeks if there was a satisfactory clinical response. 
If, however, fever persisted or recurred, or if blood cul¬ 
tures remained or became positive, aureomycin was dis¬ 
continued and penicillin or other antibiotic therapy was 
instituted. 

REPORT OF CASES 

Case 1.—A man aged 31 had suffered from fever for six 
weeks, an attack of sharp pain in the left upper quadrant of the 
abdomen, and painful spots on the fourth and fifth fingers of 
his right hand. Aureomycin administered for 10 days was said 
to have been ineffective. There was a history of rheumatic fever 
and cardiac murmurs. 

Examination disclosed fever up to 102 F, signs of aortic steno¬ 
sis and insufficiency and mitral valvular disease, splenomegaly, 
and white-centered petechiae in the conjunctivae. Blood cultures 
were positive for Streptococcus viridans, sensitive to 0.03 unit of 
penicillin per milliliter and to 1 t per milliliter of aureomycin. 
Aureomycin was given in 1 gm. doses every six hours (Fig. 1). 
The temperature fell promptly to normal, but because the blood 
concentration of aureomycin was only 2 7 per milliliter the dose 
was increased to 6 gm. daily. Blood concentrations of aureomy¬ 
cin increased to 6.6 7 per milliliter five and three-quarters hours 
after the previous dose. Aureomycin was continued for a total 
of six weeks. The temperature remained normal, and repeated 
blood cultures were negative. Six weeks later the patient suffered 
a cerebral embolism, but there was no fever and blood cultures 
remained negative. Except for the residuals of a hemiparesis, 
he has been well for 10 months. 

Case 2.—^A woman aged 26 had suffered rheumatic fever and 
carditis between April and August, 1945. In July, 1947, she had 
subacute bacterial endocarditis and was treated with 1,600,000 
units of penicillin daily for five weeks. Two weeks later she had 
a therapeutic abortion, and a few weeks thereafter there was a 
recurrence of bacterial endocarditis, complicated by subarach¬ 
noid hemorrhage and cerebral embolism with aphasia and hemi¬ 
paresis. This was interpreted as a relapse rather than a re¬ 
current attack. Recovery followed seven weeks of penicillin 
therapy. In July, 1949, following childbirth, culture of the blood 
was positive for Streptococcus viridans and penicillin was given 
for six weeks for the second attack of subacute bacterial endo¬ 
carditis. However, the patient relapsed in November, 1949, and 
was retreated with penicillin and streptomycin for five weeks. 
Fever and associated symptoms recurred in December, 1949, 
and she was admitted to the Mount Sinai hospital in January, 
1950. 

Examination disclosed fever, signs of mitral stenosis and 
aortic insufficiency, an Osier node, enlarged spleen, and a hemo¬ 
globin value of 11.5 gm, per 100 ml. Blood cultures were 
positive for Streptococcus viridans, sensitive to 0.02 unit of peni¬ 
cillin per milliliter and to less than 0.2 7 per milliliter of aureo¬ 
mycin; i. e., extremely sensitive to both antibiotics. She was 
given 3 gm. daily of aureomycin by mouth, and later 2 gm. 
daily. The temperature promptly returned to normal, and sub¬ 
sequent blood cultures were negative. Blood levels ranged be- 
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tween 4 and 8 7 of aureomycin just before each new dose. This 
was 20 to 40 times the bacteriostatic concentration in vitro. 
Therapy was continued for eight weeks. The patient recovered, 
and there has been no relapse or recurrence for 14 months. 

Case 3.—A man aged 39 was admitted because of fever for 
four weeks and shaking chills for two days. There were signs of 
aortic insufficiency. Blood cultures yielded a growth of Strepto¬ 
coccus viridans, sensitive to 0.8 7 of aureomycin per milliliter. 
Following therapy of 3 gm. daily of aureomycin, the patient felt 
well and blood cultures were negative. After three weeks of 
treatment the dose was reduced to 1 gm. daily, A positive blood 
culture was obtained, and the dose was again increased to 3 gm. 
daily and continued for five weeks. Blood cultures remained 
negative and the temperature normal throughout this period. 

He was readmitted six weeks after completing this course of 
treatment. One month prior to this second hospital admission 
a tooth was extracted. He received 300,000 units of penicillin 
daily for two days before and three days after the extraction. 
However, fever, headache, weakness, and generalized aches re¬ 
curred and blood cultures were again positive for Streptococcus 
viridans. Splenomegaly and white-centered petechiae were pres¬ 
ent. Recovery followed retreatment with 1,300,000 units of 
penicillin daily for five weeks. He has remained well for one 
year. 

Case 4,—A boy aged 15 had suffered rheumatic fever in 1946 
followed by cardiac murmurs. Heart failure appeared six 
months before admission. Fever was discovered two weeks be¬ 
fore admission and two weeks following a dental extraction. 



Fig. 1 (case 1).—Recovery following six weeks of treatment with aureo¬ 
mycin by mouth. 

Examination disclosed fever, signs of aortic insufficiency and 
stenosis and of mitral valvular disease, splenomegaly, and evi¬ 
dence of heart failure. The hemoglobin was 8.7 gm. per 100 
ml. Blood cultures were positive for Streptococcus viridans, 
sensitive to 0.4 7 of aureomycin. 

Four grams of aureomycin was given daily, and the tempera¬ 
ture gradually fell to normal in four days (Fig. 2). Blood con¬ 
centration of aureomycin was 3.3 7 per milliliter. After 12 days 
of therapy, fever recurred as welt as showers of petechiae, 
tenderness, and enlargement of the spleen. The patient suffered 
from intense nausea and vomiting, and there was considerable 
uncertainty that he was taking or retaining the prescribed dosage. 
Aureomycin was discontinued, and 2,400,000 units of penicillin 
daily was given for five weeks. A rapid recovery was effected 
and the patient has remained well for 10 months. 

Case 6 . —A man aged 49 had experienced fever for three 
months, with weight loss, weakness, cough, and several episodes 
of pain in the left costovertebral region. There were signs of 
mitral and aortic valvular disease, white-centered petechiae, and 
splenomegaly. Blood cultures yielded an Enterococcus (Strepto¬ 
coccus fecalis), sensitive to 1.0 unit of penicillin per milliliter (50 
times standard resistance) and to 0.6 unit of aureomycin per milli¬ 
liter (3 times standard resistance). Aureomycin, 6 gm. daily, was 
administered for 10 days with a moderate reduction in tempera¬ 
ture, but blood cultures remained positive (Fig. 3). After discon¬ 
tinuance of aureomycin, penicillin was given intramuscularly in 
doses of 24 million units for five weeks with excellent results. 
Recovery has persisted for 10 months. 

Case 7. A woman aged 28 had been treated at another 
hospital for subacute bacterial endocarditis due to an Enterococ¬ 
cus (Streptococcus fecalis) with prolonged courses of. penicillin 


and of aureomycin without controlling the infection. After ad¬ 
mission there were persistent fever and signs of mitral stenosis, 
and blood cultures were repeatedly positive for the Enterococcus 
(Streptococcus fecalis), sensitive to 2 to 4 units of penicillin per 
milliliter (100 times resistance of standard organisms), 2 7 of 
aureomycin per milliliter (10 times standard resistance), and 
1 7 of chloramphenicol (Chloromycetin®) per milliliter (2 times 
the resistance of standard organism). 



Fig. 2 (case 4).—Negative cultures, but persistent spikes of fever during 
aureomycin therapy. Relapse one week after completing six weeks of oral 
aureomycin therapy. Subsequent cure with penicillin intramuscularly 
administered for five weeks. 

Six grams of aureomycin was given daily, and the temperature 
fell gradually to below 100 F, but spiked to 101 F with a 
positive blood culture on the fifth day of treatment, \yhen fever 
persisted after 10 days of treatment, despite a negative blood 
culture on that day, chloramphenicol therapy was substituted. 
The temperature fell to normal, and blood cultures were nega¬ 
tive. After four weeks of treatment, the patient became psychotic 
and had to be transferred to a city hospital, where chlor¬ 
amphenicol therapy was continued for four more weeks. How¬ 
ever, shortly after the therapy was discontinued, fever and 
positive blood cultures recurred. The patient was well and blood 
cultures were sterile during eight subsequent weeks of ter- 
ramycin therapy, 12 to 15 gm. daily by mouth, but there was a 
relapse as soon as the drug was discontinued. Finally, relatively 
small average doses of aureomycin, terramycin, chloramphenicol, 
gantrisin® (3,4-dimethyl-5-sulfanilamido-isoxazole), streptomy¬ 
cin, and penicillin were given simultaneously for six weeks. The 
patient has remained well one year since this treatment ended. 

Case 10.—A man aged 37 had had anemia for several months, 
anorexia and weight loss, night sweats, dyspnea, weakness, and 
a fever of around 101 F. There were signs of aortic and mitral 
insufficiency and stenosis, white-centered petechiae, Osier nodes, 
splenomegaly, anemia, and microscopic hematuria. Numerous 
blood cultures, including arterial, and bone marrow cultures 
were negative. Aureomycin, 3 to 4 gm. daily, was administered 
for seven and one-half weeks with recovery. The patient has 
remained well for 16 months. 



Fig. 3 (case 6).—Streptococcus fecalis endocarditis. Persistent fever and - 
positive blood cultures with aureomycin. Cured by 24 million units daily 
of procaine penicillin intramuscularly administered for five weeks. 


COMMENT 


Results.—Among the-eight patients with positive 
blood cultures there were only two recoveries result-^ 
ing from aureomycin therapy. In addition, two o^tl^ 
three patients with negative blood cultures recov^ -s 
a result of aureomycin therapy, making a tpt^ 
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recoveries resulting from aureomycin therapy among 11 
patients, or 44% (Table). Five of the six patients with 
positive blood cultures who were not cured by aureomy¬ 
cin subsequently recovered, four as a result of penicillin 
therapy and one as a result of a combination of gantrisin® 
and five antibiotics. Thus 7 of the 8 patients with posi¬ 
tive blood cultures and 9 of 11 in the total series re¬ 
covered. Of the four patients in whom recovery could be 
credited to aureomycin, in three penicillin given alone 
or in combination had failed to effect a cure. However, 
in only two of these were the positive blood cultures 
proved to be caused by a nonhemolytic Streptococcus. 
.Conversely, in 5 patients with positive blood cultures, 
penicillin alone or combined with other antibiotics cured 
the patient after aureomycin had failed. 


J.A.M.A., Jan. n, 195 , 

Causative Organisms, Sensitivity, and Blood lereis-. 
The causative organism was an alpha Streptococci 
(viridans) in six patients and Streptococcus fecali' 
in two patients. In all instances the isolated oraanisn 
was relatively sensitive to moderate doses of aureomycin 
the sensitivity ranging usually between 0.2 and 1.0 y pi 
milliliter. The standard test organism Bacillis No. 5 (f 
cereus) is sensitive to 0.2 y per milliliter. Serum aurec 
mycin levels five to six hours after a dose of aureomyci 
usually ranged between 2 and 6 y per milliliter. This’wj 
almost always more than 5 times, and usually more tha 
10 times, the dose which inhibited growth of the causath 
organism in vitro. 

Toxic Effects .—The only important side reactioi 
were moderate to severe gastrointestinal disturbances, e 


Results oj Aureomycin Treatment in Eleven Patients with Subacute Bacterial Endocarditis 


Aureomycin 

Sensitivity Tljenipy 

A A _ 


Ouse 

No. 

' Ago 

Sex 

Rheumatic 
Valve Lesion 

Causative 

Organism 

Aureo¬ 

mycin 

7;mi. 

Penicillin 

Units/ 

JU. 

Daily 

Dose 

Gm. 

Dura¬ 

tion 

Weeks 

Response 

Subsequent Cour.ee 

1 

31 

M 

Jlitrnl and 
aortic 

Streptococcus 

viridans 

1.0 

0.03 

4 

G 

(Occa¬ 

sion¬ 

ally 

less) 

1 % 

4% 

Recovery 

Cerebral embolism; no 
fever; negative blood 
culture 

2 

20 

F 

Jlitral and 
aortic 

Streptococcus 

viridans 

< 0.2 

0.02 

3 

2 

1 

7 

Recovery 


s 

39 

M 

Aortic 

Streptococcus 

viridans 

0.S 

0.03 

2-4 

8 

Controlled but 
relapsed 

Recovery with penicillin 

4 

15 

M 

Mitral and 
aortic 

Streptococcus ■ 
viridans 

0.4 

0.04 

4 

G 

Controlled but 
relapsed 

Recovery with penicillin 
2,400,000 units—5 weeks 

5 

40 

JI 

Mitral 

Streptococcus 

viridans 

0,0 

0.03-0.05 

4 

3 

Temporary 

apyrexia 

Recovery with penicillin 
2,400,000 units —0 weeks 

G 

59 

M 

Mitral and 
aortic 

Enterococcus 
(Str. fecalis) 

0.0 

1.0 

6 

IVi 

Failed 

Recovery with penicillin 
24 million units—5 wecl 

7 

28 

F 

Mitral 

Enterococcus 
CStr. fecalis) 

0.4-2.0 

2.0-4.0 

0 

m 

Failed 

Recovery with combined 
antibiotics 

8 

03 

M 

Mitral and 
aortic 

Streptococcus 

viridans 

0.2-0.4 

0.05-0.3 

2-4 ■ 

8 

Controlled but 
relapsed 

Death from heart fnlluie 
postmortem healing nr 
active bacterial endo- 
carditis; bacteria 
present 

9 

41 

M 

Mitral 

Not recovered 


• ••« 

4 

6 

Recovery 


10 

37 

JI , 

Mitral and 
aortic 

Not recovered 

... 

.... 

3-4 

7% 

Recovery 


11 

49 

M 

Mitral and 
aortic 

Not recovered 

• «» 

.... 

2-0 

(Multiple 

courses) 

4-0 

Controlled on 
aureomycin; 
relapse when 
discontinued 

Died, heart failure alter 
7 mo. 


Of the six patients with positive blood cultures who 
were not cured by aureomycin, three had a satisfactory 
clinical and bacteriologic response during aureomycin 
therapy and the course of treatment was continued for a 
full five to eight weeks'. Relapse, characterized by fever 
and a positive blood culture, occurred usually within 
three to seven days. 

In the other three patients aureomycin therapy was in¬ 
terrupted after 10 to 21 days because of an unsatisfactory 
response.. In one of these, blood cultures became nega¬ 
tive but the temperature did not quite fall to normal and 
then mounted gradually. Because the patient was com¬ 
plaining of intense nausea, vomiting, and diarrhea, and 
because of the imperfect response, penicillin was substi- 
•tuted, with prompt clinical improvement and eventual 
recovery. In the other two patients, both with Strepto¬ 
coccus fecalis endocarditis, aureomycin failed either to 
sterilize the blood or to dissipate the fever, and other 
antibiotics were substituted after 10 and 11 days re¬ 
spectively. These two patients also recqvered. 


pecially anorexia, nausea, and vomiting, and frequeni 
diarrhea. These disturbances occurred to some exte 
after the first few days in every one of the 11 patients 
whom 4 gm. or more of the drug was given daily. A 
cordingly, in only one patient could a daily oral dose 
6 gm. be maintained for more than four weeks. This p 
tient recovered with aureomycin alone. In four patients 
prescribed dose of 4 gm. daily had to be reduced inte 
mittently or continuously to 3 gm. or 2 gm. daily Lj 
mouth, or intravenous therapy was substituted because of 
the gastrointestinal symptoms. In two of these cases low 
blood levels of aureomycin suggested either that the pa¬ 
tients had not actually swallowed the prescribed dose in 
dread of intense nausea, or they had not absorbed the 
drug because of vomiting and diarrhea. 

Fatal Cases.—Two of the II patients treated with 
aureomycin died. One of these (Case 8) had received 
1,200,000 to 8,800,000 units of penicillin with aluminum 
monostearate daily for three weeks, followed without in¬ 
terruption by four weeks of treatment with aqueous pro- 
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caine penicillin, 2,400,000 ugits'aait^pucihi^tKis.peribd, 
■ blood cultures were, negaW an^diP^ temperatures 
- normal or almost normalrj^verthelessr'fh'e ptitigpt^tif- 
' fercd a relapse within a mphili and again' Strep'tococcus 
viridans was isolated, which waSsens'itlve tb'aureomycin 
(0.4 y per milliliter) as well as to penicillin (0.05 unit per 
milliliter). Four grams daily of aureomycin was given 
for two weeks, then 2 gm. daily for nine days, and then 
3 gm. daily for five weeks. During aureomycin therapy 
blood cultures were negative and the patient was afebrile 
and asymptomatic except for mild congestive heart fail¬ 
ure. There was a prompt relapse with discontinuation of 
the aureomycin therapy. Retreatment with 4,800,000 
units daily of penicillin in combination with 4 gm. daily of 
aureomycin for two weeks, followed by 9,600,000 units 
of penicillin daily for four weeks again controlled the in¬ 
fection. However, the patient was soon readmitted for ad¬ 
vanced congestive heart failure with auricular fibrillation 
and died within two days. 

Postmortem examination revealed evidence not only 
of congestive heart failure but also of persistent active 
bacterial infection of the valvular endocardium and of the 
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Cases with Cure .—The four cases in which aureo¬ 
mycin effected a cure were analyzed to determine what 
features could account for the successful outcome. 

In Case 1, the patient was relatively young, aged 31. 
The onset of illness was six weeks prior to treatment, but 
aureomycin therapy had been given intermittently during 
this period. There was no evidence of heart failure, renal 
insufficiency, or embolic phenomena. The hemoglobin 
level was still well maintained. The causative organism 
was a Streptococcus viridans, inhibited in vitro by 1 y per 
milliliter of’aureomycin. Aureomycin therapy was con¬ 
tinued for six weeks and the dosage maintained at 6 gm. 
daily for at least four weeks of this period and at 4 to 
5 gm. daily for the other two weeks. High blood levels 
were attained, ranging frequently between 6 and 16 y 
per milliliter five and three-quarter hours after the last 
dose. The favorable outcome may be attributed to the 
youth of the patient, the early initiation of treatment at 
a time when there were minimal clinical symptoms and 
signs, a dosage that was the highest in this series, and 
the relatively high blood concentrations of the drug. Fail¬ 
ure occurred with causative organisms which were more 


myocardium. Theoretically, adequate doses had been ad¬ 
ministered to control the infection, except that the doses 
of penicillin were not too generous at the beginning of 
treatment. Failure may be attributed to delay in diag¬ 
nosis and treatment before the patient’s first admission to 
the hospital. At least three months had elapsed before 
treatment was begun, and by this time both renal in¬ 
sufficiency and congestive heart failure were present. The 
deep-seated burrowing, destructive valvular lesion which 
had developed, protected by layers of fibrin and fibrinoid 
degenerated valve substance, was probably never ac¬ 
cessible to adequate penetration by the antibiotics. 

In the second fatal case (Case 11) the diagnosis of 
subacute bacterial endocarditis seemed highly probable 
on clinical grounds but was never definitely established 
by blood culture or postmortem examination. When 
1,200,000 units daily of procaine penicillin had failed to 
control the infection, the patient was given 3 gm. of 
aureomycin daily with prompt restoration of normal 
temperature. Thereafter he was maintained on 2 to 3 gm. 
of aureomycin daily for eight weeks. But fever recurred 


sensitive to aureomycin,than was the causative organism 
in this case. 

A second recovery following aureomycin therapy 
(Case 2) also concerned a young patient, aged 26, v/ho 
was free of heart failure or renal insufficiency. Aureo¬ 
mycin treatment was begun relatively early, within two 
to three weeks after a relapse following a five-week course 
of combined penicillin and streptomycin. The causative 
organism, a Streptococcus viridans inhibited by less than 
0.1 y of aureomycin, was the most sensitive isolated in 
this series. The dose of aureomycin was 3 gm. for a few 
days and then 2 gm. daily for a continuous period of four 
months. Thus of the two cured patients among the eight 
with positive blood cultures one patient had taken the 
highest daily dose for six weeks and the other had taken 
the drug for the longest uninterrupted period of time. 
Considering the extreme sensitivity of the causative or¬ 
ganism in the latter case, the doses of drug taken yielded 
relatively high blood levels of 4 to 8 y per milliliter, 
which was 20 to 40 times greater than the inhibiting 
concentration in vitro. 


on the third day after aureomycin was discontinued. At 
least four subsequent courses of aureomycin were given, 
each resulting in control of the infection during treat¬ 
ment, with early relapse after the drug was discontinued. 
After five months of treatment in the hospital, aureomy¬ 
cin therapy was continued for two and a half additional 
months after he returned home, during which time he felt 
well. He then interrupted treatment and two months later 
he was rehospitalized because of fever, pulmonary in¬ 
farction (or pneumonia), and advanced congestive heart 
failure. The temperature fell to normal after three days of 
penicillin and aureomycin therapy and the heart failure 
appeared to be greatly improved, when death occurred 
suddenly and unexpectedly. A clinical diagnosis of mas¬ 
sive pulmonary embolism was made, but postmortem 
examination was not permitted. Apparently, even pro¬ 
longed control of the infection by aureomycin for five 


It is harder to analyze the two cases with recovery 
in which the causative organism was not isolated. How¬ 
ever, it may be pertinent that both patients were free from 
heart failure, renal insufficiency, or gross emboli at the . 
time treatment was begun. 

Mechanism of Action of Aureomycin .—The rarity of 
spontaneous recovery, and the need for larger doses and i 
more prolonged administration of penicillin in subacute \ 
bacterial endocarditis than in most other infections, sug¬ 
gested that the natural body defenses against bacterial 
endocarditis were poor and that cure of the disease de¬ 
pended almost entirely on the use of an exogenous 
bactericidal agent.* However, aureomycin, like the sul¬ 
fonamides and unlike penicillin, exerts primarily a bac¬ 
teriostatic and not a bactericidal effect. While multiplica¬ 
tion of the nonhemolytic streptococci may be prevented 


longed control of the infection by aureomycin for five by moderate doses of aureomycin, viable organisms per-/ 
months or longer did not serve completely te^a®^ * resume their growth and multiplication as s^ n 

the infection, which became reactivated each tin^me 

aureomycin was discontinued. ’ . ft B. H.: Speculations on the Mechanism of Cure/'^ 

^ ’ 144 : 524 fOcL 14i lOsn X 


144; 524 (Oct. 14) 1950. 
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as they are removed to fresh media without aureomycin. 
Accordingly, in the cases here reported, aureomycin often 
succeeded in the prompt elimination of fever and sterili¬ 
zation of the blood stream. Nevertheless, despite the 
absence of fever and despite negative blood cultures for 
as long as eight weeks, persistence of clinical improve¬ 
ment and recovery were observed only in a minority of 
cases. In one case clinical and bacteriologic relapse oc¬ 
curred each time aureomycin was withheld even after five 
courses of the drug for periods of three to five weeks each. 
These observations suggest that the causative micro¬ 
organisms were merely inhibited and not destroyed dur¬ 
ing the period of therapy and that even prolonged bac- 
teriostasis does not permit the body to effect a cure. 

Failure of aureomycin could not be explained by in 
vitro resistance of the causative organism to the anti¬ 
biotic. In six of the eight cases in which sensitivity was 
determined, the causative micro-organism was inhibited 
by less than 1 y per milliliter of aureomycin. In the other 
two cases occasional determinations showed sensitivities 
as high as 2y and 10 y per milliliter, respectively. On the 
usual dose of 1 gm. of aureomycin every six hours, blood 
concentrations of 2 to 5 y per liter were present five to six 
hours after a given dose. While m almost all cases these 
concentrations exceeded the in vitro sensitivities of the 
causative organisrhs, they did not regularly reach levels 
5 to 10 times the in vitro sensitivity, as is generally de¬ 
sirable in treating such patients with penicillin. Possibly 
these higher levels represent concentrations of penicillin 
which are bactericidal while the in vitro sensitivities 
which we reported indicate the bacteriostatic concentra¬ 
tion, i. e., the concentration which inhibits growth and 
V multiplication. However, in one infection (Case 6), due 
o Streptococcus fecalis sensitive to 0.6 y of aureomycin 
“ milliliter, 6 gm. daily of the drug was ineffective, al¬ 
though blood aureomycin concentrations were attained 
which were at least nine times the sensitivity of the causa¬ 
tive organism. More valuable information for treatment 
of subacute bacterial endocarditis might be available if 
the in vitro bactericidal concentration of antibiotics for 
the causative micro-organism was determined instead of 
the bacteriostatic (inhibition) concentration. 

The mechanism of cure in subacute bacterial endo¬ 
carditis is particularly obscure in one patient with endo¬ 
carditis due to the Streptococcus fecalis (Case 7). She 
failed to respond to large doses of penicillin and to aureo¬ 
mycin and relapsed promptly after clinical and bacteri¬ 
ologic arrest during chloramphenicol therapy. Although 

' 5. Spicer, S.: Bacteriologic Studies of the Newer Antibiotics: Effect 
of Combined Drugs on Microorganisms, J. Lab. & Clin. Med. 36:183, 
1950. 

6. Chandler, C. A.; Schoenbach, E. B., and Bryer, M. S.: Observations 
on Staphylococcal Infections Treated with Aureomycin, Pediatrics 4:149, 
1949, Rice, W. G., and Lonergan, A. M.: Penicillin-Resistant Staphylo¬ 
cocci, Am. J. Clin. Path. 10: 1083, 1949. Rountree, P. M., and Thomson, 

, E. F.; Incidence of Penicillin-Resistant and Streptomycin-Resistant Staphyl¬ 
ococci in a Hospital, Lancet 2:501, 1949. Spink, W. W.: Clinical and 
Biologic Significance of Penicillin-Resistant Staphylococci, Including Ob¬ 
servations with Streptomycin, Aureomycin, Chloramphenicol and Terra- 
mycin, J. Lab. & Clin. Med. S7:218, 1951. 
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the causative organism was especially sensitive to te- 
ramycin, huge doses (12 to 15,gm. daily) of this dn;'' 
were given for eight weeks, during which time fever 
absent and blood cultures were negative. Yet there 
a prompt relapse after the antibiotic was discontinued 
These observations indicate that chloramphenicol and 
terramycin, like aureomycin, are usually bacteriostatic 
and not bactericidal in the treatment of nonhemolytic 
streptococcal endocarditis. Furthermore, the experience 
with unusually large doses of terramycin suggests that the 
drug is bacteriostatic even in these high doses and that 
a bacteriostatic drug may be ineffective in the treatmeni 
of subacute bacterial endocarditis even when adminis 
tered for a long time. Finally, this patient was cured bi 
moderate doses of six antibiotics in combination, naniei 
aureomycin, terramycin, chloramphenicol, penicillin 
streptomycin, and gantrisin,® none of which were efiec 
five when given alone in much larger dosage. While thi 
type of shotgun therapy is not recommended as a frequen 
procedure, its use as a measure of desperation and it 
successful result are worthy of note. 

CONCLUSIONS 

Aureomycin, administered orally in doses of 3 to 6 gm, 
daily, was much less effective than intramuscularly ad¬ 
ministered penicillin in the treatment of subacute bac¬ 
terial endocarditis due to nonhemolytic streptococci. 
Penicillin administered intramuscularly or intravenously 
remains the drug of choice in the treatment of this dis¬ 
ease. The desire for an equally effective or superior oral 
medicament for this purpose remains unfulfilled. 

On the other hand, the recovery of two patients with 
aureomycin therapy alone after penicillin had failed sig¬ 
nifies that aureomycin may serve as a useful therapeutic 
supplement. In vitro studies suggest that aureomycin 
may also.be useful when combined with penicillin in the 
treatment of some cases of subacute bacterial endocar¬ 
ditis. When the causative organism in cases of subacute 
bacterial endocarditis is resistant to penicillin or to aureo¬ 
mycin alone, its sensitivity to this and other combinations 
should be determined in vitro, and that combination em¬ 
ployed which is most likely to effect a cure. 

Aureomycin should also be considered for use in cases 
of bacterial endocarditis caused by other penicillin-resist- 
ant micro-organisms than- nonhemolytic streptococci. 
The increasing number of strains of staphylococci which 
have been found resistant to penicillin,® but usually sensi¬ 
tive to aureomycin, indicates that aureomycin is a potent 
drug in the treatment of staphylococcic endocarditis ’ as 
well as other staphylococcic infections. Aureomycin may 
also be indicated as the primary choice in the treatment 
of those occasional cases of bacterial endocarditis caused 
by gram-negative bacilli. Cases of Escherichia coli endo¬ 
carditis have invariably ended fatally.® Aureomycin is 
effective in the treatment of many strains of Esch. coli 
and should be given a therapeutic trial in future cases of 
endocarditis due to this organism. Aureomycin may 
prove to be preferable to streptomycin in the treatment 
of endocarditis due to Hemophilus parainfluenza: or 
H. influenzte. The combination of aureomycin with di¬ 
hydrostreptomycin which has been found to be effective 
in the treatment of brucellosis ® might be utilized in the 
occasional case of Brucella endocarditis. 
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SUMMARY 

1, ’Aureomycin was administered orally to 11 patients 
with subacute bacterial endocarditis due in 8 to non¬ 
hemolytic streptococci. Four to 6 gm. was given daily in 
intermittent doses for five to eight weeks. 

2, The organism isolated from the blood stream was 
the alpha Streptococcus (viridans) in six patients and 
the Streptococcus fecalis (Enterococcus) in two patients. 
Blood cultures were negative in three patients. 

3. Aureomycin effected a cure in two of the eight pa¬ 
tients with positive blood cultures. In one of these a re¬ 
lapse had previously followed an adequate course 
of combined penicillin and streptomycin. Five of the six 
patients who had not recovered with aureomycin were 
subsequently cured by penicillin or by a combination of 
antibiotics. In addition, aureomycin effected a cure in 
■two of the three patients with negative blood cultures. 

4. Gastrointestinal symptoms, the sole toxic manifes¬ 
tation, occurred, usually after prolonged therapy. 
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5. As a rule aureomycin therapy was followed by 
prompt clinical improvement, restoration of normal tem¬ 
perature, and negative blood cultures. But within three 
to seven days after stoppage of the drug, fever and posi¬ 
tive blood cultures recurred. These observations sup¬ 
ported bacteriological studies which indicated that the ac¬ 
tion of aureomycin in the doses given is bacteriostatic 
and not bactericidal. 

6. Aureomycin should be regarded only as an adjunct 
to penicillin in the treatment of bacterial endocarditis. 
It is indicated (a) in the treatment of nonhemolytic 
streptoccal endocarditis which has failed to respond to 
penicillin; (b) in other forms of endocarditis due to 
penicillin-resistant organisms, notably penicillin-resistant 
staphylococci; (c) in endocarditis due to gram-negative 
bacilli sensitive to this drug; and (d) in combination with 
other antibiotics when the causative organism is most 
sensitive to such combinations in vitro. 

1088 Park Ave. 
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There has been through the past ages a slow but pro¬ 
gressive evolution in the development of medical intel¬ 
ligence. During the period which followed the appearance 
of man on the earth, paleopathologists have revealed that 
prehistoric man showed definite evidences of disease, 
lesions which conformed to diseases of the present day, 
such as pyorrhea alveolaris, arthritis, periostitis, and 
necrosis. Garrison mentions a probable actinomycosis in 
a Miocene horse and a hemangioma in the bones of a 
Mesozoic dinosaur. Research has furnished ample proof 
that these lesions existed in the Tertiary and Quaternary 
ages, and that prehistoric man was afflicted with patho¬ 
genic conditions throughout a period of hundreds of 
thousands of years. Primitive man viewed illness and 
recovery as a contest between two opponents wielding 
sorcery; the weapons were mythical or magical, and he 
believed that magic must be met by magic and that the 
origin of disease was demonistic. Naturally there arose 
certain persons in each tribe, who, through claims of 
secret powePand mythical art and close communion with 
the spirit world, proclaimed themselves capable of fend¬ 
ing off demons and appeasing the wrath of an offended 
and angry deity. Many methods, such as religious observ¬ 
ances (sacrifices, prayer, fumigation, purification, fast¬ 
ing) , as well as the procedure of magic were used to this 
end. The prevention of disease was conceived, the amulet 
being the oldest form of prophylaxis known. Even to our 
times the wearing of bags of asofoetida about the neck to 
protect against disease has survived from the primitive 
custom of wearing on the body portions of animals and 
rare, polished, or odoriferous objects. At that time the 
diagnosis and prognosis of disease was derived only from 
visions and supernatural manifestations. However, in 
spite of the activities of these witch doctors, empirical 
methods were not lost sight of and numerous purgatives. 


stomachics, emetics, vermifuges, aphrodisiacs, narcotics, 
vesicants, and crude surgical practices (cupping, blood¬ 
letting, scarification, and trephining) were used. 

The Sumerians, about 3000 or 4000 B.C., through . 
their higher attainments in the arts of civilization, es¬ 
pecially astronomy, religion, and the natural sciences, 
gave to the Babylonians and the Assyrians, the Semetic 
conquerors of Mesopotamia, the elements of morals, 
learning, and the arts. They believed that the dependence 
of man on the other world was not only general, but that 
man, to the smallest details, was a copy of the universe, 
and his bodily condition and fate were ultimately depend¬ 
ent on the heavenly bodies and were to be foretold from 
them. This system survived almost to modem times; the 
family almanac bears mute witness to the prevalence 
today of such erroneous ideas. Through the influence of 
an educated priesthood, Babylonian-Assyrian medicine 
was systematized away from the point of view of a 
demonistic religion colored by astrology. Egyptian medi¬ 
cine, which dates from 3000 to 2000 B.C., was charac¬ 
terized by a more active realism allied to a mysticism 
which leaned strongly toward the material, in that it was 
abundantly empirical in spite of its mysticism, and its 
physicians acquired high reputations. Homer (in Pope’s 
translation of the “Odyssey,” Book iv, lines 320-325) 
praises the high position of medicine in Egypt, saying of 
the country: 

.where prolific 

Nile with various simples clothes the fatten’d soil 


From Paeon sprung, their patron-god imparts 
To all the Pharian race his healing arts 


Read before the Section on Diseases of the Chest at the One 
dredth Annual Session of the American Medical Association, Atlanti' 
June 13, 1951. 
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and Herodotus indicates their tendency toward special¬ 
ization when he writes “one treats only the diseases of 
the eye, another those of the head, the teeth, the abdomen 
or the interna] organs.” It seems certain that Egypt exer¬ 
cised a powerful influence on the beginning of medicine 
in Judah and Greece, and through these countries on the 
future development of the art. 

Greek medicine, although thousands of years younger 
than Oriental lore, links the remains of Oriental literature 
to the writings of Hippocrates, which were for a long 
time held to be the beginning, whereas they were really 
the completion, of Greek medical science, which con¬ 
tained the seed of all future medical development. Greek 
medicine was exhibited in its pure form from about 500 
B.C., until the rise of the Roman Empire. The roots of 
the Greek system of medicine were obtained from va¬ 
rious sources: From the conquered Minoans it is prob¬ 
able they derived certain ideas on sanitation, as well as 
the principles of the cult of the serpent associated with 
.(Esculapius; from Mesopotamia came some of their more 
superstitious beliefs and a great treasury of astrological 
observation and anatomical knowledge, derived from the 
entrails of animals used in divination; from Egypt came 
many drugs, certain forms of surgical instruments, and a 
basis of medical ethics. Here the healing art rose above 
the level of formal dogma and mere empiricism, with¬ 
drew from the temple cult, and attempted to rear a syn¬ 
thetic organism of medical science, using deduction as 
the one sovereign method. 

The march of medical science moving by fits and 
starts, finally reached its conclusion in the work of Galen, 
who attempted to transform Hippocratic art into a sys¬ 
tematized science. And for many centuries medicine 
made no further progress, having seemed to have reached 
its supreme culmination in the work of the great physi¬ 
cian of Pergamum, and the following 1,300 years were 
dominated with his ideas until they were destroyed by the 
researches of Harvey in the 17th century. After this pe¬ 
riod a group of surgeons, Roger Frugardi of Salerno, 
Jean Pitard, William of Saliceto, Lanfranc of Milan, 
Henry of Hermodeville, and Guy de Chuliac, thrust aside 
the rationalistic attitude of scientific inquiry and made 
therapy their aim. Although they were bitterly opposed 
by the physicians, the surgeons constantly increased in 
power, and with the appearance of Ambroise Pare and 
Pierre Franco in the 16th century, the therapeutic and 
empirical position shook the foundations of dogmatic in¬ 
ternal medicine. Galen’s ideas became more and more 
discredited, and it remained for Paracelsus to dismiss the 
elaborate Galenic pathology of centuries, and to hark 
back to the Hippocratic principles and stress work on 
and for results. During the 17th century the great meta¬ 
physical revival of that day tended, again, to a reversion 
to the former hazy general pathology. But Sydenham 
came to the rescue of the Hippocratic principles and 
again turned his attention to the sick man; he regarded 
his individual symptoms not as distinct entitles and in¬ 
sisted on observing his reactions as a whole. Chesterfield 
in his “Letters to His Son,” Oct. 4, 1776, emphasized 
the changing pattern of thought among physicians during 
the 18th century when he wrote: 


J.A.M.A., Jan. 12 , 195 , 

Do not imagine that the knowledge, which I so much rcc^- 
mend to you is confined to books, pleasing, useful as that 
edge is. But I comprehend in it the great knowledge of the wo-n 
still more necessary than that of books. In truth, they assist 0 - 
another reciprocally; and no man will have either perfectly vf 
has not both. The knowledge of the world is only to be acquir* 
in the world, and not in a closet. Books alone will never tea- 
it to you; but they will suggest many things to your observafo 
which might otherwise escape you; and your own observatio; 
upon mankind, when compared with those which you vi 
find in books, will help you to fix the true point. 

Very little was actively done to combat disease Use! 
great attention being paid to careful observation of 1 ! 
patient. The need for therapy seemed imperative, ai 
this created attempts like Hahnemann’s homeopathy 
fill this need. 

• The great French school of Andral, Louis, and Lae 
nec brought a shift from prognosis and therapy to dia 
nosis, and this characteristic prevailed throughout t 
19th century. The work of R. T. H. Laennec heraldec 
new epoch of scientific medicine. His-invention a 
adaptation of the stethoscope was even more import; 
than the introduction of percussion, previously advocat 
by Leonard Auenbrugger. Allied with this urge tow; 
anatomic diagnosis, there came down through the 1! 
century a closer study of physiology and pathology, lei 
ing the Sydenhamian principles of purely symptoma 
diagnosis not forgotten but somewhat in the backgroui 
But during this period great strides in medical knowlec 
were made. Metaphysical and transcendental tendenc 
were overcome largely through the doctrines of 
philosopher F. W. von Schelling arid the study of nat 
and all forms of animal life, seeking a solution for co 
plex biological problems and discarding reliance on 
philosophical hypothesis of the past. The progress 
chemistry also stimulated the quest for truth. Schlei; 
and Schwann’s discovery of the cellular nature of liv 
tissues, Robert Brown’s discovery of the ceil nucleus,; 
Virchow’s teaching of cellular pathology established 
cornerstone for modern biology. The work of Paste 
Koch, Darwin, Bichat, Magendie, Claud Bernard, K 
Ludwig, William Beaumont,- Helmholtz, and the c 
icians Laennec, Richard Bright, Thomas Addison, Jc 
Skoda, Johann Lucas Schonlein, the surgeons Dup 
tren, Lister, Crawford Long, and many other nota 
physicians added to the medical luster of the 19th c 
tury. 

Medicine, as we know it today, has evolved throug 
tediously slow, cumulative process, impeded in its p 
gress by an alternation of facts and knowledge, wli 
have been lost and regained, again, after lapses of c 
turies. To illustrate the fact that most all things new h 
been forgotten, a notable example is that Fracatari 
suggested in the 16th century that tuberculosis was c 
tagious. A study of the evolution of medical theo 
throughout the distant and not too distant past, view 
the road ahead of us with knowledge and appraisal of 
road behind us, should bear fruit and accelerate 
advancement of medical knowledge. With the open 
of the present century we find progress in medical scie 
strongly aligned with a great spirit for research. The 
velopment of physics, chemistry, and the biolog 
sciences stimulated investigators to hitherto unknc 


Vol. 148, No. 2 


EVOLUTION OF MEDICINE—GREER 


105 


heights of progress. Notably in this connection I must 
mention the value to the 20th century investigations of 
Emil Fischer’s work on proteins, Kossel’s and Miescher- 
Rueseh’s on nucleins, the discovery of electrons by Sir 
J. J. Thomson, Crookes’ description of the cathode rays, 
and the discovery of the roentgen ray by Roentgen in the 
closing years of the 19th century. Becquerel’s discovery 
of the radioactivity of uranium in 1896 led Marie Curie 
to identify a new element, radium. Work in a new field of 
experimental cytology and the genetic study of chromo¬ 
somes followed. Great activity and advanced knowledge 
in physiology became evident (analysis of the physico¬ 
chemical changes in the blood, studies of electrolyte 
balance, Alexis Carrel’s “isolated heart,’’ the reservoir 
function of the spleen, studies of renal function). Within 
the past few decades important work has been done in 
physiology (the hormones, shock and blood transfusion, 
muscle tone, respiration), in bacteriology (the Schick 
test, toxin-antitoxin and toxoid in diphtheria, the work 
of the Dicks in scarlatina, work in botulism, syphilis, and 
typhus fever). Progress in medicine has been rapid, and 
outstanding advancements are liver extract in anemia, 
malarial treatment of general paralysis of the insane, in¬ 
sulin treatment in diabetes, the anaphylactic nature of 
asthma, the use of iodine and thiouracil in goiter, the 
•treatment of tuberculosis with the sulfones and para- 
aminosalicylic acid, tibione, and streptomycin, and the 
discovery of the antibiotics. There have been extensive 
additions to our knowledge of electrocardiography, radi¬ 
ology, and roentgenology. 

An attempt has been made in this paper to bring be¬ 
fore the reader the successive steps of medical thought 
from the hazy horizon of antiquity to the brighter light 
of the present day, more greatly illuminated by the tre¬ 
mendous strides in the science of chemistry and physics. 
There has been a gradual tendency, constantly develop¬ 
ing, during the past two centuries to study the disease 
itself to the exclusion of its host—man. A return to a 
modification of the Hippocratic tendency to view man 
as a whole, as well as his disease, seems timely. Browning 
aptly states my point when he writes: 

1 possess two sorts of knowledge; one—vast, shadowy, 

Hints of the unbounded aim 1 once pursued,— 

The other consists of many secrets, caught 

While bent on nobler prize—perhaps a few 

Prime principles which may conduct too much; 

The last I otfer to my followers here. 

The practice of medicine in the past two decades has 
undergone profound changes. The science and the art of 
medicine are irrevocably entwined in the practice of 
medicine. A successful practitioner must be a medical 
scientist and a worker for the people, knowing the laws 
of nature, possessing calm judgment, capable of realistic 
reasoning, and possessing an abundance of intuition. 
With the introduction of laboratory methods for diag¬ 
nosis, a tendency to rely too greatly on such tests and 
abrogation of bedside and clinical observations resulted. 
This mistake was due to ignorance of the limitations of 
such tests. Today expert physicians tend to scrutinize and 
evaluate information from both the laboratory and bed¬ 
side observation, and certainly this is the best method 
of procedure. 


But what of the physician of tomorrow? Unfortu¬ 
nately for accuracy in the diagnosis and treatment of dis¬ 
ease there is no standard for normality to apply to a 
human being. From a medical standpoint a normal or 
average person is one who has the kind of responsiveness, 
or we might say the biological reactivity, which is ade¬ 
quate to protect him from the normal environmental 
hazards of life. We regret that all persons are not 
“healthy” in this sense. Disease occurs when personal 
deviations are so great that compensatory or adaptive 
processes temporarily or permanently fail to make the 
person adequately responsive. Therefore, we must ap¬ 
preciate that it is the totality of conditions (internal and 
external) and not a single factor (germ or otherwise) 
which is causative. The physician of tomorrow must view 
disease with the telescope as well as with the microscope. 
Biological, sociological, and psychological influences 
must be considered as well as the bacteriological and 
pathological factors. Will the point of view of the future 
physician be solely confined to the pathology of disease? 
Or will he take proper cognizance of the varying influ¬ 
ences of the manifold reactions in the soil on which the 
disease has chosen to encroach? I believe the answer is 
affirmatively in favor of the last question and that the 
physician will temper the use of his array of scientific 
focts with an honest attempt to evaluate their effect on 
man—the Personality. I am not advocating a departure 
from the scientific attitude, ready to discard the great 
achievements of the past. To do so would be to hark 
back to the inconsistencies of the Middle Ages. The phy¬ 
sician of tomorrow will use these facts, through a greater 
experience, with more effectiveness than we do today, 
but he will add a fuller, more comprehensive understand¬ 
ing of the complicated, intricate processes which go to 
make up the personality of man. The complexities and 
the ramifying avenues of a greater civilization may fur¬ 
ther intensify the effects of that civilization on man, new 
problems will arise, new diseases will become evident, 
man himself will doubtless be a more highly developed 
organism; but the essential principle will remain—we 
must view disease not apart from but with man. The 
physician of the future must be versed in the humanities 
as well as the sciences, and his success in the science of 
medicine must go hand in hand with his appreciation of 
its art; he must never forget the assertion of Hippocrates 
that where there is love of man there is also love of the 
art of medicine. 

3717 Main St. 


New Remedies.—For the ethical and proper announcing of ad¬ 
vances in medicine, physicians are honor bound to present their 
findings before scientific and medical forums, to submit their 
manuscripts to appropriate journals and to abide by the judg¬ 
ment of their peers, which is necessarily and rightfully conserva¬ 
tive on the matter of accepting widely-touted discoveries at face 
value on one person’s say-so. No significant contribution can 
be withheld through reactionary opposition. The mission of the 
investigator is to present new facts, open to scientific analysis, 
duplication and verification by others. It has been found tedious 
and unfruitful to have to confirm work performed with secret 
formulas and recipes—even if trademarked. In a scientific paper, 
a fully-revealed factual content is the only basis for its con¬ 
clusions, and it is of critical importance that therapeutic studies 
be adequately controlled.—Editorial, Strip-T ase Thera-^ 

The New England Journal of Medicine, , 1951./ 
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PROTECTION AGAINST X-RAY AND BETA RADIATION 

LEAD GLASS FABRIC 

Vincent W. Archer, M.D., George Cooper Jr., M.D., J. G. Kroll, M.D. 

and 

D. A. Cunningham, M.D., Charlottesville, Va. 


The increased incidence of leukemia in physicians ex¬ 
posed to radiation is a matter of interest and concern to 
all persons dealing with radiation. Two reports in partic¬ 
ular have stimulated this interest. In 1944, March’s ^ 
article in Radiology pointed out this hazard. In 1946, 
Ulrich’s - analysis of the obituary notices in the Journal 
of the American Medical Association for Che 10-year 
period 1935-1944 was published in the New England 
Journal of Medicine. His study showed eight times as 
many deaths from leukemia among those listed as special¬ 
izing in radiology as would be expected on a statistical 
basis. 
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PLIES OF LEAD GLASS FABRIC 

Fig. 1.—Chart showing percentage of transmission of the x-ray beam 
through varying thicknesses of lead glass fabric using several different 
voltages. 

Henshaw •* reported that he had almost uniformly pro¬ 
duced leukemia in mice by exposure to radiation. His 
work, in conjunction with Ulrich’s statistical analysis of 
causes of death of physicians, adds strength to the theory 
that radiation may and probably does produce leukemia 
in some exposed persons. 

From the Department of Roentgenology, University of Virginia Hos¬ 
pital. 
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The question naturally arises as to why leukemia 
does not develop in all persons receiving small aniounls 
of radiation over long periods of time as do the experi¬ 
mental animals. In reply, it might be pointed out that 
only a small percentage of smokers have carcinoma o[ 
the lip or tongue but that a very high percentage of these 
lesions develop in smokers. As pointed out by Evaits 
Graham the same is true of cancer of the lung. Similady, 
cancer of the cervix does not develop in all patients will) 
cervicitis, but an ex*tremely high percentage of patients 
with cervical cancer had pre-existing cervicitis. Many 
workers in the field of cancer believe that certain indi¬ 
viduals have what might be termed a “malignant tend¬ 
ency” and that chronic irritation may touch off a carci¬ 
nomatous change in these susceptible persons. Might nol 
some persons have delicately balanced hemopoietic sys¬ 
tems which long-continued slight radiological insult may 
change into leukemia? Whatever the causative relation 
ship, it seems logical to connect the high incidence 0 
leukemia in persons exposed to radiation with the pro 
duction of leukemia in experimental animals by radiation 

In thinking over this problem we came to the conciu 
sion that exposure of parts of the body not covered b; 
conventional protective devices might be responsible fo 
the abnormal frequency of leukemia in radiologists. Will 
the usual protection the portion of the arm above th 
lead rubber glove is exposed. Neither the shoulders no 
the body above the upper margin of the lead rubber apro 
is shielded. The portion of the leg below the apron i 
unprotected unless a lead-backed chair is used. 

We considered all of the foregoing facts and conclude 
that some garment should be devised to cover the poi 
tions of the body not presently protected. Any materii 
used should be flexible enough to drape over the leg 
shoulders, and arms, resistant to cracking in sharp! 
flexed areas, cleanable, and at least fairly comfortabli 
All types of protective materials were studied in an a 
tempt to find a suitable substance, but none of ther 
seemed to fill all of these requirements. We then cor 
ceived the idea of spun lead glass woven into a fabri 
Ordinary spun glass fabric is widely used, so why m 
lead glass fabric? 

The Owens-Corning Fiberglas research laboratoi 
was visited, and it was learned that lead glass had be( 
spun into thread in 1941 following the suggestion < 
Lewison,® who described it in the Bulletin of the Ame 
icon College of Surgeons. Lewison used the thread as 
radiopaque medium solely for the x-ray identification ' 
sponges in surgical procedures. Under contract with r 
the Fiberglas research laboratory produced a quantity ^ 
this lead glass thread and wove it into a cloth. 

After receiving the cloth our next step was to dete 
mine the percentage of transmission through varyii 
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thicknesses of this material, using several different volt¬ 
ages in the production of the x-ray beam (Fig. 1). For 
comparison with sheet lead, a second series of measure¬ 
ments was made with the same voltages as were employed 
in the lead glass fabric measurements (Fig. 2). Com¬ 
parison of the two sets of measurements shows that one 
thickness of lead glass fabric is equivalent in protection 
to 0.035 mm. of sheet lead. 

Our next problem was to determine how much protec¬ 
tion was needed over various parts of the body. When our 
work was begun, over two years ago, there were no ac¬ 
curate figures available in the literature. At the suggestion 
of Dr. Lauriston Taylor of the National Bureau of 
Standards, Secretary of the International Commission on 
Radiological Protection, measurements were made of the 
amount of radiation received on different sections of the 
body under actual working conditions in our own x-ray 
department. Large intraoral dental film packets were 



Fig. 2.—Chan showing percentage of transmission of the x-ray beams 
through sheet lead using the same voltages as in Fig. 1. 

made up (Fig. 3) and were worn over eight different 
parts of the body (Fig. 4). The location and amount of 
radiation in milliroentgens received during 43 fluoro¬ 
scopic examinations are shown in the left portion of 
Figure 4. The right portion of Figure 4 shows in milli¬ 
roentgens the protection afforded by varying thicknesses 
of lead glass fabric. The density readings of the films were 
made on an Owens-Sweet densitometer, and these in 
turn were double-checked by a thin-walled chamber stray 
radiation meter. The quality or voltage equivalent of 
stray radiation was checked by Carl Braestrup of New 
Vork City and was found, contrary to general belief, to 
be practically the same as the primary radiation received 
by the patient. In our department this is usually 80 kv. 
in fluoroscopic work. 

After these measurements had been obtained and the 
amount of radiation received by the operator on various 
parts of the body had been noted, a gown was constructed 


with multiple layers of lead glass fabric protecting the 
parts receiving the most radiation. The experimental 
gown had the following thicknesses; abdomen, 5 layers, 
chest, 3, lower skirt, 2, shoulders to elbows, 2, lower 
arms, 3, back, open. The weight of this gown was lOVz 


No Lead Glass Fabric 

Two'ply Lead 
Glass Fabric 

One-ply Lead 
Glass Fabric 

_ 

Three-ply Lead 
Glass Fobric 


Fig. 3.—Drawing showing how iniraoral dental film packets of Kodak 
Occlusal Superspeed film were partially covered with varying thicknesses 
of lead glass fabric, with one portion left uncovered. The packets were 
worn during 43 fluoroscopic examinations, 24 of ihe stomach, 15 of the 
colon, and 4 of the esophagus, during a total of 1 hour, 59 minutes, and 
42 seconds of activation of the fluoroscopic tube. 


lb. (4.7 kg.) as compared with 11 lb. (5 kg.) for a con¬ 
ventional lead rubber apron, although all parts of the 
body receiving appreciable amounts of radiation were 
fully protected. It was so flexible, however, that over half 
of the weight was belted in at the waist and much of the 
weight of the upper half was draped over the shoulders. 

When one recalls that the present “tolerance dose” of 
radiation is 300 milliroentgens per week (Fig. 4) it is 
seen that much more protection than is necessary was 



Fie. 4. Drawing showing radiation in milliroentgens received by opera¬ 
tor when no protection was used during 43 fluoroscopic e.xaminafiQns 
(left) - and radiation received through various thicknesses of lead glass 
fabric during 43 fluoroscopic examinations (right). 


incorporated into this experimental gown. However, since 
no one really knows what amount of radiation migh^e 
harmful, it seems wise to give as much prot 
be given without making the gown too heal 
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It should be remembered that the measurements pre¬ 
sented were made under our own working conditions. 
From conversations with many persons concerning the 
amount of protection needed, it is apparent that this 
varies greatly according to varying working conditions. 
The number of examinations done and the actual time 
of activating of the fluoroscopic tube certainly play a 
large part in determining the protection needed. The 
location of walls which will scatter the secondary radia¬ 
tion also plays a not inconsiderable role. By far the 
greatest variable is the size of the image on the fluoro¬ 
scopic screen. Figure 5 shows the tremendous increase 
in radiation received by the operator when a large screen 
image is used. This is a fact not generally realized by 
those untrained in the physics of radiation and presents 
a real hazard to the nonradiologist who has a fluoroscope 
in his office. It is therefore apparent that no general state¬ 
ments can be made as to the need for protection based 
on the number of examinations, since working conditions 
so greatly alter the amount of radiation received. 

The advantages of this garment are as follows: (1) 
complete protection over all exposed portions of the 
body; (2) flexibility, so that the necessary weight is 
evenly distributed over the body; (3) durability, shown 
by flexing tests made at the Institute of Textile Technol¬ 
ogy with 22,000 flexes over a Va in. sq. shaft in one direc¬ 
tion and 22,000 in the opposite direction with no micro¬ 
scopic breakage seen; and (4) cleanability, since the 
garment may be washed with soap and water. 


lead foil for this reason alone. It may be used as a curb-. 
to block off radiation in a superficial therapy room 
a radiographic room where such procedures as ar^ 
ography and cardiac catheterization are being perform^ 
Lead glass fabric is very efficient in protection aaab 
beta radiation of atomic fission products; naturally a- 
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Fig. 6.—Chart showing protection afforded against beta radiation 
radioactive isotope P“ by various thicknesses of lead glass fabric. 
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Fig. 5.—Chari showing tremendous increase in scattered radiation re¬ 
ceived by operator when the shutter aperture is open during fluoroscopy. 


It is obvious that this material may be used as protec¬ 
tion in marking off skin surfaces in superficial x-ray treat¬ 
ment, since it is easily folded into as many thicknesses as 
desired and is as flexible as a towel, so that areas may be 
easily demarcated. It can be cleaned very readily, is 
whitish in color, and aesthetically is much preferable to 


wearable weight of any type of material will afford p 
tection against gamma radiation. The protection of li 
glass fabric against beta radiation of P^- as compa 
with other substances tested is shown in Figure 6. 

SUMMARY 

Lead glass fabric affords excellent protection agai 
x-radiation. It may be used as a durable, flexible, cle 
able garment, or in place of lead foil or lead rubbei 
superficial treatment. It may be used as a protective ( 
tain. Lead glass fabric is very efficient in proteci 
against beta radiation of atomic fission products. 

University P. O. Box 1637. 

Biochemical Tests in Cancer Diagnosis.—Biochemical melt 
have come to occupy an increasingly important place in 
diagnosis of disease, and a number of different biochen 
studies may contribute significantly to establishing the diagi 
of certain types of malignant tumors. In general, these test 
not specifically establish the diagnosis of a malignant tumc 
a biopsy does. Rather, they contribute information which, v 
integrated with the clinical findings, may help to point the 
to the correct diagnosis. There is one exception to this, in 
a markedly increased concentration of the enzyme acid p 
phatase in serum will establish the diagnosis of carcinom 
the prostate gland with a degree of accuracy approaching 
of microscopic examination of biopsy material. Unfortuna 
this is probably the only biochemical test that can be use 
establish the diagnosis of a malignant tumor in man. There 
however, a number of other biochemical tests which may 
the clinician to'a considerable degree in diagnosing certain t 
of cancer, provided they are interpreted intelligently and 
grated with the entire clinical picture.—Ralph Jones Jr., 
Biochemical Methods in the Diagnosis of Malignancy, The k 
cal Clinics of North America, November, 1951. 
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Development of the technique for liver aspiration 
biopsy appears to have created the impression in some 
quarters that this procedure may supplant liver func¬ 
tion tests. We wish to point out that both aspiration 
biopsy and function tests have a definite field of useful¬ 
ness and that they are neither competitive nor mutually 
exclusive. 

Several investigators have attempted to correlate the 
results of liver function tests with observed structural 
changes in various disorders of the liver.^ Their observa¬ 
tions have not led to uniform conclusions. If they have 
served to establish any correlation, it is merely a rough 
parallelism between the severity or degree of diffuse 
parenchymal cell damage on the one hand, and impair¬ 
ment of hepatocellular function on the other. Such results 
are not surprising. Earlier efforts failed to correlate struc¬ 
ture and function in diseases of the kidney. Even more 
difficulty would be expected in an organ possessed, as is 
the liver, of such diverse and complex functions. 

Liver function tests are primarily designed to evaluate 
the functional integrity of the liver. They may indicate 
hepatic disease by revealing impairment in hepatic func¬ 
tion, but they provide no information regarding the pre¬ 
cise nature of the causative lesion. Their usefulness in 
evaluation of liver disease and interpretation of clinical 
problems involving the liver has been repeatedly demon¬ 
strated. It should be stressed, however, that they serve 
best as diagnostic tools when correlated with clinical and 
other laboratory findings. It may be objected that not all 
the tests referred to as liver function tests measure a 
known specific function of the liver. A positive thymol 
turbidity test, for example, appears to result basically 
from certain alterations in serum proteins and lipids 
that may be brought about by disturbances other than in 
liver function. Nevertheless, this test and the other serum 
flocculation tests to which the same objection might be 
raised have been positive so frequently in disorders with 
hepatic involvement that they have come to be looked 
upon as indicators of liver derangement. 

Liver biopsy is primarily concerned with structure. It 
is intended to show the extent and degree to which the 
hepatic architecture has been altered and to identify, if 
possible, the pathologic process that may be present. It 
yields no information regarding the functional integrity 
of the liver. Our experience in a series of 45 consecutive 
cases in which biopsy was performed because of clinical 
suspicion of some type of liver disease is illustrative of 
the contribution this method of study may make to the 
accurate appraisal of liver disease. These cases are ex¬ 
clusive of other groups of specially selected cases in 
which aspiration biopsy was done as part of a systematic 
study of certain diseases. In each of the cases comprising 
the group under consideration, com ' O'", ’-as made 
between the clinical diagnosis prior d the 

histopathologic diagnosis arrived at af bi¬ 


opsy specimen. The prebiopsy impression in each instance 
was that formed by the clinician on the basis of history, 
physical findings, and general laboratory and roentgen¬ 
ologic examinations and was without benefit of detailed 
liver function studies. In 12 of these 45 cases (26.6%) 
the diagnosis established by biopsy proved to be sig¬ 
nificantly different from that arrived at clinically (Table 
!)• 

When hepatic cell structure is altered by a pathologic 
process, function may be expected to suffer to a greater 
or lesser degree. Conversely, when functional derange¬ 
ment is demonstrated, some degree of structural ab¬ 
normality may be suspected. Such correlative association 


Tahle ].— Comparison oj Prebiopsy and Post biopsy Diagnoses 
in Twelve Cases of Clinically Suspected Liver Disease 


Prebiopsy Cllnlcnl UlnKnosls 

1. Cirrhosis, alcoholic 

2. Cirrhosis, rmlriUonnl 
.2. Cirrhosis 

4. Cirrhosis, obstnietlvo biliary 
a. Metastatic carcinoma 
« Metastatic carcinoma 

7. .Metastatic carclnoiim 

8. Fatty liver 


9. Hemochromatosis 


10. Hepulltls associated with I.ls- 
tcrlu inonocy tOKcncs septicemia 

11. Hepatic syphilis 

12. Pulmonary tubcrciilo.sls with 
hcpatoiiicnaly (tuberculous 
hcpatltlsY) 


HlstopatholOKlc Dlnsnosls 
Normal liver except for pos.slbly 
sIlKht Increase In portal fibrous 
tissue 

Normal liver 
Carcinoma (hepatoma!) 
Carcinoma (cholanBlomaf) 
Normal liver 
Katcohlosls 

Periportal fibrosis with Inllamma. 

tory coll Infiltration 
Normal liver except for nuclear 
vacuolatlon of tiucstlonablo slg. 
niflcance 

SllBht Increase In portal fibrous 
tissue with some Inllammutory 
cell Infiltration In portal triads 
Carcinoma (hepatoma!) 

Metastatic carcinoma 
Portal llbro.sis 


is not always to be found, however; indeed, there is often 
substantial discrepancy between the two. This is well 
illustrated by a set of observations we have made in a 
group of 40 patients clinically suspected of having some 
disorder of the liver. In every case but two a battery of 
liver function tests was conducted on blood samples 
taken at the time aspiration liver biopsy was performed. 
In one of the two exceptions, a case of metastatic carci¬ 
noma, liver functions were not tested until seven days 
after biopsy; in the second exception the liver showed 
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nothing more than some nuclear vacuolation, and liver 
function tests had been conducted two days before 
biopsy. 

On the basis of the results of the function tests, these' 
cases were divided into three groups: (1) those in which 
all tests were uniformly negative; (2) those with only 
one test (or more than one test of a group measuring 
essentially the same function) positive; and (3) those 
with two or more tests of different functions positive. 
This division was made to avoid dogmatic interpretation 
of a single liver function test and also because it was 
realized that the results of some of these tests may be 
influenced by extrahepatic factors. Similarly, with re¬ 
spect to the histopathologic observations, the cases were 
separated into: (1) those without discernible abnor¬ 
mality; (2) those with minor or poorly defined changes; 
and (3) those with definite and clear-cut alterations. 

As may be seen in Table 2, liver function was un¬ 
questionably disturbed in 73%, while in 65% there were 
clearly defined pathologic alterations in the structure of 
the liver. Although comparisons are drawn between two 
types of study, each singly performed, the close agree- 

Table 2.— Comparative Results of Simultaneously Performed 

Liver Function Tests and Aspiration Biopsy in Forty Cases 
of Clinically Suspected Liver Disease 

No. of Per- 
Cnses centage 


J.Ivor function 

All tests negative. 3 7.5 

3 test jjositivc (or iiiore tiian 1 test in suiiie grouiO. 8 20 

2 or more tests positive (aifteront groui's). 29 72.5 

Liver Biopsy 

Normal. t 10 

Minor liistopatliologie changes. 10 25 

Well-deflnecl histopathologic changes. 20 05 


' ent between liver function and biopsy with respect to 
, centage of cases with abnormal and normal findings 
apparent. What is not apparent, however, is the lack 
f absolute correlation between these measures of struc¬ 
ture and function. Thus, in each of the four cases con¬ 
sidered entirely normal by biopsy there was aberration 
in at least one of the functions measured. Of the 10 cases 
in which there were minor histopathologic alterations, 
the liver was functionally intact in only one; in eight 
cases there was impairment of two different liver func¬ 
tions, and in the remaining case there was derangement 
of one of the functions. Conversely, of the three cases 
with uniformly negative liver function tests, there were 
' minor abnormalities in one and clear-cut and well-de- 
, fined structural abnormalities in the other two. 
i The application of liver function tests and biopsy in 
1 the evaluation of clinical problems and the correlation 
1 of these methods of study with each other, as well as with 
I the clinical features, is illustrated by the following cases. 

I 

REPORT OF CASES 

Case 1.—E. J., a Negro, 15 years of age, was admitted to the 
hospital because of jaundice and recurring episodes of sharp 
\ umbilical pain occasionally associated with nausea and vomit- 
, \ The first such episode had occurred at the age of 13, about 

I 1 years prior to admission. Physical examination disclosed an 

1 \ underdeveloped adolescent who was pale and obviously jaun- 
1 \ enlarged, and a systolic murmur was audi- 

! If 1 ^ precordium. The liver and spleen could not be 
'■ demonstrated anemia, with 2,250,000 

y rocytes per cubic millimeter and 6.8 gm. of hemoglobin 


I.A.M.A., Jan. 12 , jgj 

per 100 cc. of blood. Sickle cells were noted in the blood smci 
along with anisocytosis, poikilocytosis, and polychromatophiil 
There was a pronounced degree of sickling of the red blood cel 
in blood maintained in a reduced oxygen atmosphere. The b 
kocytes ranged in number from 12,800 to 18,100 per cub 
millimeter of blood. Spontaneously voided urine was da 
brown in color, and on shaking, the overlying foam was bi! 
tinted. The results of a battery of liver function tests are civ 
in Table 3. 

The gallbladder could not be visualized roentgenologica 
after oral administration of iodoalphionic acid (priodax®). int 
region of the gallbladder, however, there was a cluster of p 
tially opaque calculi. A smaller group of similar shadows, ini 
preted as calculi, was observed in the neighborhood of the cys 
duct. Liver aspiration biopsy showed the sinusoids to be dila 
and filled with blood. There were collections of bile pigm 
within many of the bile canaliculi and in some of the polygo 
cells as rvell. There was no evidence of inflammatory reacti 
and the parenchymal cells appeared to be intact. The section v 
interpreted as showing congestion and bile stasis. 

This case of establisheci sickle cell anemia in a yoi 
Negro with jaundice and cholelithiasis illustrates h 
the combination of a battery of liver function tests t 
liver biopsy may clarify a clinical problem of jaund: 
Clinically, the discoloration of the urine was itself ( 
dence that regurgitation jaundice was present in addit 
to the hemolytic jaundice. However, it was still unc 
tain whether the regurgitation jaundice was caused 
associated hepatocellular dysfunction, or calculus 
struction, or both. Liver function tests confirmed 
element of regurgitation by demonstrating pronoun 
increase in prompt direct reacting bilirubin, 
hepatogram generally favored extrahepatic obstruct] 
but there was also indication of impaired hepatocelli 
function in the lower rates of ester to total serum c 
lesterol. The latter may be interpreted as largely a ref 
tion of diffuse hepatic impairment secondary to 
anoxia and hemolysis, but it is also possible that s( 
of the diffuse impairment reflected by this test may li 
resulted from extrahepatic obstruction. The sulfobro 
phthalein sodium (bromsulphalein®) retention could 
be properly interpreted, because of hyperbilirubinei 
Liver biopsy showed that the polygonal cells were n 
phologically intact and that the principal structural a] 
ation was bile stasis indicative of extrahepatic obst 
tion. 

When the information obtained from each of tl 
approaches was combined, it was clear that the jaun 
was caused not only by hemolysis, but also by extri 
patic obstruction, probably the result of stone, and 
hepatic dysfunction secondary to one'or both of thesi 

Case 2.—H. J., a 34-year-old Negro was admitted to the 
pital because of jaundice and abdominal pain, which had 
recurring intermittently over the preceding two years. The 
was dull, constant, and distributed in band-like fashion ovei 
upper abdomen. Pain frequently radiated directly through t( 
back. Appetite was impaired during the painful episodes, 
occasionally there was nausea, and sometimes vomiting.^ 
urine always became dark, and the patient believed his 
were yellowed” with each attack of pain. Each episode us’ 
lasted only one to two days. In the three weeks prior to ac 
sion he had lost 20 lb. (9.1 kg.). 

Physical examination disclosed a poorly nourished : 
Negro, whose scleras were distinctly jaundiced. The livei 
tended about 4 cm. below the costal cage; it presented a sm 
surface and sharp edge and was not tender. The spleen wai 
felt. The red blood cells numbered 3,240,000 per cubic millir 
of blood. The hemoglobin concentration was 10 gm. per 10 
of blood. Serologic tests for syphilis were positive. Erythn 
fragility in hypotonic saline was within normal limits. The s| 
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fluid was normal. The urine was dark in color, and the foam 
test was positive for bile. Gastrointestinal x-ray studies were 
normal. 

Results of liver function tests are shown in Table 3. Liver 
biopsy showed bile pigment collections in the bile capillaries 
and in many of the liver cells. Lipid vacuolation of the polygo¬ 
nal cells was pronounced. The cytoplasm of the parenchymal 
cells also showed unusual granularity and swelling, suggesting 
a disturbance in glycogen content. It was concluded that the ap¬ 
pearance was that of a diffuse parenchymal cell disorder of un¬ 
determined type associated with some degree of biliary stasis. 

This case demonstrates how information derived from 
history and physical examination, laboratory tests of 
liver function, and liver biopsy may all be necessary to 
clarify a particular situation involving jaundice and liver 
damage. On the basis of recurrent episodes of jaundice 
in a young male with only mild to moderate pain and 
definite hepatomegaly, a diagnosis of hepatitis was fa¬ 
vored clinically. However, the presence of pain and the 
short duration of each attack made recurrent gallstone 
obstruction a possibility which could not be excluded 
with certainty. The lowered ester to total serum choles- 


Case 3._D. G., a 25-year-old white woman, native of Puerto 

Rico, was initially seen in the Gastro-lntestinal Clinic complain¬ 
ing of right lower quadrant abdominal pain that had been pres¬ 
ent for the previous 15 months. The pain was not well circum¬ 
scribed and was vaguely described, but seemed to be made 
worse by lifting and standing at work. Physical examination was 
normal, aside from tenderness in the right lower abdominal 
quadrant. On full deep inspiration the liver was questionably 
palpable but was not otherwise remarkable. 

Laboratory studies were entirely negative, save for the find¬ 
ing in the stool of cysts and trophozoites of Endamoeba histo¬ 
lytica, and ova of Schistosoma mansoni and Trichuris trichiura. 
The white blood cells numbered 5,900 per cubic millimeter of 
blood; 4% were eosinophils. Hepatic function was intact, as dis¬ 
closed by a battery of tests (Table 3). 

Liver biopsy showed the liver to be studded with small, dis¬ 
crete, granulomatous lesions of variable appearance. Some re¬ 
sembled tubercles with giant cell reaction. Others showed 
lymphocytic infiltration and partial hyalinization. Still others 
presented little more than circularly arranged hyaline material. 
In none of the lesions could ova be seen. The appearance, how¬ 
ever, was consistent with the alterations produced when the liver 
is seeded by schistosomal ova, the parasites provoking an in¬ 
flammatory reaction with eventual formation of small 
granulomas. 


Table 3. — Results of Liver Function Tests 


Test 

Normal Values 

Ca<o 1 

C’a«e 2 

Cnse .S 

fuse 4 

5 

Sonim biliruliin 







I’roiiipt (llrcct (1 mill.). 


20.1 

O.W 

0.33 

n.is 

0.02 

Totivl ..... 


G1.8 

34.4 

n..v 2 

0.08 

2.89 

Ccpliulln-cholcstiMol llocculution (48 hr.). 

. < 

0 

0 

0 

0 

•1+ 

Collolfiul gold.. 

. <-t+ 

1+ 

0 


0 

4+ 

Thymol turbidity 







81 ) min, turbidity.. 


2.1 

4.0 

2.0 

3.0 

20.3 

18 lir. (uriildliy mtio. 

. > mo 

100% 

1UT% 

nn% 

VZn7o 

10% 

Guiinnu globulin turbidity. 


7.7 

S.l 

0.0 

3.4 

20.0 

Scuuu ulkullnc til\nstduUu‘?e (S-.I-U*).... 


iT.rk 

n.8 

2.72 

VA:i 

0.94 

Somin cliolcstmil 







Tot 111 _. 


2.Vi 

410 

22!) 

2.72 

402 

Ibitlo of to totiil. 

. > .w 

20% 



50% 

00% 

fjuUobromophthuk'In iiodium (2 ing.-8U inin.-photoelcct.). 


51.0% 

. « 

4.4% 

0.0% (Hi-in.) S.^% 

PJiiHimt jirotiiromldn iictivity. 


80% 

7i)7o 

83% 

300'0 

100% 

Tolul scrum Uplils. 


873 

3,103 

o37 

821 

i,-'3r 

* Sblnownra'.lono--nolnhuit method. 


terol ratio indicated diffuse parenchymal cell disorder. 
The slightly elevated serum alkaline phosphatase value 
in the presence of fairly pronounced hyperbilirubinemia 
was also consistent with hepatocellular disease. On the 
other hand, while the elevated total serum cholesterol 
and total lipids would not mitigate the diagnosis of hep¬ 
atocellular disease, particularly in view of the other liver 
function results, elevation of these values is encountered 
oftener in extrahepatic obstruction. Liver biopsy gave 
evidence of both diffuse parenchymal cell alteration and 
bile stasis. The parenchymal cell changes were of a 
type and distribution not ordinarily seen secondary to 
obstruction alone. This plus the clinical impression 
prompted the use of conservative therapy. 

With such a regimen, including antisyphilitic treat¬ 
ment, clinical improvement was definite and progressive. 
Symptoms disappeared, and there was gain in weight and 
reduction in the size of the liver. Liver biopsy performed 
five weeks after the first biopsy showed decided improve¬ 
ment, although the same changes noted originally were 
still discernible. Clinical improvement eontinued over a 
six-month follow-up period, with eventual return of the 
liver to normal size. 


This case shows that the liver may be widely affected 
by disease without either clinical evidence to indicate 
liver derangement or laboratory signs of functional im¬ 
pairment. Such a situation seems particularly apt to 
occur when the disease process affecting the liver con¬ 
sists of discrete granulomatous lesions of advanced type, 
with little evidence of continued activity and without 
acute inflammatory reaction. Such would appear to 
be the case in this instance, and indeed, biopsy was 
prompted solely by the knowledge that the liver is com¬ 
monly affected in schistosomiasis. 

Case 4.—M. T., a 47-year-old white woman, had suffered im¬ 
paired appetite for the year preceding admission to the hospital. 
Over this period she had lost 20 lb. (9.1 kg.). On several occa¬ 
sions she had experienced nausea and vomiting, but never 
hematemesis. She had consumed alcohol in several forms for 
many years and admitted drinking five jiggers of whisky each 
night at bedtime. 

On examination the patient appeared pale, emaciated, and 
jaundiced. The tongue was smooth. Dilated venules were present 
over the cheeks together with numerous spider nevi. The palms 
showed thenar and hypothenar erythema. The liver extended 4 
fingeA||Bdths below the costal margin and was hardenedy-'Tie 
question-. ' nalpable. Large external and m< 
siz^^Hfhtal hemu.j present. / 
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Routine blood studies were not remarkable. Serologic tests 
for syphilis were negative. A gastrointestinal x-ray series dis¬ 
closed no esophageal varices or other lesions of the upper ali¬ 
mentary canal. Liver function tests revealed little alteration in 
hepatic function (Table 3). Liver biopsy, however, showed a 
typical picture of advanced portal cirrhosis. There were degen¬ 
erative changes in the hepatic cells, large amounts of intracellu¬ 
lar lipid, and considerable fibrosis of the portal triads, with some 
bile duct proliferation. 

This case illustrates the remarkable capacity of the 
liver to maintain functional integrity in the face of wide¬ 
spread cirrhosis sufficiently advanced to produce typical 
clinical signs. The serum alkaline phosphatase value was 
slightly elevated, and an equivocal amount of sulfobro- 
mophthalein was retained. All the other tests, however, 
were negative. Indeed, it was uncertainty created by these 
laboratory findings that prompted the clinician to re¬ 
quest liver biopsy. 

Case 5.—^J. S., a white man, 65 years of age, had experienced 
recurrent episodes of crampy lower abdominal pain for four 
months prior to admission to the hospital. These painful occur¬ 
rences were associated with nausea, vomiting, light-colored 
stools, and dark-colored urine. One week before admission these 
symptoms recurred and were followed by cough, fever, and 
semistupor. 

Physical examination on admission revealed a semistuporous, 
acutely ill, elderly man, who was dyspneic and mildly cyanotic. 
The oral temperature ranged between 102.8 F and 103.8 F. The 
tongue was smooth and red, and the oropharynx was inflamed. 
There were dulness and rales over both lung bases. The heart 
was slightly enlarged to the left. Cardiac rhythm was regular, 
but a short basal systolic murmur was audible. The abdomen 
was distended and shifting dulness and a fluid wave indicated 
ascites. The liver extended 3 fingerbreadths below the right 
costal margin. 

A red blood cell count disclosed a moderate normochromic 
anemia. The white blood cells numbered 11,500 per cubic mil¬ 
limeter of blood; 77% were polymorphonuclear. The blood urea 
itrogen was 36 mg. per 100 cc., and the plasma-carbon dioxide 
mbining power was 38 vol. %. Serologic tests for syphilis 
ere negative. One blood culture disclosed the presence of 
Listeria monocytogenes. Agglutination tests for typhoid and 
paratyphoid were negative. A roentgenogram of the chest re¬ 
vealed nothing of significance. The results of liver function tests 
are shown in Table 3. 

The patient was digitalized, with moderate improvement in 
the dyspnea. The temperature gradually fell to normal with 
combined penicillin and aureomycin therapy. Abdominal para¬ 
centesis yielded bloody ascitic fluid. After this, liver aspiration 
biopsy was performed, disclosing that much of the liver was re¬ 
placed by large masses of tumor cells suggesting hepatic cell 
origin. 

This case demonstrates the significant contribution 
liver biopsy may make to diagnosis. From the clinical 
standpoint, this patient presented a picture entirely con¬ 
sistent with an acute infectious process of which hepatitis 
was a feature. Recovery of L. monocytogenes from the 
blood and response of the fever to antibiotic therapy 
strengthened this impression. Impairment of liver func¬ 
tion disclosed by laboratory tests constituted additional 
evidence in support of diffuse hepatitis. Liver biopsy, 
however, revealed that the true nature of the underlying 
lesion in the liver was carcinoma, probably primary in 

COMMENT 

The liver possesses a magnificent reserve and has a re¬ 
markable capacity to regenerate after injury or disease. 
Time and again it has been observed to perform its func¬ 
tions in fairly satisfactory fashion when only a small por- 
^ tion of its constituent cells remain undamaged. Liver 
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function is also a dynamic process. For this reason it ■ 
of prime importance to repeat function tests at inter\'>^ 
in the course of the disease if aberrations are to be 
tected. Of importance, too, is the fact that only one c- 
a few of the numerous functions of the liver may be d' 
ranged. Hence, for accurate appraisal a battery of tests 
is required, each designed to test a different function. Ir 
view of these considerations, it is not surprising that in¬ 
stances may be found wherein liver function tests reveal 
little or no impairment in the face of obvious disease 
particularly if the tests employed are limited in scope and 
are not repeated. 

On the other hand, the liver is often only zonally dam¬ 
aged or sporadically peppered with disease. Even when 
a given disease process has affected the liver diffusely, 
regenerative activity may result in areas of normal ap¬ 
pearing replacement interspersed with remnant islands of 
destroyed or healing tissue. If the aspirating needle 
should fortuitously strike an area of disease, biopsy 
would be revealing. But if the needle should enter an un¬ 
affected or completely regenerated area, the liver would 
be erroneously interpreted as structurally intact. Under 
the latter circumstances, hepatic function tests might dis¬ 
close alteration in. one or more functions in what would 
seem to be a morphologically normal liver. 

Discrepancy between structure and function in liver 
disease might also come about because of limitations in 
our ordinary methods of histologic examination. Hepatic 
physiology is intricately bound up with complex intra¬ 
cellular enzyme systems. Under certain conditions and in 
various disease processes, any or all of these systems 
may become disordered, thereby disrupting the particulai 
function or functions they subserve. Though newer meth 
ods of histochemical examination of liver tissue permi 
recognition of some of these alterations, these enzymi 
systems may be affected and yet the liver show no de 
tectable structural change when examined in the custom 
ary manner. 

The foregoing considerations make it clear that, ii 
order to secure a composite picture of the effect of dis 
ease on the liver, it is necessary to add to the informatioi 
gleaned from history and physical examination know! 
edge of both the functional status of the liver and th 
alterations that have taken place in its structure. T 
secure this knowledge, both liver function tests an 
liver biopsy are required. Since each supplies informatio 
peculiar to itself, and since comparison of the finding 
disclosed by each may show substantial discrepant 
these procedures must be considered complementary an 
incapable of being substituted one for the other. 

CONCLUSIONS 

Detection and accurate appraisal of actual or suspecte 
liver disease require painstaking history and careful ph] 
sical examination, composite liver function tests, an 
liver biopsy. Each of these avenues of approach yields ii 
formation not obtainable by any one alone. They ai 
complementary to each other and in no sense compel 
five. When all three are judiciously employed and each 
correlated with the others, diagnostic accuracy will t 
improved and knowledge of the liver and its behavior i 
health and disease will be immeasurably increased. 

255 S. 17th St. (Dr. Berk). 
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DIAGNOSTIC CLINICS FOR PRIVATE AMBULATORY PATIENTS 

Robert P. McCombs, M.D., Boston 


Every practicing physician conducts a diagnostic clinic 
for private ambulatory patients in his own office. He may 
obtain a complete medical history and make a complete 
physical examination—the two most important proce¬ 
dures in any diagnostic study. He usually has a laboratory 
for carrying out simple chemical and other special tests 
and perhaps a roentgen-ray apparatus for making certain 
x-ray examinations. There is no doubt that a conscien¬ 
tious, well-trained physician can be a highly efficient 
diagnostician, provided he is able to devote enough time 
to the examinations and limits them to the procedures 
that his training and experience qualify him to perform. 

As the complexities of medical diagnosis have in¬ 
creased, the term “diagnostic clinic” has come to mean a 
good deal more than this, so that most people now think 
of a diagnostic clinic as a place where much technical 
equipment and many special skills are concentrated and 
where patients with obscure problems can go for diag¬ 
nostic help. 

relalTionship of dialGNOSTic clinic to hospital 

Since hospitals necessarily had most of the equipment 
and staff needed and their personnel had considerable 
experience in diagnostic study, it was logical that diag¬ 
nostic clinics for private ambulatory patients should have 
been organized chiefly in hospitals. Yet unless special 
planning has provided for it, the operation of a diagnostic 
clinic in close association with other activities in a gen¬ 
eral hospital has disadvantages. Few hospitals have been 
designed with much thought given to the care of private 
ambulatory patients. Office space is liable to be inade¬ 
quate; laboratories are usually located in relatively inac¬ 
cessible areas; x-ray facilities have been designed to care 
for only a specific number of bed patients, and the addi¬ 
tional load of many ambulatory patients is apt to cause 
services to bog down. Since it is natural for the most 
seriously ill patients in the hospital to be given priority, 
the ambulatory diagnostic clinic is at a considerable dis¬ 
advantage. As the clinic must continually compete for 
various hospital and professional services, the ambula¬ 
tory patients are often subjected to irksome delays, and 
administration of the diagnostic clinic is rendered unduly 
difficult. 

For these and other reasons a strong case can be made 
for separating the private ambulatory diagnostic func¬ 
tions from the other activities in a general hospital. In 
this country the diagnostic clinics that have shown the 
most vigor are those that have developed either inde¬ 
pendently of hospitals or in association with hospitals 
that are themselves primarily diagnostic centers where 
outpatient and inpatient work are closely integrated. 

LIMITATION OF FUNCTION 

Unless the activities of a diagnostic clinic are limited 
largely to those related to diagnosis, the major energies 
of the clinic will be dissipated in other directions. When 


its activities are controlled by other considerations, its 
function as a diagnostic center suffers. Clinics dominated 
by those whose primary inclinations are surgical are 
liable to develop into clinics for screening patients who 
require surgical treatment, where many important condi¬ 
tions are no doubt recognized, but where patients with 
nonsurgical diseases are likely to be inadequately studied 
and examined and perhaps inadequately understood as 
individuals. 

Similarly, when medical treatment of a sizable number 
of patients is attempted in a clinic devoted primarily to 
diagnostic study, the efficiency of the diagnostic functions 
is impaired. By and large, ambulatory treatment can be 
effectively handled by the average family physician, once 
the diagnosis has been established. A clinic that retains 
most of its patients for treatment is therefore in direct 
competition with the family doctor. 

The main object of diagnosis is to define the areas and 
methods of treatment; it is therefore obvious that every 
patient seen in a diagnostic clinic should have a physi¬ 
cian who is interested in determining the best way of 
carrying out the recommendations of the clinic. The 
family physician is the one most likely to have this inter¬ 
est. He is also the one best able to judge the need for a 
patient’s visit to a diagnostic center in the first place. 
When patients rather than physicians make this decision, 
the routine problems that can be handled much more 
expeditiously and economically by a family doctor as¬ 
sume undue importance in a clinic that should be devoted 
to the study of special problems. 

Once the principle has been accepted that a diag¬ 
nostic clinic serves primarily in the capacity of a con¬ 
sultant to family physicians, very pleasant relations can 
be established between referring physicians and the clinic. 
Problems concerning treatment (including surgery), 
socioeconomic difficulties, disposition to other hospitals, 
follow-up, and similar matters, are discussed freely with 
the referring physician, whose viewpoint can be most 
helpful in making important decisions. At the same time, 
the staff at the clinic can often be very helpful in arrang¬ 
ing for special care not available in the patient’s home 
town. 

NEED FOR DIAGNOSTIC CLINICS 

That diagnostic clinics are needed is attested to by 
their increasing number in the last decade. Patients and 
physicians alike recognize the advantages in having com¬ 
plete diagnostic studies made in a central establishment 
supervised by those with a special interest and trained 
experience in diagnostic work. One advantage of an ar¬ 
rangement such as this is that diagnostic studies accom¬ 
plished through collaborative effort in a clinic can be 
more economical than those made on an individual pri¬ 
vate basis. 

FroTir the Joseph H. Pratt Diagnostic Clinic and the New England 
Center Hospital. 
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FEES 

Fees are always a difficult problem. Some diagnostic 
clinics charge flat rates that are the same for all patients, 
regardless of the number of studies performed. The 
advantage of this system is that all patients know in ad¬ 
vance what the total cost of the studies will be, and thus 
there should be no credit and collection difficulties. There 
are certain disadvantages, however, in that the patients 
who require a minimum of study pay more than neces¬ 
sary for their study and often request special and prob¬ 
ably unnecessary tests because they know there can be 
no additional charge. Clinics operating under this sys¬ 
tem are liable to attract an unusually high percentage of 
cases requiring elaborate study. 

A better system is to set a minimum fee covering the 
initial examinations, including the routine laboratory and 
x-ray examinations and administrative expenses. Every 
other test, consultation, or x-ray procedure is charged 
for at moderate rates; but the total charges are limited to 
a specified maximum, all costs over and above this being 
absorbed by the clinic. Under this plan patients know 
the ceiling price and that they may be charged consid¬ 
erably less. The maximum fee is set somewhat higher 
than the average fee or whatever would be charged if 
there were a flat fee. 


INPATIENT VERSUS OUTPATIENT STUDY 
A problem deserving mention is the one that arises 
when patients not ill enough to require actual hospitali¬ 
zation are admitted for study on an inpatient basis. Cer¬ 
tainly, the same diagnostic study can be done at less 
expense on an outpatient basis than it can on an inpatient 
Hsis. It is not ethical to have to refuse admission to 
Tiously ill patients when beds are being preempted by 
■atients who could just as well be studied on an out¬ 
patient basis. Yet various pressures tend to force needless 
hospital admissions. Some patients have the ingrained 
idea that inpatient study is more exhaustive than out¬ 
patient study; some attach undue importance to being 
“admitted for observation.” Experience has shown, how¬ 
ever, that almost all diagnostic studies can be expedited 
just as thoroughly and just as accurately on an outpatient 
as on a hospitalized basis. Occasional exceptions have 
to be made, of course, for elderly or timid patients from 
out of town; such admissions might be considered as a 
special service in therapeutic reassurance. 

A factor forcing hospitalization on those who should 
be outpatients is health insurance. At the present time 
there are very few insurance organizations that pay for 
diagnostic studies of ambulatory patients. Most policies 
covering hospitalization do not cover payment for diag¬ 
nostic study that is the sole cause of the hospitalization. 
Since limiting clauses of policies can be and are circum¬ 
vented, however, the end result is that the insurer pays 
not only for diagnostic studies that are legitimately re¬ 
quired but for room and care that are not. Hospital beds 
^ ate used unnecessarily; insurance costs are abnormally 
'' need ™surance premiums go up. There is a real 

' insurance that will pay for ambu- 

conditions^'^'^^^'^ s^i'vices conducted under satisfactory 


STAFF 

Some clinics operate with a full-time staff; some utilb 
the part-time services of practitioners and specially 
from the community; and some combine both method; 
The advantages of a full-time staff are numerous. Whe- 
the primary interest of the staff is naturally the develop 
ment of the clinic, the clinic can schedule its appoint 
ments with assurance that the physicians will not b 
unavoidably detained by emergencies elsewhere. Th 
unusual cases seen make the work in a diaenosti 
clinic quite stimulating, and if the clinic program Ts con 
bined with teaching and research it will prove an attra 
tive career to physicians of high caliber. One of the di 
advantages of a part-time staff is that the physicians a 
likely to feel that they are competing against themselv 
when they see at a nominal fee in the clinic patients wl 
might otherwise have been referred directly to them 
their own offices, to be seen as private patients at high 
consultation fees. 

Diagnostic clinics that are operated in close coopei 
tion with hospitals serve as valuable training grounds 1 
resident staffs. House officers who have had good pri 
training and work under adequate supervision can 
very helpful and can at the same time gain consideral 
experience by spending time on service in a diagnos 
clinic. The type of patient seen, the problems that ari 
and the approach to diagnosis are all similar to the 
likely to be encountered later on in private practi 
Here the resident learns the importance and difficult 
of differentiating organic from functional disease; 
also learns that some patients who have serious d 
orders may not be incapacitated for work. He leai 
that adequate studies can be made of outpatients. 

It is important that the residents should not be 
ploited in the attempt to operate a diagnostic clinic oi 
profitable basis. They should not be overburdened 
being required to see an excessive number of patiei 
They should have a chance to view the problem e: 
case presents as a whole, from start to finish, rather tl 
have to serve as mere links in a production line. Tl 
should be encouraged to regard the patients as tl 
responsibility, the senior staff being responsible for un 
trusive observation and supervision of the work and 
consultations. Various problems concerning outpatie 
frequently need to be discussed, the same as on w 
rounds of inpatients. This can be done by having regv 
chart rounds and seeing each patient on as many o( 
sions as possible. If residents feel that sufficient tim 
allowed for the complete study of their patients, an; 
they are given stimulating instruction and permittee 
attend other important teaching activities of a med 
center, they are quite willing to serve in an ambulat 
clinic and take advantage of this type of experiei 
On the other hand, if they are subjected to considen 
pressure, or are unable to follow their own patients 
are given inadequate instruction, they soon develop 
feeling that clinic work is a chore and may exert . 
than their best efforts. 

PRATT DIAGNOSTIC CLINIC 

The history of the development and growth of 
Pratt Diagnostic Clinic serves to emphasize many of 
points outlined. Although the area in which the cl 
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IS opened, 13 years ago, was already highly developed 
idicaliy, this clinic has grown to a point where over 
)00 patients a year are being referred to it for study 
nearly 4,000 family physicians. Admissions have been 
verned by the rule that patients are to be accepted only 
len referred by a physician to whose care they are to 
returned at the completion of the studies. A complete 
nscript of the clinic record is sent, together with 
;ommendations, to the referring physician. (A part of 
: cost of this service is charged to postgraduate medi- 
I education.) The diagnosis and treatment are not 
cussed with the patient unless the referring physician 
jcifically requests that it be done. Until recently, no 
atment was given at the diagnostic center; at present, 
atment (including surgery) is undertaken only in 
:cial cases after discussion with the referring physician. 
During the first several years all patients were studied 
an inpatient basis. When the outpatient diagnostic 
nic was begun it started slowly, but now it is the chief 
:a in which the diagnostic services can continue to 
Dw. At present, about half of the diagnostic cases are 
ing seen on an outpatient basis. The decision whether 
ratient should be hospitalized for study or seen in the 
tpatient clinic is made by the referring physician, who 
in the best position to judge the necessity for hospital 
mission. 

The basic staff of the Pratt Diagnostic Clinic serves 
a full-time capacity. Staff members are actively en- 
ged in undergraduate and postgraduate medical teach- 
I and participate in clinical or laboratory research, 
flexible teaching program is conducted for the rela- 
ely large resident staff, whose work is under close 
pervision of the senior staff. Despite the huge in- 
iases in the cost of hospital operation, fees for diag- 
istic study have been kept within reason by holding 
ofessional charges to a modest level. The clinic oper¬ 
as on a nonprofit basis. Undoubtedly all these factors 
ive contributed to the growth of the Pratt Diagnostic 
linic. The application of these principles in other areas 
ould be equally successful. 

30 Bonnet St. 


ic Parkinsonian Syndrome.—Parkinsonism ... is a disease 
ocess which has long held the interest of physicians and re- 
irch workers. There are several reasons which account for 
is interest. In the first place, the clinical picture is bizarre, 
jsenting involuntary movements associated with rigidity 
lich ultimately restricts ail voluntary movement. Secondly, 
2 plight of victims of this disease is truly pathetic. People of 
rmal appearance are gradually transformed into caricatures 
their former selves. The abnormal movements make them 
nspicuous so that they avoid outside contacts. Their helpless- 
ss becomes progressively greater and ultimately they are de- 
ndent upon others for assistance in every detail of daily living, 
aally, although the disease process has long been studied in 
effort to understand its basic mechanisms and provide relief 
r its victims, full understanding has not been reached. The 
ology and pathology of Parkinsonism are for the most part 
own. However, the pathophysiology of symptoms of the dis- 
se is not fully known, and the problems of therapy have been 
ffling.—Judah Ebin, M.D., Surgical Treatment of Parkinson- 
n: Indications and Results, Bulletin of the New York Academy 
Medicine, November, 1951. 


CLINICAL NOTES 


A NEW TUBE FOK USE IN TREATMENT 
OF INTESTINAL OBSTRUCTION 

John W. Devine Jr., M.D., Lynchburg, Vo. 

The presence of intestinal obstruction is a problem 
in therapy which has challenged the ingenuity of many 
surgeons. The difficulty of securing adequate decompres¬ 
sion through removal of accumulated liquid and gas has 
led to a multiplicity of different technics and principles 
of intubation. In 1921 Levin ' described his smooth 
catheter-tipped duodenal tube made of one piece of rub¬ 
ber. In the clinical application of this duodenal catheter 
Wangensteen = made a major contribution by introduc¬ 
ing the principle of applying continuous suction to the 
tube by a system of water bottles. The Wangensteen tube 
has perforations over a length sufficient to allow some 
holes always to remain in the stomach. Later Miller and 
Abbott reported the development and use of a long 
double-lumen rubber tube tipped with an air-filled bal¬ 
loon for intubation of the small intestine. Cantor ' has 
more recently developed a long, single-lumen tube with 
mercury trapped in a loose balloon at the tip of the tube 
as an aid in propelling it down the gastrointestinal tract. 

The problem with all the present tubes has been the 
impossibility of maintaining a constant drainage, since 
the suction creates a vacuum or negative pressure suf¬ 
ficient to cause the intestine to collapse around the tube. 
One loop of distended intestine may be emptied of liquid 
and gas, but as soon as this is accomplished a vacuum is 
created and the mucosa is sucked into all available holes, 
regardless of their number and size, so that drainage is 
stopped. This situation is more likely to occur in the 
intestines than in the stomach, which explains why Wan¬ 
gensteen’s shorter tube with perforations extending up 
into the stomach so often gives much better drainage 
than the long tubes. 

In my efforts to overcome this complication I have de¬ 
veloped a tube-within-a-tube which prevents the vac¬ 
uum mucosa obstruction phenomenon by the application 
of an air vent (see figure). The principle of the air vent 
can be adapted easily to any of the present single-lumen 
tubes. However, I am currently using a clear plastic tube 
with approximately 100 small holes extending over a 
distance of 25 cm. to within 1.5 cm. of the closed distal 
end. Into the outer tubes a small-diameter polyethylene 
tube is inserted for the entire length. A T-glass connector 
is inserted into the upper end of the outside tube, and 
the straight limb is closed off by a rubber diaphragm, 

1. I-evin, A. L.: New Gastroduodenal Catheter. J. A. M. A. 7G: 1007 
(April 9) 1921, 

2. Wangensteen, O. H.: Early Diagnosis of Acute Intestinal Obstruc¬ 
tion with Comments on Pathology and Treatment, with Report of Suc¬ 
cessful Decompression of 3 Cases of Mechanical Bowel Obstruction by 
Nasal Catheter Suction Siphonage, West. J. Surg. 40: 1, 1932. 

3. Miller, T. G., and Abbott, W. O.: Intestinal Intubation: Practical 
Technique, Am. J. M. Sc. 187 : 595, 1934. 

4. Cantor, M. O,: New Simplified Intestinal Decompression Tube, 
Am. J. Surg. 72: 137, 1946. 

4a. Manufactured by G. P. Pilling and Sbn, Philadelphia. 
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through which a hypodermic needle is inserted to form 
a tight junction with the polyethylene tube. Suction is 
then applied to the other branch of the T-tube so that 
the outer tube becomes a suction tube and the poly¬ 
ethylene tube provides an air vent of atmosphere air at 
the distal end. Thus atmospheric air is constantly sucked 
into the intestine, and no vacuum is created. On occa¬ 
sions I have found it desirable to apply the suction to the 
small-diameter tube. This procedure converts the ap¬ 
paratus to an intralumen sump tube which avoids a 
vacuum and gives constant drainage, but at a slower rate 
than when the outer tube is used as the suction channel. 
It also changes the point of maximum suction from the 
uppermost openings to near the end of the tube. Chang¬ 
ing this point from time to time is an obvious advantage 
in helping to prevent blocked-off loops behind the tube. 
The efficiency of the tube can be demonstrated easily by 
clamping off the small tube and noting the decreased 
amount of drainage. 

In the operation of this tube,it is necessary to have 
continuous motor suction such as that supplied by a 
Gomco thermatic pump or a Stedman pump; a water- 



Drawing of new tube for use in the treatment of intestinal obstruction, 
showing the tube-within-a-lube that provides an air vent to prevent mucosa 
from being drawn into the perforations in the tube. 


bottle-drainage type of suction is not feasible, since there 
would be a constant flow of water from the top to the 
bottom bottle. 

I believe that the efficiency of a tube is not necessarily 
increased by increasing the size of the openings. Experi¬ 
mental work with intestines of freshly slaughtered cows 
has indicated that the most efficient tube is one in which 
the diameter of the small tube is one-third the diameter of 
the large tube and the perforations are the same size as the 
small tube. My experience suggests that tubes 6 ft. (183 
cm.) long or shorter are adequate for relief of small 
bowel obstruction and are more efficient than the longer 
tubes. 

Passage of this tube through the pylorus is greatly 
facilitated, I believe, by the rapid emptying of the dilated 
stomach and hastened return of peristalsis in the stomach. 
As an additional aid I have recently been adding a 
mercury or lead weight to the tip of the tube. I have ac¬ 
complished this by using a mercury or lead-filled insert 
to fill completely the diameter of the tube for about 7.5 
cm. on the distal end, which is closed off with a tightly 
fitted plastic plug. The perforations then begin about 1.5 

5. Culver, G. A.; Makel, H. P., and Beecher, H. K.: Frequency of 
AspiraUon of Gastric Contents by Lungs During Anesthesia and Surgery, 
Ann. Surg. XaS: 289, 1951. ' 
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cm. above the insert. The plastic plug and the I.Sct^ 
unperforated tubing serve as a protection to a shs! 
which can be. used with far greater safety than withC 
tube available previously. It has been my experi'p- 
that this tube frequently passes through the pylorus b'- 
the duodenum without special procedures. However • 
long as the tube is removing large quantities of fecal-t\n. 
material, I am not particularly concerned with whefti 
or not it has passed the pylorus. Formerly, much tin-i 
was lost in waiting for one of the long tubes to pass 35 ' 
adequate amounts of obstructed material were not 
moved during the period of waiting. 

Nurses can tell at a glance through the plastic tube an, 
glass connection that the tube is working, moving eithc 
gas or liquid. If nothing is being moved, the nurse h 
only to pull on the syringe a couple of times to open u 
one of the passageways. When a Y-tube is inserted ini 
the suction channel, a 30 cc. syringe can be left attachs 
all the time, and the tube going to the trap bottle can t 
clamped off when the nurse wishes to inject air or wat 
into the tubes. Routine orders are to inspect the tul 
every hour and inject 30 cc. of water and 90 cc. of; 
if the tube is not functioning. 

In two cases of my limited series, 6,000 cc. of draina 
was obtained within a 24-hour period. In several casi 
about 3,000 cc. was removed. Heretofore 1,000 to 1,5 
cc. was the most I was able to remove in 24 hours. T 
most rapid drainage is obtained when the tube is used 
the air-vent type. However, I have found it advantagec 
to change it over to the sump type by applying the si 
tion to the small tube as soon as the drainage has chanj 
from the brown, fecal type to a clear, bile-tinged flu 
In this way gas continues to be removed, but liquid 
drained off at a slower rate. The change in the charac 
of the drainage can be determined best by examinin; 
fresh specimen rather than the drainage in the trap hot 

A modification of this tube, which will be describee 
detail elsewhere, is used as an aid in preventing spill 
of esophageal, gastric, or jejunal secretions during e 
phagectomies and gastrectomies. The tube used for I 
purpose is also an aid in preventing regurgitation 
aspiration of gastric contents, especially during en 
gency procedures. Culver ^ has recently shown how: 
quently this occurs even in patients with an indwell 
gastric tube. 

There are many other applications of this principk 
drainage. A rectal tube with a balloon of the kind ci 
monly used by radiologists for giving a barium eni 
can easily be converted into an air-vent or sump ti 
As such it is extremely useful in the management of i 
after the mechanical obstruction is removed or in c 
of paralytic ileus. By this method the patient can be gi 
enemas or frequent, warm saline colon irrigations w 
out disturbing him. Studies are being carried out to 
whether this type of rectal tube with the suction clam 
off might be used to replace some of the fluids remo 
from the intestines above the obstruction. 

Studies on the, effect of removing such large amoi 
of fluid on the water and chemical balance of the b 
are also being, conducted. 

610 Church St. 
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technique for the diagnosis of of the testis; and (4) determination of the presence or 

UNDESCENDED TESTIS absence of coexisting hernia. 

It is believed that a careful examination such as de- 
Ralph H. Kunstadter, M.D., Chicago scribed often is necessary to eliminate erroneous diag- 


The frequency with which the diagnosis of unde¬ 
scended testis is erroneously made has prompted this re¬ 
port on the technique that I have used for many years. 
This method has been adopted by the various members of 
the Children’s Endocrine Clinic and is being taught to 
interns and residents in Sarah Morris Hospital. 

The patient is examined in the upright position, with 
the examiner sitting in a chair or on a stool facing the 
patient. For examining the right inguinal region, the left 
hand of the examiner is placed over the right buttock of 
patient for support. The thumb of the right hand is placed 
above the region of the right internal inguinal ring and 
is held firmly in place (Fig. 1). Then the right index 
finger is inserted into the inguinal canal, and the canal 



Fig, 1.—Initial position of hands for examination of right inguinal 
region, with patient standing, left hand on bullocks, and right hand placed 
over region of abdominal inguinal ring. 


is explored up to the abdominal inguinal ring (Fig. 2). 
In exploring the left inguinal canal, the hands are re¬ 
versed. 

If the testis is not intra-abdominal, it may be palpated 
between the thumb and index finger. The mobility of the 
testis may be determined by a “stripping” maneuver 
(Fig. 3). If the testis is fixed, downward stripping will 
not accomplish placement of the testis into the scrotum. 
If the testis is mobile or “migratory,” it may be manipu¬ 
lated into the scrotum by moving the thumb and index 
fingers downward in their original relationship, both fin¬ 
gers being in contact with the testis. On release of the 
fingers, the testis usually retracts immediately to its orig¬ 
inal position. 

By use of this method, the following aims can be ac¬ 
complished; (1) determination of the presence or ab¬ 
sence of the testis in the inguinal canal; (2) determina¬ 
tion of the relative size and consistency of the testis; (3) 
differentiation of true cryptorchidism from pseudocrypt¬ 
orchidism (migratory testis) and the degree of mobility 




Fig. 2 .—Technique for insertion of finger into inguinal canal and 
palpation of testis between thumb and index finger. 



Fig. 3.—Mobility of testis is determined by “stripping’^ testis downward 
into the scrotum between the thumb and index finger. 

noses of undescended testis, thereby reducing the fre¬ 
quency with which hormone therapy is unjustifiably 
administered. 

104 S. Michigan Bivd, 

From the Children’s Endocrine Qinic. Michael Reese Hospital. 
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PALMOMENTAL REFLEX-AUGUST AND MILLER 


CLINICAL VALUE OF THE 
PALMOMENTAL REFLEX 

Burton August, M.D. 
and 

Robert B. Miller, M.D., New York 

The palmomental reflex consists of a unilateral (occa¬ 
sionally bilateral) contraction of the mentalis and 
orbicularis oris muscles elicited by a brisk scratch 
applied to the thenar eminence of the ipsilateral hand. 

First described in 1920 by Marinesco and Radovici,' 
it has received more attention as a clinical curiosity than 
as a helpful diagnostic sign. Early workers utilized it as a 


J.A.M.A., Jan. 12 , 19 ;, 

nostic aid. Thompson noted that the palmomental ri' 
was present in 100% of an unstated number of casiV'-’ 
general paresis, and that it appeared as early or Mr];- 
than perioral tremor. He also reported that it was 
in about one-half of his patients with multiple sclerosi; 
but in only 2% to 3% of the general population. Tl' 
latter was evidenced by testing “many normal person' 
without known neurological lesions.” 

In an attempt to extend and refine these observations 
we arbitrarily graded the reflex response as follows: 0. n 
observable response; 1-j-, barely perceptible exhaus/ib! 
flicker; 2-f-, perceptible, easily exhaustable; S-f, gros 
movement, slowly exhaustible; 4-}-, gross movement, ir 
exhaustible. Reactions graded as 1-j- or 2-j- are cor 


Table I.— Clinical Significance of Palmomental Reflex in 482 Subjects 


Normal 


Patient Classification 


Idiopathic epilepsy . 

Psychosis -without organic disease 


Psychoneurosis . 

Clinical pathological changes in cord below level of 7th cervical segment 
Clinical pathological changes Intracranially. 


Postencephalitic behavior disorders. 

Pathology Immediately following E. C. T/ 

Organic psychosis . 


Number 

Tested 

Signifi¬ 

cant 

Palmo¬ 

mental 

Refic.x 

Patients 

Affected, 

% 

200 

5 

2.5 

5 

0 

0 

70 

1 

1.4 

70 

2 

2.S 

40 

1 

2.5 

70 

04 

91 

5 

6 

100 

11 

11 

100 

11 

n 

100 


Comment 

4 patients gave a history of head ln3avie<i ot 
meningitis 

1 patient -(vlth paranoid dementia priiceox liml 
an 11-year history and head tranmii 8 yeiirs 
before (after dementia pruecox diagnosis whs 
. established) 


2 patients had palsy of the peripheral Ith 
cranial nerve; 4 patients had Unvcrricht's 
myoclonus epilepsy; none had pnlnioinrntul 
reflex 

None had a positive palinomentnl reflex prior 
to E.C.T. 


' Electric convulsive therapy. 


Table 2.— Distribution of Palmomental Reflex in Various Age Groups* 

Signifi¬ 

cant 



Niuiihcr 

Age 

Distri- 

Palmo¬ 

mental 

Putient.s 

Allecled, 


Patient Classification t 

Tosled 

biition 

Rcilex 

% 

C'onmiDiit 

Normals . 

. 40 

20-4.'> 

2 

5 

1 normal patient had had severe head trnamn 

Primary behavior disorders. 

•>•> 

1.7-I0' 

0 

0 


Psychosis with organic disease. 

. 7 

13-10 

4 

57 


Schizophrenia . 

. 09 


7 

10.1 

6 hud E.C.T.; 1 had epilepsy and E.C.T.; 

Psychosis with epilepsy. 

. 49 


1 

14 

I hud Friedreich's atii.v/u 

Post-topectomy . 


20-2:» 

21 

53 


Senile psychosis . 

. 71 

Over .70 

53 

71 


General hospital patients without encephalopathy. 

..... r^o 

Over 59 

50 

100 



• Physicians tested all patients without any foreknowledge of their diagnoses, 
t Diagnoses used were those established at the regular staff conference. 


means of determining the integrity of the lower motor 
neurone fibres of the facial nerve. Blake and Kunkie - 
expressed the opinion that it is a “normal reflex,” that is, 
a wince reflex normally associated with a painful stimulus 
in subjects without pathology. 

Recent work by Thompson ^ suggested to us that, if 
somewhat refined, this test might serve as a useful diag- 


Dr. Theodore J. C. von Storch aided in this study. 

From the Division of Neuropsychiatry, Montefiore Hospital, New York, 
and Rockland State Hospital, Orangeburg, N. Y. 

Assistant in the Division of Neuropsychiatry, Montefiore Hospital, 
New York, and Senior Psychiatrist, Rockland State Hospital, Orangeburg, 
N. Y. (Dr. August). Adjunct Attending Physician, Montefiore Hospital, 
New York, and Associate Neurologist, Kings Park State Hospital, Kings 
Park, N. Y. (Dr. Miller), 

1. Marinesco, G., and Radovici, A.: Sur un r^flexe cutane nouveau; 
Reflexe Palmq-Mentonnier, Rev. neurol. 27 s 237, 1920. 

2. Blake, J. R., and Kunkie, E. C.; The Palmomental Refiex; A Physio¬ 
logical and Clinical Analysis, A. M. A. Arch. Neurol. & Psychiat. 65; 
337 (March) 1951. 

3. Thompson, G. N.: The Palmo-Mental Sign, Bull. Los Angeles 
Neurol. Soc. 10 : 174, 1945. 


sidered positive but not significant, while 3-}- and ^ 
reactions are considered positive, hyperactive, and s 
nificant. 

Using this criteria, a preliminary study was made 
482 subjects classified as: normal (200), psychoneurc 
(70), psychotic without organic disease (70), orga 
behavioral disorders (27), encephalopathies (70), m 
lopathies (40), and idiopathic epilepsies (5). It v 
apparent from this study (Table 1) that a signific: 
3-|_ or 44 - palmomental reflex was extremely comn 
in the organic cerebral disorders (encephalopathie 
and was most infrequent (1) if the organic disorder \ 
in the spinal cord below the seventh cervical segmc 
(2) if no organic disorder was to be expected fn 
examination of the patient; or (3) if the subject v 
normal. 

From these observations it would appear that a s 
nificant palmomental reflex is a reasonably reliable in 
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cation of an encephalopathy. Just what pathways the 
impulses follow from the fifth cervical segment to the 
lower motor neurones of the seventh cranial nerve is not 
yet known. Neither is it known why it should be ex¬ 
aggerated in certain disorders. These questions await 
further investigation. Nevertheless, the reflex can be of 
value to the clinician. 

Since the palmomental reflex has reportedly been 
present in a high percentage of infants,'- an effort was 
made in a second group of 347 subjects to correlate it 
with various age groups. These observations are sum¬ 
marized in Table 2, from which it would appear that this 
reflex may be produced by cerebral disorders or the 
process or aging. 

Just as Babinski’s reflex may be a normal finding in 
infants, the appearance of a hyperactive palmomental 
reflex in the older age groups may be due to normal cere¬ 
bral aging, as well as to organic cerebral disease. No cor¬ 
relation was observed between the palmomental reflex 
and Babinski’s reflex or its confirmatory signs. It is, there¬ 
fore, as yet unknown whether or not it is a pyramidal 
sign.’^ 

Hence, the palmomental reflex is of value to the clini¬ 
cian in examinations of patients past infancy and under 
50. In this period a significant reaction is strongly sugges¬ 
tive of organic central nervous system disease above the 
seventh cervical segment. We are unable at this time to 
give a satisfactory explanation of the anatomy or physiol¬ 
ogy of this reflex. Appropriate studies are in process 
elsewhere. = 

CONCLUSIONS 

The presence of a hyperactive palmomental reflex in 
a patient past infancy and under the age of 45 is virtually 
diagnostic of an intracranial disorder and is a depend¬ 
able, easily obtainable and rapid sign indicating the 
advisability of a more complete neurologic work-up. 
(Obviously, disturbances of transmission from the point 
of stimulation to the seventh cranial nerve may prevent 
use of this reflex as an indication of an encephalopathy.) 
We feel that the reflex is of definite advantage not only 
to the neurologist, but also to the psychiatrist whose 
practice excludes neurology. 

Monlefiore Hospital for Chronic Diseases, 84 Gun Hill Rd. 
(Dr. August). 

4. Wcchsler, 1.; A Textbook of Clinical Neurology with an Introduc¬ 
tion to the History of Neurology, ed. 6, Philadelphia, W. B. Saunders 
Comp.tny, 1947, p. 19. 


Accident-Prone Persons—^The personality of these patients 
prone to recurring accidents is usually that of a young person 
outwardly restless, vivacious, immediate in his demands and 
action, not able to wait, impulsive, quick in judgment, often 
taking a chance, boastful, not taking pleasure in intellectual 
pursuits but very interested in athletics and in medical and health 
subjects as they affect the body. They are people who rebel early 
against parental authority and gain independence often at the 
cost of buried aggression and psychological guilt. A curious 
feature is that the more concerned they are with their body in 
the sense of fearing mutilation, the more the likelihood of “acci¬ 
dentally" injuring themselves. While often outwardly happy-go- 
lucky and sociable they are inwardly aggressive; in their 
childhood development nail biting, enuresis and occasional de¬ 
linquencies are notable.—D. Cappon, M.D., Some Psychoso¬ 
matic Aspects of Injuries, The Cenadimt Medical Association 
.Journal, October, 1951. 
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COUNCIL ON PHARMACY 
AND CHEMISTRY 


NEW AND NONOFFICIAL REMEDIES 

The following additional articles have been accepted as con¬ 
forming to the rales of the Council on Pharmacy and Chemistry 
of the American Medical Association for admission to New and 
Nonofficial Remedies. A copy of-the rules on which the Council 
bases its action will be sent on application. 

R. T. Stormont, M.D., Secretary. 

Lidocninc Hydrochloride (See New and Nonofficial Remedies 
1951, p. 36). 

Solution Xylocaine Hydrochloride 0.5%: 50 cc. vials. A so¬ 
lution containing 5 mg. of lidocaine hydrochloride and 8 mg. of 
sodium chloride in each cubic centimeter. Preserved with 0.1% 
methylparaben. Astra Pharmaceutical Products, Inc., Worcester, 
Mass. 

Solution Xylocaine Hydrochloride 1%: 20 cc. and 50 cc. 
vials. A solution containing 10 mg. of lidocaine hydrochloride 
and 7 mg. of sodium chloride in each cubic centimeter. Pre¬ 
served with 0.1% methylparaben. Astra Pharmaceutical 
Products, Inc., Worcester, Mass. 

Solution Xylocaine Hydrochloride 2%: 50 cc. vials. A solu¬ 
tion containing 20 mg. of lidocaine hydrochloride and 6 mg. of 
sodium chloride in each cubic centimeter. Preserved with 0.1^% 
methylparaben. Astra Pharmaceutical Products, Inc., Worcester, 
Mass. 

Solution Xylocaine Hydrochloride 2% with Epinephrine 
Hydrochloride 1:50,000; 50 cc. vials. A solution containing 20 
mg. of lidocaine hydrochloride, 0.02 mg. of epinephrine hydro¬ 
chloride and 6 mg. of sodium chloride in each cubic centimeter. 
Preserved with 0.1% methylparaben. Astra Pharmaceutical 
Products, Inc., Worcester, Mass. 

Methaniphctaminc Hydrochloride-U.S.P. (See New and Nonof¬ 
ficial Remedies 1951, p. 193). 

Solution Doxyfed: 473 cc. and 3.78 liter bottles. A flavored 
aqueous solution containing 1.5 mg. of methamphetamine hydro¬ 
chloride in each cubic centimeter. Raymer Pharmacal Company, 
Philadelphia. 

Tablets Doxyfed: 2.5 mg. and 5 mg. Raymer Pharmacal 
Company, Philadelphia. 

Cod Liver Oil Concentrate Tablets (See New and Nonofficial 
Remedies 1951, p. 465). 

Tablets Cod Liver Oil Concentrate with added Vitamin D^; 
Each tablet has a potency of not less than 3,120 U.S.P. .units of 
Vitamin A and of not less than 312 U.S.P. units of Vitamin D. 
White Laboratories, Inc., Kenilworth, N. J. 

Eslrone-U.S.P. (See New and Nonofficial Remedies 1951, p. 
333). 

Aqueous Suspension Estrone: 10 cc. vials. A suspension con¬ 
taining 2 mg. (20,000 I. U.) and 5 mg. (50,000 I. U.) of estrone in 
each cubic centimeter. E. S. Miller Laboratories, Inc., Los 
Angeles. 

Cliloramphcnicol-U.S.P. (See New and Nonofficial Remedies 
1951, p, 118). 

Ophthalmic Ointment Chloromycetin 1%: 56.7 gm. tubes. 
An ointment containing 10 mg. of chloramphenicol in each gram. 
Parke, Davis & Company, Detroit. 

p-Aniinosalicylic Acid (See New and Nonofficial Remedies 1951, 
p. 89). 

Powder Para-Aminosalicylic Acid: Bulk; for manufacturing 
use. Chemo Puro Manufacturing Corporation, Long Island City, 
N. Y. 
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PROPHYLAXIS OF OPHTHALMIA 
NEONATORUM 

There have recently appeared in various lay magazines 
several articles and short comments adversely criticizing 
the Crede silver nitrate prophylaxis for ophthalmia neo- - 
natorum and advocating some form of antibiotic pro- 
. phylaxis, usually penicillin, in the medium of an ophthal¬ 
mic ointment. The various arguments for and against 
both silver nitrate and penicillin prophylaxis have been 
reviewed by various committees of ophthalmologists and 
have been the subject of clinical investigation in several 
otjstetric clinics. The net result of these reports and in¬ 
vestigations is that, although the experiences in various 
obstetric clinics clearly indicate that a penicillin prophy¬ 
laxis, administered under proper control, is the equal of 
and in some respects superior to the established silver 
nitrate procedure, nevertheless no radical change in the 
' existing laws or .regulations requiring the silver nitrate 
- rophylaxis should be recommended at this time. 

The Crede method consists of a thorough cleansing of 
the newborn infant’s eyes, the instillation of one drop of 
a. 1 per cent solution of silver nitrate in each conjunc¬ 
tival sac, and after one to two minutes the irrigation of 
the eyes to remove the silver nitrate and any desquamated 
epithelium. Prior to the introduction of this prophylaxis 
in 1882, the incidence of ophthalmia neonatorum in the 
Leipzig Lying-In Hospital was 10.8 per cent and was re¬ 
ported to be over 10 per cent in other obstetric clinics 
throughout the world. Similarly, the incidence of -blind¬ 
ness from ophthalmia neonatorum in 22 German asy¬ 
lums was ^0 per cent in 1876. After the introduction of 
-the Crede method, the incidence of ophthalmia neona¬ 
torum in the Leipzig institution and other obstetric 
clinics fell to less than-1.0 per cent, and the incidence of 
blindness from ophthalmia neonatorum in the blind asy¬ 
lums fell proportionately. At present, ophthalmia neo¬ 
natorum is a relatively rare complication of childbirth in 
• the United States. Some form of prophylaxis against 
ophthalmia neonatorum is now required by either law or 
I regulation in all 48 states and the District of Columbia. 

1 In 32 states the laws or regulations specify the silver 

nitrate method, while in only one state is penicillin men- 
j tioned as an alternate procedure. 

I The opponents of the silver nitrate prophylaxis and 
i; i proponents -of the penicillin method argue that in 50 per 
I - cent of the infants treated with silver nitrate chemical 
:) 1 conjunctivitis later develops, which, while not serious, is 
;! disturbing; that stock solution of silver nitrate may evap- 
j orate to the extent that the solution used may become 
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dangerously strong and may actually cause organic dar 
age to the cornea; occasional mistakes such as the usnl'- 
a 10 per cent solution instead of the proper 1 pcr cV- 
solution have been made and as a result the infant 
treated is permanently blinded; penicillin prophylaxis!; 
equally efficacious in the prevention of ophthalmia nets 
natorum and carries with it none of the above objectiom 
and that the net value of the silver nitrate procedure lie 
in the preliminary cleansing of the eye, which is real asep 
sis, and that the use of strong chemicals such as silve 
nitrate harks back to Listerian antisepsis. 

The ophthalmologists and obstetricians opposins a 
abandonment of the silver nitrate prophylaxis at this tin; 
argue that, while 1 per cent silver nitrate does cau; 
chemical conjunctivitis in a high percentage of case 
such conjunctivitis is trivial, and, in hundreds of tha 
sands of cases in which it has been used, there is i 
record that a properly performed Crede prophylaxis h 
.done any harm to the infant’s eyes. It has been proved 
be an effective prophylaxis against ophthalmia neor 
torum. They further argue that the danger of evaporati 
or use of a wrong solution is completely obviated by t 
use of the modern wax ampules and that no possil 
change of laws or regulations can save* an ignorant 
.careless physician from the results of his folly. While i 
penicillin prophylaxis is equally efficacious in prevent 
ophthalmia neonatorum, the ointments or solutu 
should be kept on ice, and even then they may deterior 
in time. Thus, unless properly preserved and renewed, 
penicillin may become inactive. Further, they point to 
possibility of sensitization to penicillin and emphai 
that neither silver nitrate nor penicillin is effective aga 
the virus of inclusion blenorrhea. Finally they claim I 
in all probability some new antibiotic will be found ( 
will be effective against both the Gonococcus and 
virus and that therefore the time is not yet ripe for rec( 
mendations for a change in the already existing laws 
regulations. 

While there is much truth in both sides of the con 
versy, the weight of the argument appears to oppose 
abandonment of silver nitrate. There is no doubt thal 
use of penicillin by parenteral injection in the mothei 
fore birth of the infant, in the baby immediately i 
birth, or, preferably, by topical application of penic 
ointment (100,000 units per gram) in the eyes of 
newborn infant, all effectively prevent ophthalmia ; 
natorum and eliminate the later troublesome chen 
conjunctivitis. It is equally true that there is more da 
of an improperly preserved or old penicillin ointmen 
coming ineffective than there is of deterioration of th 
ver nitrate in the modern wax ampules. The dang( 
sensitization of the infant by one application of penii 
ointment is so slight it may be dismissed. Present inx 
gation indicates that there is hope that some new ar 
otic may have a sufficiently wide spectrum to be effe 
against both the Gonococcus and the virus of inch 
blenorrhea. Thus,' while there can be mo possible o 
tion to the use of penicillin prophylaxis in hospital cl 
where its use is well controlled, it would appear tha 
specific recommendations for changes in the state 
or regulations would at this time be premature. It is, 
ever, quite possible that further investigations will permit 
firm recommendations for a prophylaxis with an anti- 







.123 


.Vol. 148, No. 2 

^ biotic with a wider spectrum than is possessed by penicil- 
: lin and without the objections that can now be made 
■ against the penicillin procedure. 

ARTERIOVENOUS PULMONARY FISTULA 

Hereditary hemorrhagic telangiectasia, or Rendu- 
Osler-Weber disease, is an uncommon but well-estab¬ 
lished clinical entity characterized by multiple telangiec- 
fasias, hemorrhages, and hereditary transmission. The 
lesions are commonly seen on the face, the lips, and the 
mucosa of the nose, lips, mouth, and the gastrointestinal 
tract. Telangiectasias may also involve various viscera._ 
The literature contains only occasional reference to pul¬ 
monary involvement, which is usually discovered post¬ 
mortem. Bowers * reported in 1936 the death of a new¬ 
born child caused by hemorrhage from a ruptured pul¬ 
monary hemangioma. Rodes,^ in 1938 reported what 
appears to be the first case of hemangioma of- the lung 
associated with secondary polycythemia. His patient had 
cyanosis, clubbed fingers and toes, and polycythemia. 
The red blood cell count was 7,540,000 and the hemo¬ 
globin 118%. The patient died from a massive pul¬ 
monary hemorrhage, and the postmortem revealed two 
hemangiomas in the right lung and one in the left. Smith 
and Horton reported a similar case in a man of 47. 

Hepburn and Dauphinee •’ are credited with having 
performed the first pneurrtonectomy in a girl, 23, with 
polycythemia and an infiltrating lesion of the lung. The 
lung contained a large angiomatous mass in the midpor¬ 
tion of the lower lobe. Immediately after the operation, 
there was disappearance of cyanosis, a more gradual dis¬ 
appearance of clubbing of the digits, and pronounced 
improvement in general health. Janes * reported a man of 
30 with cyanosis, multiple small hemangiomas on the 
lower lip, and a history of coughing up bright blood. Ra¬ 
diographs showed two shadows in the right lung and one 
in the left. There was a blowing murmur in the region of 
the cardiophrenic angle. The right side was operated 
upon first, and two hemangiomatous lesions were re¬ 
moved by local excision. Six months later two lesions in 
the left lobe were excised. 

Subsequent reports by Goldman,'^’ Jones and Thomp- 
son,“ Adams and his co-workers,’ of Burchell and 
Clagett,® and of Makler and Zion “ have contributed to 
the formulation of a comprehensive picture of this inter¬ 
esting entity. The symptoms, signs, and the course of the 
condition in all of the reports were sufficiently similar 
for a clinical entity of cavernous hemangioma or arterio¬ 
venous fistula of the lung with secondary polycythemia 
to be established. The patients showed the characteristic 
triad of cyanosis, clubbing of the fingers and toes, and 
polycythemia. Other symptoms were dizziness, headache, 
faintness, thickness of speech, fatigue, and dyspnea on 
exertion. The arterial blood showed low oxygen satura¬ 
tion. A striking negative finding was the absence of signs 
of cardiac disease. The cyanosis that occurs in these cases 
is due to the shunt effect of the tumor, which deviates 
blood from the pulmonary artery into a pulmonary vein 
without transmission through the alveolar capillaries. 
The clubbing of the digits and the polycythemia develop 
as secondary manifestations of systemic anoxemia. The 
polycythemia is a compensating mechanism, an attempt 
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on the part of the hematopoietic system to compensate for 
the anoxemia. The blood picture differs from that in pri- _ 
mary polycythemia by the absence of basophilic stippling 
and by the absence of immature white cells. 

A constant radiological finding is that of one or more 
nonprogressive pulmonary lesions that are seen as round 
masses, and which on fluoroscopic examination may be 
seen to pulsate. A continuous murmur, loudest at inspira¬ 
tion and fading out at expiration, may be heard over 
the lesion. 

The lesions described are probably all congenital and 
in some cases hereditary. They represent developmental 
abnormalities of capillaries, small venules, and small 
arterioles. _The pathological changes are those of a dis¬ 
tended afferent artery and distended efferent veins. Be¬ 
tween the arterial and venous system there is either a 
direct communication through one or several larger vas¬ 
cular trunks or a network of distended vessels instead of 
capillaries. Degenerative changes develop in the walls 
and may lead to rupture. 

Moyer and Ackerman state that of the 15 cases 
reported in the literature up to 1948, association with 
hereditary hemorrhagic telangiectasias was demonstrated 
in only 3, although 9 patients had telangiectasias of the 
nose, face, or lips. They reported a family with hemor¬ 
rhagic hereditary telangiectasias, two members of which 
had visceral involvement consisting of pulmonary arterio- ; 
venous fistula. ’ 

■ Treatment of arteriovenous pulmonary fistula is essen- ' 
tially surgical. In view of the modern advances in thoracic 
surgery, it presents no difficulties. Eradication of .the 
fistula may be accomplished rarely, as in the case of 
Janes, by local excision and more commonly by a lobec-. 
tomy or a pneumonectomy. Bisgard,“ and Hepburn and 
Dauphinee and others stress that surgical intervention- 
is indicated in these cases, even in' the absence of in¬ 
capacitating symptoms, because oLthe hazard of a fatal 
pulmonary hemorrhage or of thrombotic sequelae due to 
polycythemia. 

' The steadily increasing number of cases reported sug¬ 
gests that the condition is much commoner than has been 
supposed. Awareness of the picture should lead to a more ' 
frequent diagnosis of the condition. 


1. Bowers, W. F.i Rupture of Visceral Hemangioma as Cause of Death, 
with Report of Case of Pulmonary Hemangioma, Nebraska M. J. 21:55 
(Feb.) 1936. 

2. Rodes, C. B.: Cavernous Hemangiomas of Lung with Secondary 
Polycythemia, J. A. M. A. 110: 1914 (June 4) 1938, 

3. Hepburn, J., and Dauphinee, J. A.; Successful Removal of He¬ 
mangioma of Lung Followed by Disappearance of Polycythemia, Am J 
M. Sc. 204:681 (Noy.) 1942. 

4. Janes, R. M.: Multiple Cavernous Haemangiomas of Lungs Success¬ 
fully Treated by Local Resection of Tumours, Brit, J. Surg. 31: 270 (Jan,) 
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ORGANIZATION SECTION 


FACTS ABOUT A. M. A. DUES FOR 1952 

The following information on membership dues for the 
American Medical Association for 1952 has been compiled by 
the office of the Secretary of the American Medical Association, 

J. American Medical Association membership dues for 1952 
are $25. 

2. Fellowship dues for 1952 have been abolished. 

3. American Medical Association membership dues are levied 
on “active” members of the Association. A member of a con¬ 
stituent association who holds the degree of Doctor of Medicine 
or Bachelor of Medicine and is entitled to exercise the rights 
of active membership in his constituent association, including 
the right to vote and hold office as determined by his constitu¬ 
ent association, and has paid his American Medical Association 
dues, subject to the provisions of the By-Laws, is an “active” 
member of the Association. 

4. American Medical Association membership dues are pay¬ 
able through the component county medical society or the con¬ 
stituent state or territorial medical association, depending on the 
method adopted locally. 

5. Commissioned medical officers of the United States Army, 
the United States Navy, the United States Air Force or the 
United States Public Health Service, who have been nominated 
by the Surgeons General of the respective services, and the per¬ 
manent medical officers of the Veterans Administration and the 
Indian Service, who have been nominated by their Chief medi¬ 
cal Directors, may become Service Fellows on approval of the 
Judicial Council. Service Fellows need not be members of the 
component county or constituent state or territorial associations 
or the American Medical Association. They" do not receive any 
publication of the American Medical Association except by per¬ 
sonal subscription. If a local medical society regulation permits, 
a Service Fellow may elect to become an active member of a 
component and constituent association and the American Medi¬ 
cal Association, in which case he would pay the same member- 

ip dues as any other active member and receive a subscription 

The Journal of the American Medical Association. 

6 . An active member of the American Medical Association 
may be excused from 'fhe payment of American Medical Asso¬ 
ciation membership dues when it is deemed advisable by the 
Board of Trustees, provided that he is partially Or wholly ex¬ 
cused from the payment of dues by his component society and 
constituent association. 

The following may be excused in accordance with this pro¬ 
vision: (fl) members for whom the payment of dues would con¬ 
stitute a financial hardship as determined by their local medical 
societies; ( 6 ) members in actual training but not more than five 
years after graduation from medical school; (c) members who 
have retired from active practice; (rO members who have reached 
the age of 70, on request, and starting January 1 following the 
70th birthday, and (e) members who are called to active duty 
with the armed forces (exemption begins July 1 or January 1 
following entrance on active duty). The last two categories are 
, excused from A. M. A. dues regardless of local dues exemptions. 

7. Active members of the American Medical Association are 
not excused from the payment of American Medical Association 
membership dues by virtue of their classification by their local 
societies as “honorary” members or because they are excused 

[j from the payment of local and state dues. Active members rnay 
I be excused from the payment of American Medical Association 
( membership dues only under the provision described in para¬ 
graph 6 above. 

( 8 . American Medical Association membership dues include 

! ! subscription to The Journal of the American Medical Asso- 
! i ciATioN. Active member of the Association who are excused from 
|! \ the payment of dues will not receive The Journal except by 
f, I personal subscription at the regular subscription rate of $15 
A \ a year. 

I ( *1 9. Members may substitute one of the special journals pub- 

[:[ ; lished by the Association for The Journal to which they are 
' j entitled as members. 

I { 


10. A member of the American Medical Association w] 
joins the Association bn or after July 1 will pay membersh 
■ dues for that year of $12.50 instead of the full $25 membcrsli 
dues. 

11. An active member is delinquent if his dues are not p; 
by June 1 of the year for which dues are prescribed and sK 
forfeit his active membership in the American Medical Av 
ciation if he fails to pay the delinquent dues within thirty dr 
after the notice of his delinquency has been mailed by the & 
retary of the American Medical Association to his last knoi 
address. 

12 . Members of the American Medical Association who hr 
been dropped from the Membership Roll for nonpayment* 
annual dues cannot be reinstated until such indebtedness I 
been discharged, but such indebtedness shall apply only to 1 
one year of delinquency. 

13. The apportionment of delegates from each constitii 
association shall be one delegate for each thousand ( 1 , 000 ), 
fraction thereof, acrive members of the American Medical As 
ciation as recorded in the office of the Secretary of the Amen) 
Medical Association on December 1 of each year. 

SCIENTIFIC EXHIBIT, CHICAGO SESSION 

Attention is called to the fact that applications for space 
the Scientific Exhibit at the Chicago Session of the Amerii 
Medical Association, June 9-13, 1952, will close on January 
Applications should be sent immediately so that the Commii 
on Scientific Exhibit will have an opportunity to consider tli 
Late applications will be placed on the waiting list to be c 
sidered by the Committee if space is available. 

Applications should be sent to the Director, Scientific Exhi 
American Medical Association, 535 N. Dearborn St., Chicago 

WOMAN’S AUXILIARY CONFERENCE 

The two-day, eighth annual conference of the presidents 
presidents-elect of the auxiliaries to the state medical socie 
and the committee chairmen of the Woman’s Auxiliary to 
American Medical Association drew a registration of more t 
150. The conference, held in Chicago Nov. 14-15, was b 
around the theme “Working Together for Health.” Among 
many speakers during the conference were Auxiliary Presii 
Mrs. Harold F. Wahlquist, Minneapolis; Dr. Ernest B. How 
Assistant Secretary of the A. M. A.; Edward H. O’Coni 
Chicago, managing director of the Insurance Economic Soc 
of America, and Dr. Walter Judd, Minneapolis, a mcmbei 
the House of Representatives in Washington. Dr. Judd's ins 
ing speech will be published in the December Bulletin of 
Woman’s Auxiliary. Mrs. Ralph Eusden, Long Beach, Ca 
President-Elect of the Auxiliary, presided at “the conferc 
sessions. 

TWO HUNDRED ATTEND 
SCHOOL HEALTH MEETING 

More than 200 persons—educators, physicians, and pii 
health officials—from 36 states, the District of Colum 
Hawaii, Japan, and Israel, attended the Third National ( 
ference on Physicians and Schools, which was held recentl 
the Moraine Hotel in Highland Park, Ill. The conference 
sponsored by the Bureau of Health Education of the A. M 
Dr. W. W. Bauer, Bureau Director, told the gathering that 
purpose of the conference was to develop cooperative and el 
tive health services for school children. Many speakers t 
part in the two-day program, including Fred V. Hein, Ph 
health education consultant, and Dr. Donald A. Dukelow, m 
cal consultant, of the Bureau. Conference participants v 
divided into five discussion groups, covering every phase of 
school child’s health. Each division made a report which 
adopted by the conference. Several reports emphasized the 
po'rtance of having the family physician conduct the he 
examinations of children whenever possible. 
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MEDICAL NEWS 


ALABAMA 

Personal.—Dr. Walter S. Parsons, Mobile, has been named a 
chevalier de la Legion d’Honneur by the French governinent in 
recognition of services rendered to the Allied cause during the 
two World Wars and particularly to the Free French Forces 
during the last conflict. 

ARKANSAS 

Annual Ncuropsychiafric Meeting.—The fourth annual neuro¬ 
psychiatric meeting of the Veterans Administration Hospital, 
North Little Rock, Ark., will be held there February 28-29. 
Among the guest lecturers will be Dr. Leo H. Bartemeier, 
president, American Psychiatric Association, Detroit, Mich.; 
Dr. Daniel Blain, medical director, American Psychiatric As¬ 
sociation, Washington, D. C.; Vice-Admiral (retired) Joel T. 
Boone, chief medical director. Veterans Administration, Wash¬ 
ington, D. C.; Dr. Paul C. Bucy, neurosurgeon, Chicago; Dr. 
D. Ewen Cameron, president-elect, American Psychiatric Associ¬ 
ation, Montreal, Canada; Dr. Edward H. Cushing, assistant chief 
medical director. Veterans Administration, Washington, D. C.; 
Dr. Edwin F. Gildea, head, department of neuropsychiatry, 
Washington University School of Medicine, St. Louis; O. Hobart 
Mowrer, Ph.D., research professor of psychology. University of 
Illinois, Urbana; Dr. Philip Thorek, surgeon, Chicago; and Dr. 
Harvey J. Tompkins, chief, psychiatry and neurology division, 
Veterans Administration, Washington, D. C. There will be also 
about ten clinical demonstrations and thirty technical exhibits 
concerned with the hospital itself. There will be no charge for 
registration, and” attendance of all interested professional per¬ 
sonnel will be welcomed. Information may be obtained from Dr. 
Ewin S, Chappell, Director of Professional Education, Veterans 
Administration Hospital, North Little Rock, Ark. 

CALIFORNIA 

Dedicate Research Building.—The $25,000 one story building 
built by the Alumni Research Foundation of the College of 
Medical Evangelists on the Loma Linda campus was dedicated 
November 25. Dr. Roger W. Barnes, Los Angeles, foundation 
president, presided at the exercises. Several alumni are helping 
the foundation to further research at the College of Medical 
Evangelists by assigning to the foundation all profits from the 
sale of medical instruments specially developed by them. The 
research shop will house machinery used in the manufacture of 
some of these instruments. 

COLORADO 

Metz Aw.nrd Established.—The Colorado Society of Anesthesi¬ 
ologists has announced the creation of the C. Walter Metz 
Award. This award is to be given annually to a member of that 
society for outstanding achievement in the field of anesthesi¬ 
ology. 

Dr. Sabin Honored.—Dr. Florence R. Sabin, Denver, was 
honored at recent ceremonies at which the new $1,000,000 
cancer wing at the University of Colorado Medical Center was 
dedicated. The new wing will be known as the Florence R. Sabin 
Building for Research in Cellular Biology. Among the speakers 
at the dedicatory ceremonies was Dr. Leonard A. Scheele, 
Surgeon General, U. S. Public Health Service. The ceremonies 
were held December 1-2, a few days after Dr. Sabin celebrated 
her 80th birthday, at which time her colleagues honored her at 
a dinner and presented her with a bound volume of felicitations 
from all parts of the country. Dr. Sabin has had a brilliant 
career as teacher, research worker, physician, counselor, and 
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public health leader. She was recently awarded the General Rose 
Memorial Hospital’s 1951 medal for distinguished public service. 

She is one of six honorary members of the .Colorado State 
Medical Society. 

FLORIDA 

Lectures at Children’s Cardiac Home.—Dr. Robert P. Grant, 
member of the National Heart Institute, Bethesda, Md., com¬ 
pleted a series of lectures on “Spatial Vector Electrocardiog¬ 
raphy” to a group of Miami physicians December 17-21. The 
course was arranged and sponsored by the National Children’s 
Cardiac Home. 

ILLINOIS 

Appointments to State Board of Health Advisors.—Four addi¬ 
tional members have been appointed to the State Board of Public 
Health Advisors, an adjunct to the state department of public 
health. They are Dr. Frank J. Jirka, Chicago, former director of 
the state health department and clinical associate professor of 
surgery. University of Illinois; Dr. Charles O. Lane, West Frank¬ 
fort, member of the council of the Illinois State Medical Society; . 
Dr. Frank Garm Norbury, Jacksonville, and Miss Jessie F. . , 
Binford, Chicago, executive director of the Juvenile Protec¬ 
tive Association. The four new positions on the board were 1 
created by House Bill 590, which was passed by the 67th ; 
General Assembly. ! 

Chicago . J 

Indigent Arthritic Patients to be Rehabilitated.—^The Arthritis I 
and Rheumatism Foundation, Illinois Chapter, has announced i 
in connection with its $350,000 drive for funds in Illinois that ' , !• 
60% of the funds raised in Chicago will be used to give aid 
medically and financially to the indigent victims of arthritis and 
rheumatism in Chicago. It is the first time, according to the 
foundation, that these sufferers will be aided through the Illinois 
Chapter. It has established II clinics in the city for indigent 
patients. Each applicant will be placed under the care of a 
special team consisting of a physician, therapist, rheumatologist, ' 
orthopedist, medical social worker, and a nurse. As each wage 
earner is rehabilitated another will be investigated. Forty per 
cent of the funds collected locally will go to the national foun¬ 
dation for research. 

INDIANA 

Lions Club Gift to University.—Members of the Lions Clubs of 
Indiana attended an open house held in the Indiana University 
School of Medicine department of radiology, Indianapolis, on 
December 2. State officers of the Lions and trustees of the Lions 
Club Cancer Control Fund were guests at a luncheon preceding 
the afternoon program. The affair was arranged in recognition 
of the activities of Indiana Lions in underwriting the purchase 
of x-ray equipment, including the million-volt unit. The clubs 
pledged $50,000 to equip the department, and about $42,000 of 
that amount has been paid. 

MARYLAND 

New System to Correct Birth Records.—^The bureau of vital 
records of the Baltimore City Health Department on October 18 
closed the first year of its birth record correction advisory 
service. The names of a number of residents of Baltimore, 
especially children, do not match their birth certificates and 
could some day result in tax mix-ups and loss of inheritances 
and social security benefits. A new system was developed last 
year by the bureau of vital records in cooperation with the legal 
aid bureau. Confidential sessions are held from 5 to 7 p, m. on 
the second and fourth Wednesday of each month. Problems in¬ 
volving names in questions of legitimacy and paternity of more 
than a hundred persons have been straightened out, and the 
bureau has handled other changes in the records resulting from 
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adoptions, legal changes of name, and previously unrecorded 
births. A special feature of the service is the opportunity given 
unwed parents, under certain conditions, to give the father’s 
surname to their issue without court action. 

MASSACHUSETTS 

Appoint Assistant Dean.—Dr. David McLean Greeley, Prince¬ 
ton, N. J., has been appointed assistant dean at Boston Univer¬ 
sity School of Medicine. He will also take charge of admissions 
and student relations at the school of medicine and will be 
active on the staff of the Massachusetts Memorial Hospitals as 
a member of the medical associates. Dr. Greeley succeeds Dr. 
Francis C. Lowell, who will continue teaching and research on 
allergy at the school of medicine and at the Massachusetts 
Memorial Hospitals, Boston. From 1941 until his recent appoint¬ 
ment Dr. Greeley was an instructor in pediatrics at Columbia 
University, New York. He has also been assistant attending 
pediatrician at Babies’ Hospital, New York, and chief of the 
pediatric cerebral palsy clinic of that hospital; attending pedi¬ 
atrician at St. Francis Hospital, Trenton, N. J.; attending 
pediatrician at the House of St.. Giles the Cripple, Garden City, 
N. Y., and pediatric consultant of the United Cerebral Palsy 
Association’s Chestnut Hill Project in Pennsylvania. Dr. Greeley 
is the third member of the family doing medical work in Boston. 
Dr. Hugh Payne Greeley, the father, is doctor of internal medi¬ 
cine at Boston’s Lahey Clinic, and Dr. Hugh McLean Greeley 
is interning at the Massachusetts Memorial Hospitals. 

MICHIGAN 

Surgical Chief Retires.—^Dr, Frank C. Witter was honored by 
the surgical staff of the Highland Park General Hospital at a 
..dinner November 28 commemorating his retirement as chief of 
the surgical department of the hospital, a position he has held 
for 30 years. He will continue in the private practice of surgery. 

Paul De Kruif Made Honorary Member of County Society.— 
Paul de Kruif, Ph.D., was made an honorary member of the 
Ottawa County Medical Society at its regular meeting December 
7 in the city of Holland, at which time the following resolution 
was passed: 

Whereas, Dr. Paul de Kruif, a native son of Ottawa County, born in 
eland, Michigan, has brought fame to himself and to this community 
his outstanding ability as a medical writer, and 
Vhereas, Dr. Paul de Kruif has distinguished himself for his services 
cl attainments in medicine and the allied sciences, and 
Whereas, Dr. Paul de Kruif has rendered other services of unusual 
value to organized medicine and the medical profession, be it therefore 
Resolved, That Dr. Paul de Kruif be elected as an honorary member 
to the Ottawa County Medical Society. 

Course on Ihe Acoustical Spectrum—^The School of Public 
Health of the University of Michigan, Ann Arbor, in collabora¬ 
tion with the Institute of Industrial Health, will offer a course 
on the “Acoustical Spectrum, Sound—Wanted and Unwanted,” 
February 5-8 under the chairmanship of Dr. Carey P. McCord. 
The course will include material on sound, sonics, biophysics of 
sound perception, effects of sound, and sound' control. The 
course is given to serve public health, industrial health and safe¬ 
ty personnel, industrial management and municipal officials, 
industrial physicians, otologists, and general practitioners. The 
enrollment fee of $10 should be submitted with application for 
enrollment to H. E. Miller, School of Public Health of Ihe 
university. ' 

MINNESOTA 

ti< Dr. Lundy to be Guest Editor of Lancet. —^Dr. John S. Lundy, 
III head of the department of anesthesiology of the Mayo Clinic, 
i:, Rochester, has' been named guest editor of The Journal Lancet 
|i; for the February, 1952, issue. Dr. Lundy plans to devote the 
entire issue to the subject of pain. 

Phi Delta Epsilon Lecture.—^This annual lecture, presented at 
the University of Minnesota, Minneapolis, will be given in the 
auditorium of the Museum of Natural History at 8:15 p. m. 
If February 14. Dr. Charles P. Bailey of Philadelphia will discuss 
;|! “Recent Advances and Future Trends in Cardiac Surgery.” All 
i physicians and medical students are invited to attend. 

i! ■ ^ 


NEW YORK 

Brookljm Aftercare Clinic.—A new aftercare clinic in BroolK-' 
to centralize service to convalescent patients from several k 
stitutions is now operating on a limited schedule. The chV' 
which will contain 11 consultation offices, a group therapy cer^ 
ter, and general office space, is at 153 Pierrepont St. The s'ervL- 
is similar in organization and facilities to the Manhattan After 
care Clinic, which has been in operation since 1944. The new 
clinic serves convalescent patients from Kings Park, Pilgrim 
Central Islip, and Creedmoor state hospitals, Letchworth Villac, 
and Wassaic State School, and other institutions neeclinc tiil 
service. It will provide psychiatric and social service, each pn 
ticipating institution conducting its own clinics at stated time 
with its own personnel. The clinic will be open daily and eve 
nings as needs of the patients indicate. 

New York City 

Joint Meeting of Tuberculosis,and Heart Societies.—A joii 
meeting of the Tuberculosis Sanatorium Conference of Metre 
polifan New York and the New York Heart Association wilU 
held at 8:30 p. m. January 22 in Hosack Hall of the New Yor 
Academy of Medicine. The following program will be presents 

Irving S. Wriglii, Diagnosis and Treatment of Pulmonary Infarction. 
Charles T. Dotter, Angiocardiography in Diagnosis of Mediaslia 
Masses. 

Herbert C. Maier, Surgical Treatment of Tuberculous Pericarditis. 

Personals.—Dr. Edward H. Mandel has been appointed assista 
clinical professor of dermatology at the New York Medic 

College-Flower and Fifth Avenue Hospital.-A dinner 

honor of Dr. Clarence P. Oberndorf on the occasion of his 70 
birthday will be given him by his friends and colleagues tl 
evening of February 15 at the Waldorf-Astoria in New Yot 

-Dr. Fred W. Stewart lectured to staff members of tl 

Armed Forces Institute of Pathology, Washington, D. C., i 
December 11 and 13 on “Spontaneous Involution of Cancer ai 
Cancer of the Breast.” 

OHIO 

County^ Society Anniversary.—The 80th anniversary- of 1 
founding of the Mahoning County Medical Society is to 
celebrated January 15. A banquet on that date at the Younj 
town Country Club will honor all living past presidents of t 
society. 

TEXAS 

Drs. Cori to Give First Bodansky Lecture.—^The Meyer Bodt 
sky Lectures at the University of Texas Medical Branch, G 
veston, will be inaugurated by Dr. and Mrs. Carl F. Cori, 
Washington University School of Medicine, St. Louis, on Febi 
ary 13, The Meyer Bodansky Lectureship was established by 
group of Galveston business men in memory of the late I 
Meyer Bodansky, who was professor of pathological chemist 
at the University of Texas Medical Branch from 1926 to i 
death. Dr, Carl F. and Dr. Gerty T. Cori received the Nol 
Prize in J947 for their contributions on carbohydrate me 
holism, 

GENERAL 

Personal.—Dr. Martha Eliot, chief of the United States Cl 
dren’s Bureau, received the American Woman’s Associati 
Award for Eminent Achievement December 9, in recognition 
her “spirit of leadership and career of service to others.” 

Masonic Fund for Research on Dementia Praccox.—The Sc 
tish Rite Masons of the Northern Jurisdiction have approprial 
$70,000 for study on dementia praecox, on which they h£ 
spent over a million dollars since 1935. The fund will be us 
this year. 

Death of Dr, Irwin.—Robert B. Irwin, LL.D., Port Orcha 
Wash.,, retired executive director of the American Foundati 
for the Blind, died at his home December 12, aged 68 , of a he 
attack. He had been executive director of the American Foun< 
tion for the Blind from 1929 to 1950. Dr. Irwin had been bli 
since the age of 5. 
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Meeting of Palliologisls and Cancer Society.—The South Cen¬ 
tral Regional Committee of the College of American Pathologists 
has planned a joint meeting with the Louisiana Association of 
Pathologists and the state division of the American Cancer 
Society at the Hotel Roosevelt in New Orleans February 1-2. 
The first day will be devoted to a tumor seminar, with Dr. Lauren 
,V. Ackerman, Washington University School of Medicine, St. 
Louis, as the guest conductor. Ten papers will be given on 
Saturday. 

Society Elections.—At the annual meeting of the Association for 
Research in Nervous and Mental Disease in New York, Decem¬ 
ber 14-15, the following officers were elected for 1952: Dr. 
H. Houston Merritt, New York, president; Dr. Robert F. Loeb, 
New York, first vice-president; Dr. Charles D. Aring, Cincinnati, 
second vice-president; Dr. Clarence C. Hare, New York, secre¬ 
tary-treasurer, and Dr. Rollo I. Masselink, New York, assistant 
secretary. Two additional trustees elected to the board of 
trustees were Drs. H. Houston Merritt and Clarence C. Hare. 
The subject for the 1952 meeting will be “Metabolic and Toxic 
Diseases of the Nervous System.”-The American Associa¬ 

tion of Medical Clinics at its annual session in Los Angeles 
December 3 elected the following officers for the coming year; 
Dr. Dean H. Echols, Ochsner Clinic, New Orleans, La., presi¬ 
dent; Dr. Russell 3. Moe, Duluth (Minn.) Clinic, vice-president; 
and Dr. Arthur H. Griep, Welborn Clinic, Evansville, Ind., 
secretary-treasurer. The next meeting will be held in Denver 
in December, 1952, immediately prior to the American Medical 
Association clinical session. 

The Nation’s Health in 1951.—United States citizens enjoyed 
exceptionally good health in 1951, according to Dr. Louis 1. 
Dublin of the Metropolitan Life Insurance Company, New York. 
The death rate in the United States was about 917 per 1,000, or 
only 1% above the all-time low mark set in 1950, Dr. Dublin 
reported. The excellent record of 1951 was achieved in the face 
of a wave of respiratory disease in February and March. The 
year’s death rale from tuberculosis appears to have fallen below 
20 per 100,000 population, a mark not expected for several years 
yet, and a reduction from last year of better than 10%. One has 
to go back only to 1943 to find a rate double that of 1951, and 
only to 1933 for a rate three times as high. The infant mortality 
rate, estimated at 29 per 1,000 live births, will equal or perhaps 
slightly better in 1951 the all-time low of 1950. The maternal 
mortality rate, estimated at less than seven in every 10,000 live 
births, will set a new low. Within five years this rate has been 
cut more than 50%. Although the number of children is now 
greater than ever before in our history, communicable diseases 
of childhood are an insignificant part of the total mortality. The 
leading causes of death among children are accidents and cancer. 
Foliomyelitis was slightly less prevalent than in 1950, and the 
mortality also was slightly lower. The total number of cases for 
the year was about 29,000 as compared with more than 33,000 
in 1950. Despite the outbreak of respiratory disease in the early 
months of 1951, the death rate from respiratory conditions re¬ 
mained low, with the combined rate from pneumonia and influ¬ 
enza rising less than 5% over 1950. Mortality from appendicitis 
continued to decline in 1951 and is now nearly 75% less than 
10 years ago. 

The degenerative diseases of middle and later life and cancer 
dominate the mortality picture in this country and in 1951 
showed a modest increase over the year before. This is not 
unexpected in view of the steady rise in the average age of the 
population and the respiratory epidemic of early 1951 that 
hastened the deaths of many older persons. However, there was 
a small decrease in the death rate from diabetes. Mortality from 
accidents was up in 1951. Motor vehicle accidents account for 
about half the total increase, and occupational accidents showed 
an increase, the latter probably reflecting the rise in industrial 
production stimulated by the defense program. Other public 
accidents were also greater in number in 1951 than in 1950. 

Honor Antibiotic Discoverers.—Portraits of the discoverers of 
various antibiotics were presented to pharmaceutical houses in 
a ceremony at the National Press Club in Washington Decem¬ 
ber 13. Except for the portrait of Sir Alexander Fleming, each 
oil painting was presented to the pharmaceutical company which 
played the leading role in translating a test tube discovery into 
practical everyday use. Fleming’s portrait was presented to Dr. 
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Chester S. Keefer, Boston, who has been ’identified'with the 
evaluation of penicillin since it was first introduced into this 
country. Dr. Keefer currently heads the National Research 
Council’s Committee on Antibiotics, and during World W ar U - 
he directed the nationwide research program designed to deter-, 
mine the clinical- usefulness of penicillin. All the portraits 
were executed by Bernard Godwin, a Washington portrait paint¬ 
er. Reproductions of these portraits appear in a new book, “Anti¬ 
biotic Therapy,” just published. Henry Welch, Ph.D., chief of 
the Food and Drug Administration’s Division of Antibiotics, 
presented the Fleming portrait to Dr. Keefer, who in turn pre¬ 
sented the remaining portraits to executives of the pharmaceuti¬ 
cal manufacturers. The other portraits were presented as follows: 
the portrait of Rene ). Dubos, Sc.D., of the Rockefeller Institute, 
discoverer of tyrothricin, was presented to Sharp & Dohme of 
Philadelphia; the portrait of Selman A. Waksman, Ph.D., 
Rutgers University, discoverer of streptomycin, was presented 
to Merck & Company of Rahway, N. L; the portrait of Dr. 
Frank L. Meleney and Balbina Antoinette Johnson of Columbia 
University, co-discoverers of bacitracin, was presented to Com¬ 
mercial Solvents Corporation; the portrait of Benjamin Minge 
Duggar, Ph.D., of Lederie Laboratories, discoverer of aiireo- 
mycin, was presented to Lederie Laboratories, Pearl River, 
N. y.; the portrait of Paul Rufus Burkholder, Ph.D., chairman 
of the department of plant science at Yale University, New 
Haven, Conn., discoverer of Chloromycetin, was presented to 
Parke, Davis Company, Detroit; the portrait of the late John L. 
Smith, former president and chairman of the board, was pre¬ 
sented to the Pfizer Company, Brooklyn. Since a large number 
of the researchers on the Pfizer staff participated in the “team 
project” which discovered terramycin, it was decided to honor 
the head of the company at the time the work was undertaken: 
The portraits were made available for the presentation ceremony 
by Dr. Henry Klaunberg, head of the Arundel Press, Washing¬ 
ton, which published the book on antibiotic therapy. 


CORRECTION 

Number of X-Ray Examinations.—In the Internship and Resi¬ 
dency Number of The Journal, Sept. 29, 1951, page 449, the 
number of x-ray examinations made at the Kings County Hos¬ 
pital, Brooklyn, was erroneous as published and should have 
been 113,912. 

38th Parallel Medical Society.—^T he Journal, Nov. 17, 1951, 
page 1,156 published an item submitted from “somewhere in 
Korea” stating that the "38th Parallel Medical Society” was 
said to be the first of its kind ever to be organized on the battle¬ 
field. Dr. James B. Hall of Mount Dora, Fla., writes that a cor¬ 
rection is in order and calls attention to an item in The Journal 
June 5, 1943, page 380, entitled “Allied Papuan Medical 
Society,” which held regular monthly meetings “somewhere in 
New Guinea” during World War II. 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 

Ai^b^ma: Examina/lon. Montgomery, June 24-26, 1952. Sec., Dr. D. G. 
GiU, 537 Dexter Ave., Montgomery 4. 

Arizona:* Examinarjon. Phoenix, Jan. 19. Reciproci/y, Phoenix, Jan. 15-17. 
Sec., Dr. H. Patterson, 316 W. McDowell Road, Phoenix. 

Arkansas:* Reguhr. Little Rock, June 5-6. Sec., Dr. Joe Vccser, HarrU- 
burg. Eclectic. Little Rock, June 5-6. Sec., Dr. Frank C. Smith, 2301 
Broadway, Little Rock. 

Caufornia; U'ritten. Los Angeles, Feb. 18-21; San Francisco, June 23-26; 
Los Angeles, Aug. 18-21; Sacramento. Oct. 20-23. Application must be 
received at least two weeks prior to dale of examination. Oral for Reci¬ 
procity Applicants. Los Angeles, Feb. 16; San Francisco, June 21; Los 
Angela, Aug. 16; San Francisco, Nov. 8, Applicants are requested not 
to arrange to come to an oral examination until they receive notice from 
the Credentials Committee. Oral and Clinical for foreign Medical School 
Graduates. Los Angeles, Feb. 17; San Francisco. June 22; Los Angeles, 
Aug. 17; San Francisco, Nov. 9. Sec., Dr. Frederick N. Scatena, 1020 N 
St., Sacramento. 
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Connecticut:* Rcgutar Examination. Hartford, March 11-12. Sec. to the 
Board, Dr. Creighton Barker, 160 St. Ronan St., New Haven. Homeo- 
palhic Examination. Derby, March 11. Sec., Dr. Donald A. Davis. 38 
Elizabeth St., Derby. 

Georgia: Atlanta and Augusta, June. Sec., Mr. R. C. Coleman, 111 State 
Capital, Atlanta 3. 

Guam: The Commission on Licensure will meet whenever a candidate 
appears or submits his credentials. E.x. Sec., Dr. John K. Battenfield, 
Agana. 

Hawaii: Examination. Honolulu. Jan. 14-17, Final date for filing applica¬ 
tion is Dec. 14. Sec,, 1. L. Tilden, 1020 Kapiolani St., Honolulu. 

li-LiNois; Chicago, Jan. 22-24. Supt. of Regis., Mr. Charles F. Kervin, 
Capitol Bldg., Springfield. 

Indiana: Indianapolis, June 1952. Sec., Dr. Paul R. Tindall, 1138 K of P 
Bldg., Indianapolis 4. 

Maine: Portland, March 11-12. Sec., Dr. Adam P. Leighton, 192 State St., 
Portland. 

Massachusetts: Examination. Boston, Jan. 15-18. Sec., Dr. Robert C. 
Cochrane, Room 37 State House, Boston. 

Michigan:* Examination. June. Sec., Dr. J. E. McIntyre,. 100 W. Allegan 
St., Lansing 8. 

Minnesota:* Minneapolis, Jan. 15-17. Sec., Dr. J. F. Du Bois, 230 Lowry 
Medical Arts Bldg., St. Paul 2. 

Missouri: Examination. Jefferson City, Feb. 19-21. Reciprocity. Jefferson 
City, Feb. 11. Exec. Sec., Mr. John A. Hailey, Box 4, State Capitol 
Bldg., Jefferson City. 

Montana: Helena, April 1. Sec., Dr. S. A. Cooney, 214 Power Block, 
Helena. 

Nevada:* Carson City, Feb. 4. Sec., Dr. George H. Ross, 112 Curry St., 
Carson City. 

New Hampshire: Concord, March 12-13. Sec., Dr. John S. Wheeler, State 
House, Concord. 

New Jersey: Examination. Trenton, June 17-19. Sec., Dr. E. S. Hallinger, 
28 W. State St., Trenton. 

New Me.xtco;* Santa Fe, April 7-8. Sec., Dr. Charles J. McGoey, Coro¬ 
nado Bldg., Santa Fe. 

New York: Examination. Albany, Buffalo, New York City and Syracuse, 
Feb. 5-8. Sec., Dr. Jacob L. Lochner, Jr., 23 S. Pearl St., Albany. 

North Carolina: Endorsement. Raleigh, Jan. 21. Sec., Dr. Joseph J. 
Combs, 439 Professional Bldg., Raleigh. 

■ Oklahoma:* Examination. Oklahoma City, June 4-5. Sec., Dr. Clinton 
Gallaher, 813 Braniff Bldg., Oklahoma City. 

Pennsylvania: Philadelphia, Jan 22-25. Acting Sec., Mrs. M. G. Steiner,- 
351 Education Bldg,, Harrisburg. 

Puerto Rico: Examination. San Juan, March 4. Sec., Mr. Luis Cueto 
Coll, Box 3717, Santurce. 

South Dakota:* Examination. Sioux Falls, Jan. 15-16. Ex. Sec., Mr. John 
C. Foster, 300 First National Bank Bldg., Sioux Falls. 

Vermont: Burlington, Jan. 31-Feb. 2. Sec., Dr. F. J. Lawliss, Richford. 

Wyoming: Cheyenne, Feb. 4. Sec., Dr. Franklin D. Yoder, Capitol Bldg., 
Cheyenne. 

BOARDS OF EXAMINERS IN THE BASIC SCIENCES 
--Alaska: Examination. On application. Juneau or other towns in Territory 
ns decided by Board. Reciprocity. On application. Sec., Dr. C. Earl 
.Ibrecht, Box 1931, Juneau. 

trado: Denver, March 5-6. Examination. Sec., Dr. Esther B. Starks, 
i459 Ogden St., Denver 18. 

onnecticut: New Haven. Feb. 8. Examinalion. Miss Mary G. Reynolds, 
Executive Assistant, State Board of Healing Arts, 110 Whitney Ave., 
New Haven 10. 

District of Cqlumdia: Examination. Washington, April 21-22. Sec., Dr. 
Daniel L. Seckingcr, 4130 E. Municipal Bldg., Washington, D. C. 

Florida; Gainesville, June 7. Examination. Sec., Mr. M. W. Emmel, Box 
340, University of Florida, Gainesville. 

Michigan; Detroit and Ann Arbor, Jan. 11-12. Examination. Sec., Miss 
Eloisc LeBcavi, 501 W. Michigan Ave., Lansing 15. 

Oklahoma: Examination. Oklahoma, April 14. See., Dr. Clinton Gallaher, 
813 Braniff Bldg., Oklahoma City. 

Rhode Island: Providence, Feb. 13. E.xamination. Administrator of Pro- 

- fessional Regulation, Mr. Thomas B. Casey, 366 State Office Bldg., 
Providence. 

Texas: Austin, April. E.xamination. Sec., Bro. Raphael Wilson, 306 Nalle 
Bldg., Austin. 

* Basic Science Certificate required. 


MEETINGS 


American Academy of Allergy, Hotel Sherman, Chicago, Feb. 18-20. 

Dr. Ben Z. Rappaport, 208 East Wisconsin Ave., Milwaukee 2, Secretary. 
American Academy ,of Forensic Sciences, Biltmore Hotel, Atlanta, Ga., 
March 6-8. Prof, Ralph F. Turner, Michigan State College Dept, of 
Police Administration, East Lansing, Mich., Secretary. 

AMERICAN Academy of Orthopaedic Surgeons, Palmer House, Chicago, 
Jan. 26-31. Dr. Harold B. Boyd, 122 South Michigan Ave., Chicago 3, 
Secretary. 

Akwrican College of Clinic Administrators, Conrad Hilton Hotel, 
Chicago, .Ian 13-35. Dr. R. J. Wilkinson Jr., 1115 Sixth Avenue, Hunt¬ 
ington, W. Va., President. 

College of Radiology, Palmer House, Chicago, Feb. 8. Mr. 
William E. Stronach, 20 N. Wacker Drive, Chicago 6, Executive 
Secretary. 
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American Laryngological, Rhinolocical and Otological Society- 
Middle Section, Indianapolis Athletic Club, Indianapolis Jan 
Ralph J. McQuiston, 20 North Meridian St., Indianapolis 4 ' Chv' 
Southern Section, Atlanta, Ga., Jan. 14. Dr. Lester A. 

Peachtree St. N.E., Atlanta 3, Ga., Chairman. - *'■ '“■ 

Western Section, Los Angeles County Medic.nl Association Buiu-, 
Los Angeles, Jan. .19-20. Dr. Howard P. House, 1136 Wco 
Los Angeles 14, Chairman. 

American Society for Surgery of the Hand, Palmer House Ch' 

- Jan. 25-26. Dr. J. H. Boyes, 1401 S. Hope St., Los Angeles 15 ScctS' 

Annual Congres.s on Industrial Health, William Penn Hotel Pu" 
burgh, Jan. 18-19. Dr. Carl M. Peterson, 535 N. Dearborn St cw-l, 
10, Secretary. ’’ 

Annual Congress on Medical Education and Licensure, Palmer Horn 
Chicago, Feb. 11-12. Dr. Donald G. Anderson, 535 N. Dearborn s'’ 
Chicago 10, Secretary. '■ 

Atlantic Coast Line Railway Surgeons Association, Fort Sumwt 
Hotel, Charleston, S. C., Jan. 24-25. Dr. Braswell E. Collins. WaverL 
Ga., Secretary. 

Central Surgical Association, Toronto, Can., March 6-8. Dr, James T 
Priestley, 102 Second Avenue S.W., Rochester, Minn., Secrcl.iry. 

Chicago Medical Society Annual Clinical Conference, Palmer Houst 
Chicago, March 4-7. Dr. Walter C. Bornemeier, 86 Ei-ist Randolph St 
Chicago 1, Secretary. 

International Medical Assembly of Southwest Texas, Municipal Audi 

■ torium, San Antonio, Jan. 22-24. Dr. John J. Hinchey, P. O. Box 214' 
San Antonio 6, Secretary. 

National Conference on Medical Service, Palmer House, Chicago, Fcl 
10. Dr. Harlan A. English, 139 'North Vermilion St., Danville, Ill 
Secretary. 

National Conference on Rural Health, Shirley-Savoy Hotel, Denve 
Feb. 28-Mar. l. Dr. F. S. Crockett, 535 North Dearborn St., Chicago 1 
Chairman. 

Sectional Meetings, American College of Surgeons: 

Panama City, R. P., El Panama, Jan. 16-18. Dr. Jnime Dc la Guardi 
Box 808, Panama City, R. P., Chairman. 

Dallas, Texas, Hotel Adolphus, Feb. 4-6. Dr. John V. Goode, 2618 0: 
Lawn Ave., Dallas 4, Chairman. 

Atlantic City, N. J., Chaifonte-Haddon Hall, Feb. 11-12. Dr. David 
Allman, 104 St. Charles Place, Atlantic City, Chairman. 

Quebec, Can., Chateau Frontenac, Feb. 18-19. Dr. Paul A. Poliqui 
71 St. Ann St., Quebec, Can., Chairman. 

Southwest Allergy Forum, Hotel Baker, Dallas, Texas, March 2-4 I 
James Holman, Medical Arts Bldg., Dallas, Secretary. 

Tri-States Medical Association of the Carolinas and Virginia, Roa 
okc, Va., Feb, 18-19. Dr. James N. Northington, 306 North Tryoii S 
Charlotte 2, N. C., Secretary. 

INTERNATIONAL 

Australasian Medical Congress, Melbourne Vicloria, Australia, Ai 
22-30. Dr. C. H. Dickson, Medical Society Hail, 426 Albert St., E: 
Melbourne, Vicloria, Australia, Hon. General Secretary. 

Comimonwealth and Empire Health and Tuberculosis Confereni 
Central Hall, London, England, July 8-13. Dr. J. H. Harley WillKin 
Tavistock House North, Tavistock Sq., London, W.C.l, England, Si 
retary General. 

Congress of the International Diabetes Federation, Leyden, Netli 
lands, July 7-12. Dr. F. Gerritzen, 33. Prinsegracht, The Hague, Ncth 
lands. Secretary. 

European Society of Cardiovascular Surgery, Strasbourg, France, 0 
3-4. Sir James Lcarmonth, Department of Surgery, University N 
Buildings, Edinburgh 8, Scotland. 

Jnteramerican Cardiological Congress, Buenos Aires, Argentina, Ai 
31-Scpt. 7. Dr. Bias Moia, Larrea 1132, Buenos Aires, Argcnti; 
Secretary-General. 

Jnter-American Congress of Radiology, Mexico City, Mexico, Nov. 7 
Dr. Guido Torres Martinez, Marsella No. 11, Mexico, D.F., SecicLi 
General. 

International College of Surgeons, Madrid, Spain, May 20-24. J 
Max Thorek, 850 West Irving Park Road, Chicago, 111., U. S. 
Secretary-General. 

Intern.vtional Conference on Vitamins and Metabolism, Havana, Cii 
Jan. 25. Dr. Angel Vieta Barahona, Medical School, University 
Havana, Havana, Cuba, General Chairman. 

International Congress op Internal Medicine, Friends House, Load 
N.W.l, Eng. Sept. 15-18. Sir Harold Boldcro, 12 Pall Mall E; 
London, S.W.l, England, Secretary. 

International Congress on Neuroimthology, Rome, Ilaly, Sept. 8- 
Dr. Armando Ferraro, 722 W. 168th St., New York, N. Y., U. S. 
Secretary General. ' 

International Congress or Physical Medicine, London, England, J 
14-19. Dr. A. C. Boyle, 45, Lincoln’s Inn Fields, London, W.C 
England, Hon. Secretary. 

Latin American Congress of Physical Medicine, Panama- City, R. 
Feb. 24-29. Dr. Cassius Lopez de Victoria, 176 East 71st St., New Yc 
N. Y., U. S. A., Executive Director. 

Neuroradiologic Symposium, Stockholm, Sweden, Sept. 17-20. Doc 
Akc Lindbom, Symposium Neuroradiologicum, Serafimcrlasarettct, Slo 
holm K., Sweden, Secretary. 

P,\n-American Congress of Gastroenterology, Mexico City, D.F., ^ 
11-17. Dr. R. Flores-Lopez, Calle Dr. Balmis, No. 148, Mexico C 
D.F., Secretary. 

Pan American Congress of Otorhinolaryngology and Bronchoesop 
gology, Havana, Cuba. Jan. 20-24. Dr. Pedro Hernandez Gonz; 
8 No. 358, Vedado, Havana, Cuba. General Secretary. 

Pan-European Congress of Gastroenterology, Bologna. FIorcn« ; 
Rome, Italy, April 20-26. Prof. Guido Bassi, Policlinic of St. Orst 
Bologna, Italy, Secretary. 
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Higgins, William Lincoln, South Coventry, Conn.; born in Ches¬ 
terfield, Mass., March 8, 1867; University of the City of New 
York Medical Department, New York, 1890; veteran of World 
War 1; member of the American Medical-Association; past 
president and formerly legislative secretary of the Connecticut 
State Medical Society; past president of the Tolland County 
Medical Society;, formerly township health officer; for many 
years county health officer; served Connecticut as member of 
the state senate, 1909-1910, member of the general assembly 
for many years, and secretary of state for two terms, from 1929 
to 1933; member of Congress from 1933 to 1937; medical ex¬ 
aminer for coroner of Tolland County from 1891 to 1947; affili¬ 
ated with Wiilimantic (Conn.) Hospital and Manchester (Conn.) 
Hospital; for seven years trustee of the Mansfield (Conn.) State 
Training School and Hospital; past president of the Booth- 
Dimock Memorial Library; served as medical examiner for 
several insurance companies; died in a Norwich (Conn.) Hos¬ 
pital November 19, aged 84, of arteriosclerosis. 

Coaklcy, Walter A., Brooklyn; born in South Amboy, N. J., in 
1889; Fordham University School of Medicine, New York, 
1912; member of the American Society of Plastic and Recon¬ 
structive Surgery and the American Medical Association; fellow 
of the American College of Surgeons; founder member of the 
American Board of Plastic Surgery; served in France during 
World War I; during World War II member of the local de¬ 
fense council and advisor in reorganization of General Hospital 
37 at Kings County Hospital; clinical professor of plastic sur¬ 
gery at New York State University School of Medicine; attend¬ 
ing plastic surgeon, director of surgery and for five years presi¬ 
dent of the medical board. Kings County Hospital; attending 
plastic surgeon. Holy Family Hospital in Brooklyn and St. 
Vincent’s Hospital in New York; consultant plastic surgeon at 
Wyckoff Heights Hospital in Brooklyn and St. Clare’s Hospital 
in New York; consultant plastic surgeon. New York City Police 
Department; died November 16, aged 62, of coronary 
thrombosis. 

Gordon, Robert Earl ® El Paso, 111.; born in Carlyle, 111., in 
1873; Missouri Medical College, St. Louis, 1893; director on 
the board of the Independent Telephone Association of Illinois, 
which he was instrumental in organizing, had been first secretary, 
and later president; president of the Independent Telephone Toll 
Clearing Association; established the first telephone exchange 
in the El Paso area and served as president and general manager 
of the El Paso Independent Telephone Company; served as 
president of the grade school board, alderman, and mayor of 
the city; on the staffs of the Mennonite and St. Joseph hospitals 
in Bloomington; president of the Woodford County National 
Bank; died November 16, aged 78, of coronary thrombosis. 
Crawford, G. Marshall $ Lincoln, Mass.; born in Seattle, Oct. 
4, 1906; Northwestern University Medical School, Chicago, 
1932; specialist certified by the American Board of Dermatology 
and Syphilology; member of the American Dermatological As¬ 
sociation, American Academy of Dermatology and Syphilology, 
and the New England Dermatological Society, of which he had 
been secretary; affiliated with Massachusetts General Hospital; 
instructor in dermatology at Harvard Medical School in Boston; 
died while on a hunting trip on Prince Edward Island, Canada, 
in October, aged 45, of coronary thrombosis. 

W.'ilkcr, John Robert ® Carmel, Calif.; born in Vandalia, II!., 
March 9, 1874; Barnes Medical College, St. Louis, 1898; asso¬ 
ciate fellow of the American Medical Association; specialist 
certified by the American Board of Ophthalmology; fellow of the 
American College of Surgeons; past president of the Fresno 
County Medical Society; served as vice-president of’the Cali¬ 
fornia Medical Association; member of the state board of medi¬ 
cal examiners for four years; served on the staffs of Burnett 
Sanitarium and St. Agnes Hospital in Fresno; died November 16, 
aged 77, of coronary occlusion. 


® Indicates Fellow of tltc American Kicdical Association. 


Rosenberg, Louis Charles ® Newark, N. J.; George Washington 
University School of Medicine, Washington, D. C., 1916; special¬ 
ist certified by the American Board of Pediatrics; fellow of the 
American Academy of Pediatrics and the American College of 
Physicians; member of the Association for the Study of Internal 
Secretions; served during World War I; affiliated with Essex 
County Hospital for Contagious Diseases in Belleville; con¬ 
sultant at Babies Hospital-Coit Memorial; senior attending 
pediatrician, Newark Beth Israel Hospital, where he died No¬ 
vember 3, aged 59, of hepatitis. 

Campbell, Clayton C. ® Long Beach, Calif.; Central College 
of Physicians and Surgeons, Indianapolis, 1904; an Associate 
Fellow of the American Medical Association; member of the 
American College of Allergists; died November 22, aged 71, 
of arteriosclerotic heart disease. 

Clark, Erbie Bethel, Sparta, Tenn.; University of Tennessee 
College of Medicine, Memphis, 1914; county health officer; 
member of the American Medical Association; died in Cooke¬ 
ville October 2, aged 63. 

Co.x, Thomas Jefferson, Ionia, Mich.; University of Texas 
School of Medicine, Galveston, 1940; member of the American 
Medical Association; fellow of the American College of Sur¬ 
geons; served overseas in both the European and Pacific theaters 
of operation during World War II; affiliated with Clinton 
Memorial Hospital in St. Johns and Ionia County Memorial 
Hospital; died October 31, aged 45, of coronary occlusion. 

Crocker, Jake Thomas, Haskell, Okla.; Memphis (Tenn.) Hos¬ 
pital Medical College, 1883; died September 28, aged 98. 

Davis, Arthur Everett ® Pittsford, N. Y.; New York Homeo¬ 
pathic Medical College and Hospital, New York, 1906; one of 
the founders of the Pittsford National Bank; died December 7, 
aged 74. 

Dietz, Charles Klinesfever ® Shamokin, Pa.; University of 
Pittsburgh School of Medicine, 1910; died November 20, 
aged 76. 

Donovan, Joseph William, Morocco, Ind.; New York Medical 
College, Flower and Fifth Avenue Hospitals, New York, 1946; 
member of the American Medical Association; certified by the 
National Board of Medical Examiners; died November 3, aged 
31, of carcinoma. 

Downey, Charles John ® Springfield, Mass.; University of 
Vermont College of Medicine, Burlington, 1894; from 1934 to 
1941 medical examiner in Hampden County’s Second District; 
an examining physician for the Selective Service System during 
World Wars I and II and served in that position to the time 
of his death; on the staffs of Springfield Hospital and Mercy 
Hospital, where he died November 24, aged 82, of uremia. 

Dunham, Theodore ® New York; Harvard Medical School, 
Boston, 1888; formerly professor of surgery at the New York 
Post Graduate Medical School and Hospital; courtesy visiting 
surgeon, Roosevelt Hospital; consulting surgeon. Eastern Maine 
General Hospital in Bangor, and member of the surgical board 
of Mount Desert Island Hospital in Bar Harbor; died in Bar 
Harbor, November 10, aged 88, of heart disease and broncho¬ 
pneumonia. 

Dymond, Albert Gay, Seattle; Medico-Chirurgical College of 
Philadelphia, 1910; died November 6, aged 69. 

Ennes, Lincoln Garry, Lakeland, Fla.; Long Island College 
Hospital, Brooklyn, 1889; died September 11, aged 91, of cere¬ 
brovascular accident. 

Everitt, Washington Brutus, Sterling City, Texas; Hospital Col¬ 
lege of Medicine, Louisville, 1890; member of the American 
Medical Association; in 1934 president of the Tom Green-Eight 
Counties Medical Society; for many years local surgeon of the 
Santa Fe Railroad; died September 29, aged 84, of acute 
cholecystitis. 
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Finnegan, ^Viiltam Leo, Wonewoc, Wis.; St. Louis University 
School of Medicine, 1919; served as health officer; formerly on 
the staff of St. Mary’s Hospital in Madison; died in Reedsburg 
October 20, aged 65, of injuries received in an automobile 
accident. 


Fleming, Thomas J., Shreveport, La,; Tulane University of 
Louisiana School of Medicine, New Orleans, 1913; served as 
president of the T. E. Schumpert Memorial Senitarium; died 
November 6, aged 64, of coronary thrombosis. 


Ford, Ulric Stanley ® Forks, Wash.; University of Pennsyl¬ 
vania School of Medicine, Philadelphia, 1918; mayor of Forks; 
served, during World War 1; for many years a member of the 
state house of representatives; died November 3, aged 64, of 
heart disease. 


Fremmel, Isaac Frank f Chicago; College of Physicians and 
Surgeons of Chicago, School of Medicine of the University of 
Illinois, 1909; member of the American Trudeau Society; died 
September 5, aged 65. 


Friedjander, Richard Dufficy ® San Francisco; University of 
California Medical School, San Francisco, 1930; associate clin- 
Jcal professor of medicine at his alma mater; specialist certified 
by the American Board of Interna! Medicine; fellow of the 
American College of Physicians; served during World War IT, 
associated with the Veterans Administration; affiliated Avith 
Hahnemann, Franklin, and University of California hospitals; 
died in Mary’s Help Hospital November 1, aged 44, of acci¬ 
dental barbiturate poisoning. 

Gage, Clifton Earl, Los Angeles; College of Physicians and 
Surgeons, medical department of the University of Southern 
California, Los Angeles, 1910; member of the American Medi¬ 
cal Association and the Industrial Medical Association; served 
during World War I; affiliated with the Hospital of the Good ' 
. Samaritan; died in California Hospital October 27, aged 68, of 
gastrointestinal hemorrhage. 

Gclbkc, Charles Frederick ® Gretna, La.; Medical Department 
of Tulane University of Louisiana, New Orleans, 1900; for 
many years coroner of Jefferson Parish; formerly mayor of 
Gretna; served the stale as a member of its board of health and 
as district director of the Works Progress Administration; mem¬ 
ber of the American Association of Railway Surgeons; in 1945 
eived the Rotary Club Award of outstanding civic achieve- 
1 during that year; died September 2, aged 72, of acute dila- 
on of the heart. 


ilbert, Joseph ® Austin, Texas; University of Texas School of 
Medicine, Galveston, 1897; fellow of the American College of 
Surgeons; member of the House of Delegates of the American 
Medical Association in'1908; member of the staff of Seton In¬ 
firmary; president of the staff, St. David’s Hospital; died Octo¬ 
ber II, aged 78. . 


Goff, MarccHus Henry ® New Rochelle, N. Y.; Howard Uni¬ 
versity College of Medicine, Washington, D. C., 1927; served 
during World War II; died October 11, aged 50. 


Guthiel, Andrew William, Rochester, N. Y.; Syracuse Uni¬ 
versity College of Medicine, 1936; member of the American 
Medical Association; affiliated with St. Mary’s and Highland hos¬ 
pitals; died November 7, aged 5), of hypertensive heart disease. 


Hadden, David, Berkeley, Calif.; Cooper Medical College, San 
Francisco, 1S99; member of the American Medical Association 
Association of Obstetricians, Gynecologists 
^^rgeons; past president of the Alameda County 
edical Association; affiliated with Alta Bates Hospital, where 
he died September 22, aged 76, of coronary thrombosis. 

York; Medizinische Fakultat der Uni- 

AssociaVmn- '’member of the American Medical 
^ Association, died.in Ithaca, N. Y., September 8, aged 38. 

\ FhifadelnhiT'igm^^^^^"*^’ Jefferson Medical College of 
' “S' of «be American Medical Associa- 

T3, of intestmal 

^ of^Mcdicii!c"st. Loul' isTi'-'V’IfUniversity School 
, November 6, aged 85. ’ Hospital 


J.A.M.A.,‘3an. 12 , \-- 


Hicks, Allen K., Little Rock, Ark.; Kansas City Colicf' ' 
Medicine and Surgery, Kansas City. Mo., 1917; died October ■«;' 
aged 67, of chronic interstitial nephritis. ^ ''' 

Hilgenberg, James Francis ® Pesotum, Ilk; Medical Collccec' 
Indiana, Indianapolis, 1904; affiliated with Burnham City Bp, 
pital in Champaign and Mere;' Hospital in Urbana; died 
vember 4, aged 72, of coronary occlusion. 

Hirscliniann, Herman, Omaha; Baltimore University School o' 
Medicine, 1903; died in Doctors Hospital November 9, aced'i 
of coronary arteriosclerosis. 

Hoffman, George Edgar, Rochester, Ind.; University of Michi- 
gan Department of Medicine and Surgery, Ann Arbor, 1S9J' 
serv'ed as city and county health officer; one of the founders snd 
president of the Farmers & Merchants Bank; died November 7 
aged 84, of coronary embolism. 

Holliday, L. Doyte, Fairmount, Ind.; Medical College of Indi, 
ana, Indianapolis, 1905; member of the American Medical Asso 
ciation; county health commissioner; past president of the Gram 
County Medical Association and the Eleventh District Mcdiea' 
Society; served on the school board and had been school physi 
cian; affiliated with the Marion (Ind.) General Hospital; 
October 29, aged 67, of cerebral hemorrhage and arteriosclerosis 

Howe, John Howard, State Sanatorium, Ark.; Middlesex Co! 
lege of Medicine and Surgery, Cambridge, Mass., 1925; veterai 
of World War I; affiliated with Arkansas Tuberculosis Sana 
ton'um; died October 23, aged 53, of cerebral hemorrhage. 

Hudson, Harry ® Philadelphia; Jefferson Medical College o 
Philadelphia, 1903; member of the American Academy c 
Orthopaedic Surgeons; served on the staffs of Jefferson, Samari 
tan and Philadelphia General hospitals; formerly on the faciilt 
of Temple University School of Medicine; died November 1! 
aged 72, of heart failure. 

Huff, Leoman Dustin, Fruitland, Idaho; Drake University Co 
lege of Medicine, Des Moines, 1910; died in Boise October 2i 
aged 67. 

Humphrey, James Hugh, Mooreland, Okla.; University of Okli 
homa School of Medicine, Oklahoma City, 1932; member of (f 
American Medical Association; at one time a medical missioi 
ary in China; died in Mooreland Community Hospital Octob 
14, aged 49, of coronary disease. 

Jamison, Garling U., Texarkana, Texas; College of Physiciai 
and Surgeons of Chicago, School of Medicine of the Universi 
of Illinois, 1902; died September 11, aged 75. 

Jickling, David Saunders, Flint, Mich.; University of Michig: 
Department of Medicine and Surgery, Ann Arbor, 1906; died 
Hollywood, Fla.; November 4, aged 75, of coronary occlusic 
Kannei, John William, Fort Wayne, Ind.; Eclectic Medical Ins 
tute, Cincinnati, 1897; died November 6, aged 83, of corona 
thrombosis and arteriosclerosis. 

Knipe, William Henry ® Limerick, Pa.; Jefferson Medical C( 
lege of Philadelphia, 1894; died November 5, aged 80. 

Kolack, Solomon Charles, Suffern, N. Y.; Universitat Ba; 
Medizinische Fakultat, Switzeland, 1937; member of t' 
American Medical Association: served during World War 
affiliated with Good Samaritan Hospital; died October 29, ag 
40,-of coronary occlusion. 

Priest, Paul Herbert, Omaha; University of Nebraska Colie 
of Medicine, 1920; member of the American Medical Assoc 
tion; affiliated with Nebraska Methodist Hospital; died Novc 
her 1, aged 57, of coronary thrombosis. 

Reichstadf, Emil, Omaha; John A. Creighton Medical Collei 
Omaha, 1919; died October 21, aged 69, of hypertensive hci 
disease. 

Ryan, William Biitler Sr., Ridgeland, S. C.: Medical College 
South Carolina, Charleston, 1886; died November 5, aged 1 
of myocardial failure, 

Tyson, Joseph EHis, Texarkana, Texas; University of Te> 
School of Medicine, Galveston, 1924; member of the Americ 
Medical Association; served overseas during World War I; a! 
iated with St. Michael Hospital in Texarkana, Ark.; died 
Temple, October 16, aged 53, of hypertension and heart disca 
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GOVERNMENT SERVICES 
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ARMY 

Dr. Blake Named Civilian Director of Research.—Dr. Francis 
G. Blake, former dean of the Yale Medical School has been 
named civilian technical director of medical research in the 
OlTice of the Surgeon General. He assumed his new duties Janu¬ 
ary 2. 

Dr. Blake will serve as expert consultant to Col. John R. 
Wood, MC, chairman of the Army Medical Research, and De- 
velopment Board, in the evaluation of research projects con¬ 
ducted by Army medical installations and 81 cooperating civilian 
institutitons. He will be responsible for ensuring close coordina¬ 
tion between the Army’s present $10,079,000 medical research 
effort and similar programs sponsored by the other armed forces 
and civilian federal agencies. 

On leave of absence from Yale, Dr. Blake retired earlier this 
year (1951) as chairman of the Committee on Medical Sciences 
of the Research and Development Board in the office of the 
Secretary of Defense, During World War II he served as special 
consultant to President Roosevelt and Secretary of War Stim- 
son and as president of the Army Epidemiological Board. He 
is certified by the American Board of Internal Medicine, is the 
author of numerous treatises on epidemic diseases, and was 
elected president of the Association of American Physicians 
in 1949, 

Personal_Col. Arthur P. Long, MC, returned from the Far 

East Command December 20, 1951, to become assistant chief 
of the preventive medicine division in the Office of the Surgeon 
General. For his environmental control and immunization pro¬ 
gram in the combat zone. Colonel Long received the Legion 
of Merit with Oak Leaf Cluster. 


DEPARTMENT OF DEFENSE 

Surgeons General Receive Award.—The American Pharmaceu¬ 
tical Manufacturers Association has presented its 1951 Scientific 
Award to the Surgeons General of the U. S. Army, Navy, and 
Air Force. 

The awards were presented to Maj. Gen. George E. Arm¬ 
strong, USA; Rear Adm. H. Lament Pugh, USN, and Maj. Gen. 
Harry G. Armstrong, USAF, by Dr, Martin Lasersohn, vice- 
president of Winthrop-Stearns, as chairman of ,the association’s 
awards committee, at the midyear meeting, in New York. 
Progress of the medical services against tetanus and venereal 
disease. Dr, Lasersohn observed, illustrates their accomplish¬ 
ments. “Immunization so successfully reduced the threat of lock¬ 
jaw that there were only 12 cases in all of World War II,’’ he 
said. Treatment and control of malaria, typhoid fever, filariasis, 
scrub typhus, and rickettsiosis, and work on narcotic drug sub¬ 
stitutes and blood plasma have been substantially advanced 
because of military medical experiments. 

Dr. Lasersohn also paid tribute to the medical services for 
their contributions in the fields of forward-area surgery, psychi¬ 
atric casualties, and therapeutic and diagnostic uses of radio¬ 
active isotopes. He praised their fundamental contributions in 
surface decompression and high-speed, high-altitude flying. 

"Provision for psychiatric therapy has resulted in speedy re¬ 
covery of many cases and reduction of serious breakdowns,’’ he 
noted. “All that is known of the psychology of submarine per¬ 
sonnel has come from the medical services. Clinical observation 
and on-the-spot experiments have produced a vast store of 
knowledge concerning atomic radiation.” 

Armed Forces Institute of Pathology,—^The Scientific Advisory 
Board of the Armed Forces Institute of Pathology convened at 
the institute December 6 to make recommendations concerning 
types of research to be undertaken, the collation of institute 
studies with those of other scientific institutions, and the proper 


use of the vast amount of pathological material that has been 
accumulated. Discussion also centered on the training program 
of the institute. The board serves in an advisory capacity to the 
director of the institute. 

Members attending the meeting were Dr. Arnold Rich of the 
Johns Hopkins University School of Medicine, board chairman; 
Brig. Gen. George Callendar (retired), chief. Pathology Division, 
Veterans Administration, Washington, D. C.; Dr. Austin Brues, 
director, Argonne National Laboratories, Chicago, Ill.; Dr. 
Balduin Lucke, director of Laboratories, University of Pennsyl¬ 
vania School of Medicine; Dr. Howard Karsner, medical re¬ 
search advisor to the Navy’s Bureau of Medicine and Surgery; 
Dr. C. N. H. Long, dean, Yale University School of Medicine. 

Others who attended were Henry Swanson, D.D.S., chair¬ 
man, Council on Dental Museums and Dental Registry of the 
American Dental Association; Dr. Shields Warren, director, 
Biology and Medicine, Atomic Energy Commission; Dr. Carl V. 
Weller, professor of pathology. University of Michigan Medical- 
School; Dr. Robert A. Moore, dean, Washington University 
School of Medicine, and Dr. James W. Kernehen, Mayo Clinic, 
Rochester, Minn. 


PUBLIC HEALTH SERVICE 

Changes on Restrictions on Shipment of Certain Birds.—Dr. 
Leonard A. Scheele, Surgeon General, Public Health Service, 
on Dec. 15, 1951, called to the attention of bird owners and 
,pet shop operators in the United States newly-adopted Changes 
in federal quarantine restrictions on interstate shipments and 
foreign importations of parrots, parakeets, love birds, and other 
members of the psittacine bird family. 

Changes in the quarantine regulations covering importations 
of the birds from abroad became effective on that date, whjle 
changes in the regulations governing interstate shipments weiit 
into effect on November 15. 

The quarantine restrictions were imposed originally because 
psittacine birds are carriers of psittacosis, or “parrot fever,” an 
acute respiratory disease of varying severity which is readily 
transmittable to humans. 

Changes in the Foreign Quarantine Regulations include (1) 
removal of the eight-month minimum age limit on birds im¬ 
ported for use by zoos and research institutions; (2) a reduction 
from two years to four months in the time birds imported as 
pets must be in the owner’s possession prior to entry into this 
country; (3) removal of the requirement that imported pet birds 
must be transported to the owner’s residence immediately on 
arrival in this country; and (4) the addition of a requirement 
of an affidavit that birds imported as pets are not to be resold 
and that no other birds have been brought into the country as 
pets by the owner in the preceding year. 

Changes in the Interstate Quarantine Regulations (1) remove 
all federal restrictions on shipments of psittacine birds from- 
psittacosis-free areas in the United States; and (2) prohibit the 
shipment of the birds from areas where the Surgeon General 
has determined that psittacosis infection is dangerous to the 
public health. 

Dr. Scheele said none of the changes affects the standing re¬ 
quirement that interstate shipments of psittacine birds must be 
covered by a permit when it is required by the health depart¬ 
ment of the state of destination. 

The changes in the quarantine regulations followed a Public 
Health Service study of the Nation’s psittacosis problem. The 
study disclosed that psittacosis is no longer a major public health 
problem in this country and that it is found among birds other 
than members of the psittacine family. Pet psittacine birds in 
the United States usually include parrots, Amazons, Mexican 
double heads, parakeets, African grays, cockatoos, love birds, 
lories, and lorikeets. 
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FOREIGN LETTERS 


ITALY 


Convention of Rlieumatologisfs.—^The Fifth National Conven¬ 
tion of Rheumatologists was held in Naples under the chair¬ 
manship of Professor Di Guglielmo, head of the medical clinic 
of the university of that city. The first report was on the subject 
of rheumatism and pregnancy. In the first part the clinical aspects 
were discussed by Professor Lucherini of the University of 
Rome, and in the second, Dr. Cervini, also of the University 
of Rome, discussed the hormonal aspects. Professor Lucherini 
emphasized that the physiopathological and clinical correlations 
between rheumatic diseases and pregnancy are' still of great 
theoretical and clinical interest, particularly the concepts con¬ 
cerning the hypophysial-adrenocortical system, which have re¬ 
ceived much attention, especially in the field of rheumatology. 

Previous observations have emphasized the beneficial influ¬ 
ence of pregnancy in bronchial asthma, hemicrania, Raynaud’s 
disease, psoriasis, and other diseases. Improvement brought 
about by pregnancy has been observed, particularly in rheu¬ 
matoid arthritis, and attempts have been made to reproduce such 
beneficial effects by transfusion of blood taken from pregnant 
women. Results were, in general, favorable. 


_ On the basis of a review of the literature and of his own clini¬ 
cal material. Dr. Lucherini listed the three following types of 
correlation existing between rheumatic diseases and pregnancy: 
1. Instances in which a woman previously suffering from rheu¬ 
matic disease becomes pregnant, and the clinical manifestations 
of chronic and acute rheumatism are affected in a beneficial way 
by this condition. 2. Instances in which a woman suffering from 
rheumatic disease becomes pregnant, and the clinical aspect of 
rheumatism is not influenced. 3. Instances in which the appear¬ 
ance of rheumatism occurs during pregnancy. Two possibilities 
may be considered in this group; first, instances in which the 
appearance of rheumatism may be correlated to occasional 
e,anic changes caused by pregnancy. These cases are excep- 
■al; they could be called rheumatism caused by pregnancy, 
“nuine gravidic rheumatism; second, instances in which the 
jearance of rheumatism during pregnancy may be considered 
^ iuitous and independent. 

In regard to the hormonal condition linked with pregnancy, 
the speaker questioned whether measuring the urinary hormonal 
catabolites would permit determination of a hormone with anti¬ 
rheumatic action predominant in the blood of the pregnant 
woman. He also questioned whether the endocrine concept may 
-be accepted without reserve-in the field of rheumatic diseases 
to the exclusion of other important factors. Professor Lucherini 
concluded that the problem of the correlations between rheu- 
m'atic diseases and pregnancy, despite the many advancements 
and the utilization of cortisone (compound E of Kendall), still 
presents many difficulties and deficiencies in interpretation. 


Dr. Cervini demonstrated the importance of hormones in 
pregnancy, as well as in rheumatic disease, emphasizing the 
hormonal modifications occurring during physiological preg¬ 
nancy (predominance of progesterone during the first half of 
; the pregnancy and successive gradual predominance of estro- 
i gen) and those occurring during delivery and during the puer- 
1 perium. On the basis of the recognized importance of the pitu- 
i,. 1- itafy gland and the adrenal cortex with regard to rheumatic 
i, ) disease and pregnancy, and on the basis also of the histomor- 
' i phological and functional modifications of the two glands during 
i;M pregnancy, the speaker discussed the importance of the two 
hormones corticotropin (ACTH) and cortisone in the light of 
"j' [ modern concepts. He discussed the metabolism of these two 
1 " i fundamental' hormones and their relation to the female sex 
i I \ hormones in the general hormonal picture of the pregnant 
jl'l i \ %yoman. He discussed the importance of the study of the excre- 
ii’ll 1 urine of those hormonal catabolites (17-ketosteroids 


Tile ilems in these letters arc contributed by regular correspondents in 
the v.nrious foreign countries. 
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and 11-oxycorticosteroids) which are presumably of meiaboF- 
derivation from the adrenocortical hormones. He also indicaM 
the importance of the various biologic, chemical, and calori. 
metric techniques used for the measurement of these catabolites 

The discovery of Hench and Kendall has aroused great en¬ 
thusiasm for studies and research aiming to establish from tri 
pathogenic point of view the presumed endocrine aspects o[ 
acute and chronic rheumatic diseases. From these studies have 
come the massive data, sometimes conflicting, on the metabolism 
of the various hormones. Dr. Cervini has himself studied the 
behavior of the 17-ketosteroids and 11-oxycorticosteroids in per¬ 
sons with acute and chronic rheumatism, and, on the basis of 
his resulLs, he concluded that these determinations are still un¬ 
reliable in the general picture of rheumatic diseases and their 
various phases. 

Indications and Contraindications of Orthopedic and Surgical 
Treatment of Lumbar Arthritis. —Professor Zanoli of the Uni¬ 
versity of Genoa reported on orthopedic and surgical treatmeni 
of lumbar arthritis. The orthopedic treatment of lumbar arthriti; 
is directed, with gratifying results, to immobilization by mean; 
of a plaster pelvic belt. Hyperemizating therapy and medicn 
therapy with analgesic action are useful in acute phases of ihi 
disease. From the speaker’s point of view. Bier’s thermotherap; 
is still preferable to radiothermy, infrared rays, and similar treat 
ment. Professor Zanoli believes that therapy with water, muds 
and medical therapy with preparations based on sulfur am 
iodine are advantageous in intermediate phases and in chroni 
syndromes. These treatments are particularly indicated in span 
dylitis deformans and in posterior apophysial arthritis of Putti 
but in backache and sciatica associated with herniation of nucleu 
pulposus it is preferable to use surgical measures that may elimi 
nate the symptoms. Removal of the protruded disk should b 
associated with osteosynthesis in instances of severe degener: 
tive reaction of the intravertebral space. In backache and sciatic 
due to spondylolisthesis, and in cases of primary degeneratio 
of the disk, arthrodesis should be performed. The truth of Putti 
arthrogenous apophysial concept has been confirmed by th 
gratifying results that the speaker obtained with lumbar arthrci 
tomy in 10 patients with lumbago who were unaffected by tl 
common orthopedic treatments. These results were checked 1 
to 20 years after the intervention. The pronounced crises froi 
lumbar arthritis that may lead to the necessity of surgical inte 
vention are generally observed in middle-aged persons; in o 
persons severe crises are rare, and in almost all cases orthoped 
therapy, such as plaster pelvic belts, and physiotherapy a 
sufficient. 

Contraindications to the orthopedic intervention are rar 
those suggested by disturbances of the heart, liver, and gastr 
intestinal and "urogenital apparatuses have-been exaggerate 
In fact, even in these patients orthopedic treatment may be i: 
stituted if greater caution is combined with the facilities th 
modern orthopedic technique offers today to the surgeon. 

Pulmonary Tuberculoma.—In a report to the Medicosurgic 
Association of the Romagna region, which met under the cha- 
manship of Professor De Castro, Dr. Barbagianni and Dr. 1 
Virgilio discussed some clinical cases that could be classifii 
among the so-called pulmonary tuberculomas. This denomin 
tion, according to the speakers, does not apply to an autonomo 
clinical form, but to the particular clinicoradiological aspe 
that may be assumed by various tuberculous forms in a specil 
stage of their evolution. The higher incidence that these forr 
present today in comparison to the past may have various cause 
especially of pathogenic nature, attributable to the action 
antibiotics. Pulmonary tuberculoma is, in substance, the healii 
manifestation of cavities treated with antibiotics. The speake 
reported four cases of this type. With regard to the prognos 
one may be rather optimistic; however, it is probably too ear 
to judge whether these forms represent a definite result of he: 
ing, or merely a period of remission in the cycle of the tube 
culous disease. 
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Tomography in Phthisiology.—Drs. D'Arcangelo, Bertaccini, 
Russo, and Barbagianni discussed the importance of tomo¬ 
graphic investigation in phthisiology before the Medicosurgical 
Society of the Romagna region. They discussed numerous clini¬ 
cal cases and practical problems. One problem concerned visuali¬ 
zation of the tuberculous cavities of the lung; in this, tomog¬ 
raphy has decisive importance from many points of view. From 
the diagnostic point of view, it may reveal cavities that common 
radiography conceals or multiple cavities in cases in which 
standard radiography shows only one. Tomography may also 
lead to the detection of an inelTective pneumothorax. 

From the therapeutic point of view, tomography may modify 
pneumothorax treatment by revealing a cavity on the apex of 
the opposite lung for which a later surgical intervention may 
be justified. The decisive and indispensable contribution of 
tomography to the much discussed question of shadows of the 
hilus was also considered. The speakers demonstrated that in cer¬ 
tain instances these shadows are due to the lymph nodes of the 
hilus but that in other cases they are only projections of shadows 
on the apex of the lower lobe of the lung in the area of the hilus. 
These conditions may be differentiated only by tomography. In 
another group of patients, radiological examination revealed 
an annular image suggestive of a tuberculous cavity, whereas 
tomographic investigation clearly revealed that the vessels and 
.bronchi shadows were intertwined in various ways. In another 
group of clinical cases, the speakers discussed the close integra¬ 
tion possible between tomography and thoracic surgery, par¬ 
ticularly with regard to thoracoplasty, extrapleural pneumo¬ 
thorax, and intracavitary suction drainage, not only for evalu¬ 
ating the surgical results but also for establishing preoperatively 
the exact topography of the lesions, so that collapse may be 
achieved in the most efficient manner. 

Medical Meetings in Genoa.—Medical meetings were held in 
the city hospital of Genoa Sestri under the chairmanship of 
Professor Gelera. Dr. Erede and Dr. Odello discussed the thera¬ 
peutic use of paraoxypropiophenone (H 365), particularly in 
gynecology. This synthetic preparation is said to inhibit some 
stimulating substances secreted by the hypophysis, such as gonad¬ 
otropin A, thyrotropin, and intermedin; however, it does not 
influence corticotropin, lactotropin, or gonadotropin B. It can be 
used in cases of hyperthyroidism, with a strong hypophysial 
predominance, hyperestrogenism, and some psychic disturbances 
of hormonal origin. It has also been successfully employed in 
cases of chorioepithelioma and in Riehl’s melanosis. The drug 
is entirely nontoxic and is administered orally in doses up to 1.50 
gm. daily. Dr. Sacco discussed 10 cases of renal calculosis not 
revealed by roentgenograms. He called the audience’s attention 
to this negative radiological finding and to the necessity of mak¬ 
ing systematic studies for diagnosis of a painful renal syndrome 
apparently without lesions. 

Dr. Montemagno presented a paper on refillings during exu¬ 
dative pleurisy caused by pneumothorax. He has observed 
numerous cases of this morbid entity, which does not have a 
well-defined etiopathogenesis, and he emphasized the particular 
sensitivity of the serous membranes in allergic patients. On the 
basis of his personal experience, he cautioned against suddenly 
inducing positive manometric values. An excessive collapse of 
the lung that may suppress its active power of retraction and 
expansion is thus avoided. He concluded by reaffirming the use¬ 
fulness of frequent and careful thoracoscopic examinations as 
a means of preventing and correcting eventual irregularities that 
deform the pneumothorax and considerably reduce its efficiency. 
Dr. Russo discussed the syndromes caused by lesions of the cer¬ 
vical sympathetic chain and of the superior cervical ganglion 
in neoplastic and tuberculous diseases. Of particular interest is 
Pancoast's syndrome, characterized by changes of the apex of 
the lung associated with a homologous Horner’s syndrome. Dr. 
Pasini made an important radiological contribution to the study 
of “zones” of the lungs, using a great amount of clinical ma¬ 
terial illustrated by roentgenograms. In discussing respiratory 
pathology in the light of the zonal structure of the lung, he em¬ 
phasized the therapeutic advantages derived from this new 
concept, especially in bronchoscopy and in pulmonary surgical 
intervention. 


ISRAEL 

Bernhard Zondek—Sixty "Vears.—Several special journals were 
were dedicated to Prof. Bernhard Zondek in honor of his sixtieth 
birthday. Three of them have just appeared in Israel: The 
Acta meclica oricntalia (vol. 10, Aug.-Sept. 1951), Harefttnii 
(vol. 41, no. 8, 1951), and the Acta endocrinologica (vol. 7, fasc. 
1-4, 1951). 

Professor Zondek received,the first part of his medical edu¬ 
cation at the Berlin University. He became interested in surgery 
while working in a German military hospital during World 
War I. His first scientific works dealt with hormone problems. 
In 1919, Zondek became interested in gynecology and joined 
the staff of the gynecological department of the Charite Hos¬ 
pital, Berlin. During the following years he investigated the 
action of thyroid and ovarian extracts. Gland implantation ex¬ 
periments indicated that implantation is more effective than oral 
or parenteral administration of gland extracts in cases of endo¬ 
crine deficiency. Zondek also succeeded in proving the presence 
of female sex hormones in the follicular wall, in the follicular 
fluid, and in the corpus luteum. In 1927, Zondek, in collaboration 
with Aschheim, demonstrated that large quantifies of estrogenic, 
hormones appear in the urine of pregnant women and pregnant 
mares. Thus, an easily accessible and relatively inexpensive 
source of this substance in- relatively pure condition was 
discovered. 

The proof of the existence of gonadotropic hormones in 
the hypophysis by Zondek led to the conclusion that the anterior 
pituitary lobe is the center of the sex functions. The gonado¬ 
tropic hormones can be classified on the basis of two activating 
principles: the follicle stimulating hormone and the luteinizing 
hormone, designated by Zondek as prolan A and prolan B, 
respectively. The Aschheim-Zondek pregnancy test is based on 
the elimination of the gonadotropic hormone in the urine during - 
pregnancy. This test, with its various modifications, still retains 
the first place in the laboratory diagnosis of pregnancy. 

During the next years, Zondek studied the effect of female 
sex hormones in man and animals. The follicle stimulating hor¬ 
mone was found in the urine of castrated women and menopause 
patients, and its diagnostic importance was recognized. The ap¬ 
pearance of this hormone in the urine of carcinoma patients was 
of special importance, although its entire meaning is not yet 
fully understood. The tremendous increase of gonadotropic 
hormones in the urine of patients suffering from nydatidiform 
mole and chorioepithelioma has become of paramount diag¬ 
nostic importance. The fact that the Aschheim-Zondek test is 
also positive in cases of chorioepithelioma of men suggests that 
this strange tumor is analogous, not only histologically but also 
functionally, to cases of chorioepithelioma in women. Further 
studies in the field of pituitary hormones led to the discovery 
of the hormone of the intermediate lobe of the pituitary gland, 
designated as intermedin by Zondek. 

In October, 1934, Zondek settled in lerusalem where he was 
appointed head of the gynecological department of the Hadassah 
University Hospital and of the Hormone Research Institute. 
Here, he studied the problems of the treatment of sterility. He 
also succeeded in developing pituitary tumors (by administering 
large doses of estrogenic substances), dwarfism, and various 
other degenerative disturbances in animals. In his clinical work, 
Zondek has given special attention to the treatment of men¬ 
strual disturbances and has proved that it is possible to induce 
uterine bleeding in amenorrheic patients with relatively small 
quantities of progesterone. This has led to the “one-shot ther¬ 
apy” of secondary amenorrhea in the form of a combined 
estrone-progesterone solution. 

Zondek’s experimental and clinical investigations are sum¬ 
marized in two monographs, “Die Hormone des Ovariums und 
des Hypophysen-Vorderlappens” and “Genital Function and Its 
Regulations.” In spite of the many obstacles that Zondek had to 
overcome during his scientific career, he has done much impor¬ 
tant work. His inspiring personality and his capacity to interest 
his collaborators in his ideas has yielded constructive results in 
the field of the gynecologic endocrinology. 
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Periarteritis Nodosa.—One of the rare cases of periarteritis 
nodosa diagnosed during the life of the patient and confirmed 
by autopsy is described by H. Steinitz and E. Loewental in 
- Harefuah (41:113, 1951). A 65-year-old man suddenly fell iil 
with a high temperature and died four months later. The symp¬ 
toms that led to a diagnosis were jaundice with high tempera¬ 
ture; severe backache, especially in the right lumbar region; 
temporary swelling of the arms; hypertension, 150/90 to 170/100 
mm. Hg., even in afebrile periods; heavy and progressive neuritis 
of both legs, and, during the last month, of the left arm. 
Nephritis was present in the last phase of the illness only (in 
the beginning there were symptoms of cystitis and prostatitis, 
apparently in consequence of an old gonorrheal infection). The 
laboratory findings were; leukocytosis (the count was usually 
between 10,000 and 15,000, but was as high as 23,500 leuko¬ 
cytes) with 75 to 82% neutrophil polynuclears and 5 to 8% 
eosinophils. Progressive secondary anemia and high blood sedi- 
r mentation rate (75 to 100 mm. in the first hour—Westergren 
method), were also present. Results of all other examinations, 
chemical, serological, and bacteriological, as well as two exami¬ 
nations of the cerebrospinal fluid were normal. A mild diabetic 

■ condition was controlled by the administration of 10 units of 

■ insulin twice daily. The urine was always free of sugar. Only on 
the last day of life did the blood sugar rise to 700 mg. per 100 cc., 

■ with a urea level of 94 mg. per 100 cc. 

The course of the disease was not influenced by therapeutic 
measures, which included four blood transfusion’s and large doses 
of antibiotics (39.5 million units of penicillin, 31 gm. of strep¬ 
tomycin, 25 gm. of aureomycin, and 12 gm. of chloramphenicol 
[Chloromycetin®] given alone or simultaneously). No therapeutic 
trial with cortisone or corticotropin could be made. The clinical 
diagnosis was confirmed by an anatomic examination showing 
the typical findings of periarteritis nodosa (polyarteritis nodosa) 
in all the organs examined. Heavy necrosis and signs of peri¬ 
arteritis nodosa in the muscles of the back were the cause of the 
severe backaches. Preceding the final “acute” phase were: (1) 
hypertension during the last 10 years, remaining approximately 
the same during the last months of progressive prostration; (2) 
mild diabetes during the last five years, easily controlled by diet 
and small doses of insulin; and (3) a duodenal ulcer, with hyper¬ 
acidity and typical pain, found by roentgen examination two 
years earlier but not confirmed by the last roentgenogram and 
it found on autopsy. 

Although hypertension is known as one of the commonest 
/I ptoms of periarteritis nodosa and peptic ulcer is sometimes 
present, the combination of periarteritis nodosa and diabetes has 
been described only in a few cases. In this connection, it should be 
stressed that the histological examination revealed that the earli¬ 
est and most widespread changes of periarteritis nodosa took 
place in the blood vessels of the pancreas. It is probable that 
; diabetes was caused by these specific lesions and that the diabetes 
as well as the hypertension and the peptic ulcer were symptoms 
of the chronic arterial process of periarteritis nodosa, preceding 
the final fever phase of the disease by many years. 

Bactcria-Frce Culture of Trichomonas Hominis,—Prof. S. Adler 
has written a paper for the jubilee issue of the Harefnah hon- 

■ oring Professor Zondek which describes the results of a culture 
of Trichomonas ^hominis on a bacteria-free medium. Some 
strains grow on Boeck and Drhbohlav egg slant overlaid with 
semisolid or bouillon containing about 10% inactivated serum, 
with a,trace of ascorbic acid. Other strains do not survive on this 

■ medium, but all five strains isolated from bacteria (by the use of 
penicillin, up to 1,000 units per milliliter, and streptomycin) grow 
on a medium consisting of egg slant overlaid with a liquid, con¬ 
sisting of bouillon, 4 parts, filtrate of culture of Escheria coli 
lysed by bacteriophage, 4 parts, inactive cow serum, 1 part, 

i nicotinamide, 1:50,000, and a trace of ascorbic acid or 1 cc. of 
\\ lemon juice. i, 

it The phage-lysed Esch. coli provide factors necessary to the 
n development of some strains of T. hominis. The addition of 
I nicotinamide enables the culture to survive for one month. Ac- 
i 1 cording to Adler, one of the bacteria-free strains of T. hominis 
i ' multiplied intensively in the abdominal wall of mice after inocu- 
;j lation together with pyogenic organisms, however, it did not 
'I produce abscesses in the absence of pyogenic organisms. 


J.A.M.A., Jan. 12, 15;. 

NORWAY 

Hospital and General Practitioners’ Diagnoses Compared .^r. 
order to determine the accuracy of the diagnoses with 
general practitioners send patients to hospitals, Dr. Mikael KoV 
has attempted to analyze the diagnoses of 1,000 consecuiK- 
patients who have been subjected to four tests. The first tf,' 
concerned the diagnosis with which the patient was sent to \h 
hospital, the second, the diagnosis of an intern on the patient' 
- admission to the hospital, the third, the diagnosis of an c\ 
perienced hospital physician, and the fourth, the diagnosis wit 
which the patient was discharged. The general practitioner db; 
nosed 341 cases correctly (a third of the total), the intern, 43 
cases, and the experienced hospital physician, 664 cases. Outric! 
blunders were made by general practitioners in 155 cases, inten 
in 109 cases, and experienced hospital physicians in 36 case 
Out of 27 patients sent to the hospital with the diagnosis! 
cholelithiasis or cholecystitis, there were only 16 in whom tli 
diagnosis could be verified; the illness in the other cases w 
simple constipation. Among eight patients sent to the hospit 
for pernicious anemia) seven did not suffer from any form 
anemia, and among nine patients sent to the hospital with f 
diagnosis of cancer, there were only three in whom a maligna 
tumor could be found. 

Dr. Kobro’s comments on these findings reflect criticism 
the hospital physician rather than of the general practition 
The hospital physician scored the greatest number of marks, I 
he did so, to a great extent, by virtue of the laboratory a 
radiological tests at his disposal; however, he is apt to \va 
time over such tests. For example, an old patient is admitted 
the hospital complaining of pain in the back. He probably 1 
spondylosis, a disease presenting no great diagnostic probter 
A radiological examination is made the day after admissii 
This is repeated on the third day, and on the fourth day, 1 
radiological department gives its verdict; treatment based or 
is not started until the fifth day. The cost of special tests rr 
not be great, but the time spent on them adds enormously 
the cost of hospital treatment. 


BRAZIL 

Hodgkin’s Disease with Parietal Pericardial Involvement.— 
Quintiliano H. Mesquita, of the Department of Cardiology, N 
Aparecida Hospital, Sao Paulo, recently described a rare c 
of pericardial involvement in Hodgkin’s disease. Of the second 
invasions observed in Hodgkin’s disease, involvement of 
heart and pericardium is seldom reported. According to the 
views published during the last 15 years by Harrell, Gar 
Setzu, and McCoy, the literature contains only 27 cases, incl 
ing Dr. Mesquita’s patient, of pericardial involvement in He 
kin’s disease, of which only 12 had pericardial lesion as the ; 
lesion in the heart’. Of the remaining 15, 5 had concomitant p 
cardial and myocardial invasion, 8 had myocardial involvcn 
exclusively, and 2 were reported with only a vague rcferenc! 
heart involvement. According toJDr. Mesquita, his case was 
first such instance reported in the Brazilian medical literat 
The author stressed the main features of his case: a surv 
for nearly five years; the exceptional localization on the { 
cardium, causing exudation; the treatment with mustard gas 
roentgen rays; termination with voluminous pericardial effu 
of the extensive involvement of the left lung; and cardiac fail 
While she was under the care of another physician, in 194 
pathological examination had been made of a cervical glam 
this patient, a girl of 15, with a report of chronic nonspc 
lymphadenitis. Although this might have suggested a diaj 
sis of Hodgkin’s disease, she was given treatment for tuberc 
sis of the lymphatic glands, with roentgen therapy of 
cervical and axillary glands and of a tumoral mass above 
manubrium of the breast bone. In 1948, the patient was 
under Dr. Mesquita’s care. With mustard gas therapy, there 
a considerable regression of the glandular masses and the { 
cardial effusion; but, in the last months of her illness, a i 
lively rapid invasion of the left lung and a -new effusion of 
pericardium led to cardiac insufficiency, which resulted in de 
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An Easy and Rapid Staining Method for Treponemas.—Dr. L. 
Salles Gomes, of the central laboratory of the Sao Paulo State 
Department of Health, described a new easy and rapid staining 
method he has successfully used for Treponema pertenue, the 
causative parasite of frambesia, and for other treponemas. The 
staining medium is the “super chrome" blue-black ink used to 
fill the Parker 51 fountain pen. A drop of serum from a fram¬ 
besia lesion is mixed with a drop of ink at the end of a clean 
slide. The mixture is spread with the edge of a cover slide as is 
done for blood smears. The manipulations must be done as 
quickly as possible, and two slides must be prepared, one with 
a thin smear and another with a thick one. In about three 
minutes the smears are dry and ready for an oil immersion 
examination. The treponemas stand out clearly, as blue-black 
stains on a light blue background. The staining is permanent. 
Red, green, light blue, and black inks of the same kind do not 
stain treponemas well. The author hopes that the method will 
simplify the diagnosis of syphilis, frambesia, and pinta, whenever 
the use of the conventional methods, such as dark field, Giemsa 
staining, and Fontana-Tribondeau’s silver impregnation, is not 
feasible. 

Frequency and Severity of Accidents in the Textile Industry.—- 
For both the value of the production and for the number of 
workers, the textile industry occupies an important place in the 
industrial activity of Brazil and the state of Sao Paulo. Twenty- 
one per cent of the industrial workers of the country and 25 per 
cent of those of the state of Sao Paulo are employed by the 
textile industry. In the city of Sao Paulo, in 1948, there were 
353,530 workers, of which 85,735 (24%) were employed in this 
industry. Dr. B. Aives Ribeiro, professor at the School of 
Hygiene and Public Health, University of Sao Paulo, studied 
the accidents that occurred during the year 1948 in 28,746 
workers from 150 textile mills, a representative sample of the 
industry. During that year, there were 2,444 accidents, causing 
one death, 103 permanent and total incapacities, and 2,340 tem¬ 
porary and partial incapacities. This volume of accident cases 
corresponds to a rate of 8.5% of the total number of workers, 
or an average ratio of 1 worker in 12 suffering an accident. 
According to the method of compiling industrial injury rates 
adopted by the American Standards Association, these figures 
correspond to a frequency rate of 35.4, a severity rate of 1.4, 
and an average time charge of 40 days per case. The frequency 
rate is about 4 times higher than that presently observed for the 
same industry in the United States, and the severity rate is nearly 
double. This emphasizes the gravity of the industrial accident 
problem in the local textile industry, stressing the need for urgent 
and adequate measures to improve the situation. 

Acute Injuries of the Head.—Dr. Luis G. Wertheimer, assistant 
professor of surgery at the University of Sao Paulo, published 
a study of 13,110 patients treated by the traumatology service 
of the Hospital das Clinicas. Of this total, 3,821 patients had 
acute head injuries, with the following distribution; cerebral con¬ 
cussion, 43.5%, skull fractures, 32.4%, scalp injuries, T2.3%, 
cranial contusions, 9.4%, and firearm wounds, 2.4%. The gravity 
of these traumas is emphasized by the, fact that, out of 660 
deaths which occurred among the total 13,110 patients, 543 
were from head injuries. Thus, while the general fatality rate 
is 5% of the total patients injured, head injuries alone comprise 
4.2% of the total, leaving only 0.8% of the fatalities due to 
other injuries. In relation to the cause of the accidents, it is 
important to note that about 50% of the cases of head injury 
were caused by vehicle accidents,-and about 25% by falls. Con¬ 
comitant injuries of adjacent parts were observed principally in 
cases of fractures of the frontal and temporoparietal regions and 
fractures of the base of the skull. The most frequent lesion asso¬ 
ciated with the frontal injury was fracture of one of the face 
bones. In the great majority of cases the x-ray examination 
disclosed a line of fracture, an exception being the closed frac¬ 
tures of the base of the skull, in which in only 69.8% of the 
fracture could be visualized by the roentgen picture. The most 
frequent fractures were those of the temporoparietal region 
(41.7%), followed by those of the base of the skull (28.9%) and 
those of the frontal bone (22.4%). While the fractures of the 
frontoparietal region, of the occipital bone, and of the base of 
the skull were mainly, of the closed type, for the frontal bone 
71.1% were open, fractures. The fatality rate for all cases of 


fracture of the head bones was 45.1%, the highest figure being 
for fractures of the base of the skull (52.5%), followed by those 
of the temporoparietal region (30.7%) and the frontal bone 
(10.5%). 

Brazilian Medical Association_At a meeting held recently at 

Belo-Horizonte, Minas Geraes, the basis was laid for the organi¬ 
zation of a national medical association, to be called Associagao 
Medica Brasileira. The Brazilian Medical Association will have 
a structure similar to that of the American Medical Association. 
In 17 of the 20 states of Brazil the organizational work has 
already begun. The largest delegations at the Belo-Horizonte 
meeting were those from the state of Sao Paulo, with 22 dele¬ 
gates, representing about 9,900 physicians, and from the Federal 
District (city of Rio de Janeiro) with 14 delegates, representing 
about 4,500 physicians. 


BOLIVIA 

Fourth National Medical Congress.—During the first week of 
August, the Fourth National Medical Congress was held in La 
Paz in the University of San Andres under the chairmanship 
of the Minister of Health. The subjects discussed were chronic 
heart diseases, by Dr. Armando Morales; cancer, of the heart, 
by Dr. Hector Fernandez; glomerulonephritis, by Dr. Guillermo 
Jauregui; head injuries, by Dr. Mario Michel; abnormal preg¬ 
nancy, by Dr. Jenaro Mariaca; cancer of the uterus, by Dr. 
Roberto Suarez; silicotuberculosis, by Dr. Leon Arce; collapse 
therapy in tuberculosis, by Dr. Antonio Brown; intraocular 
tonus, by Dr. Luis Landa; Biiccorhinopharyngeal leishmaniasis, 
by Dr. Felix Veintemillas; renal tuberculosis, by Dr. Renato 
Gamarra, and project for code of medical ethics, by Dr. Enrique 
Saint Loup. 

Activities of Inter-American Cooperative Public Health Service. ■ 
—Since 1943, the Servicio Cooperative Interamericana de Salud 
Publica (a public health agency sponsored by the Bolivian gov-, 
ernment and the Institute of Inter-American Affairs) has been 
dedicated to the organization of health centers, health educa¬ 
tion, and sanitary engineering activities. A small number of 
fellowships is granted annually to physicians, nurses, and other 
technicians engaged in public health work. The nursing section, 
assisted by the physicians of the same agency, also offers a course 
in public health training for graduate nurses every year. In ' 
summarizing the work accomplished by the medical division, it 
may be pointed out that at the present time there are nine 
health centers in the republic. The Central Public Health Labo¬ 
ratory, which aids in the Servicio’s program as well as those of 
other medical organizations is located in Cochabamba. There is 
a mobile unit in the Department of Potosi that takes care of 
some 25,000 natives living in four provinces. Preference is given 
to the care of the school population. There are two other mobile 
units in the departments of La Paz and Cochabamba devoted 
exclusively to performing vaccinations. The activities of the 
medical division include scientific meetings that are held every 
fortnight in the main health centers. 

Personal News.—As a result of the change in government dur¬ 
ing the last days of May, 1951, Dr. Valentin Gomez, a colonel 
in the Medical Corps of the Bolivian Army, became the min¬ 
ister of health. The former minister. Dr. Felix Veintemillas, 
director of the Institute of Bacteriology and dean of the Faculty 
of Science of the University of San Andres for the last few 
years, died unexpectedly from myocardial infarction while at¬ 
tending the Fourth National Medical Congress. 

Dr. John J. Hanlon, professor in the School of Public Health 
of the University of Michigan, who was during the past year 
director of the Servicio Cooperativo Inter-Americano de Salud 
Publica, received a decoration from the Bolivian government in 
recognition of his valuable work in that country. Dr. Anthony 
Donovan, formerly in charge of the Pan American Sanitary 
Bureau Regional Office in Lima, replaces Dr. Hanlon. Upon 
completion of his one year contract with the World Health Or¬ 
ganization as a team leader of the Maternal and Child program 
in the Philippines, Dr. Carlos Ferrufino returned to La Paz, re¬ 
joining the Servicio Coope'rativo Staffs head of the Depart¬ 
ment of Planning and Evaluation o^|j||^ums. 
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ADDITIONAL HOSPITALS REGISTERED 

The following hospitals were registered by the Council on 
Medical Education and Hospitals of the American Medical Asso¬ 
ciation at its meeting in Los Angeles, Dec. 2, 1951: 


Flowers Hospital, Dothan, Ala. 

St. Jude’s Catholic Hospital, Mont¬ 
gomery, Ala. 

Ashdown Hospital, Ashdown, Ark. 
Desha County Hospital, Dumas, 

Ark. 

Roy Hospital, Forrest, Ark. 

Boone County Hospital, Harrison, 
Ark. 

Bradley County Memorial Hospital, 
Warren, Ark. 

U. S. Naval Hospital, Corona, Calif. 
Biggs-Gridley Memorial Hospital, 
Gridley, Calif. 

Kings View Homes, Reedley, Calif. 
Sonora Hospital, Sonora, Calif. 

Tulare County ’General . Hospital; 
Tulare, Calif. 

Trinity General Hospital, Weaver- 
ville, Calif. 

Glenn General Hospital, Willows, 
Calif. 

Veterans Administration Hospital, 
Denver, Colo. 

Santa Fe Hospital, La Junta, Colo. 
Adams Hospital, Washington, D, C. 
Children’s Convalescent Home, 
Washington, D. C. 

District Training School, Washing¬ 
ton, D, C. 

Hendry County Hospital, Clewiston, , 
Fla.. 

Fort Pierce Memorial Hospital, 

Fort Pierce, Fla. 

Hialeah Hospital and Sanitarium, 
Hialeah, Fla. 

Monroe General Hospital, Key 
West, Fla. . 

scepla.. Hospital,' Kissimmee, Fia. 
theast Florida State Sanatorium, 
ntana, Fla. 

istian Hospital, Miami, Fla. 
ami Retreat Sanatorium, Miami, 
Fia. 

Sunny South Hospital, New Smyrna 
Beach, Fla. 

Municipal Hospital, Port St. Joe, 
Fla. 

American Legion Hospital for Crip¬ 
pled Children, St. Petersburg, Fla. 
Bayou Sanitarium, St. Petersburg, 
Fla. 

Pine Ridge Hospital, West Palm 
Beach, Fla. 

Grady County Hospital, Cairo, Ga. 
St. Francis Hospital, Columbus, Ga. 
Hall County Hospital, Gainesville, 
Ga. 

Pineworth Lodge, Macon, Ga.’ 
Askew Memorial Hospital, Nash¬ 
ville, Ga. 

Howard-Pirkle Hospital, Pelham, 

Ga. 

Brook Haven Manor Sanitarium, 

I Stone Mountain, Ga. 

. Upson County Hospital, Thomaston, 
Ga. 

Atlantic Coast Line Hospital, Way- 
; cross, Ga. 

: Burke County Hospital, Waynes¬ 
boro, Ga. 

:■ Ashton Memorial Hospital, Ashton, 
Ida. 

■j Marsh Valley Hospital, Downey, 
ii Ida. 

>1 Bonner General Hospital, Sandpoint, 

, \ Ida. 

!i I Granville Manor, Chicago, Ill. 
i' I’: Central Hospital, Clifton, Ill. 
li|. Thomsen Clinic Hospital, Dolton, 

i i 

; ?;• Keelcy Institute, Dwight, III. 
j 11 Galesburg State Research Hospital, 

‘ >1 Galesburg, III. 

!'ll 


Lightner Hospital, Harrisburg, Ill. 
Highwood Hospital, Highwood, Ill. 
Lawrence County Memorial Hos¬ 
pital, Lawrenceville, Ill. 

River Forest Health Resort, Mel¬ 
rose Park, Ill. 

Wabash General Hospital, Mount 
Carmel, III. 

Lincolnview Hospital and Sanitari¬ 
um, Springfield, Ill. 

Warren Hospital, Michigan City, 
Ind. 

Washington County Memorial Hos¬ 
pital, Salem, Ind. 

Tipton County Memorial Hospital, 
Tipton, Ind. 

Akron Community Hospital, Akron, 
Iowa 

Rosary .JJospital, Corning, Iowa 
Buena Vista County Hospital, Storm 
Lake, Iowa 

Schoitz Memorial Hospital, Water¬ 
loo, Iowa 

St. Margaret’s Mercy Hospital, Fre- 
donia, Kan. 

Brown County Hospital, Hiawatha, 
Kan . 

Hiawatha Community Hospital, Hi¬ 
awatha,’Kan.' 

Hoisington Lutheran Hospital, Hoi-, 
singtdn, Kan. 

Kingman Memorial Hospital, King- 
man, Kan. 

Kansas State Penitentiary Hospital, 
Lansing, Kan. 

St. Joseph Memorial Hospital, 
Lamed, Kan. 

Marysville Hospital, Marysville, 

Kan. 

Medicine Lodge Memorial Hospital, 
Medicine Lodge, Kan. 

Onaga Hospital, Onaga, Kan. 

Gove County Hospital, Quinter, 
Kan. 

Greeley County Hospital, Tribune, 
Kan . 

Flaget Memorial Hospital, Bards- 
town, Ky. 

Covington-Kenton County Tubercu¬ 
losis Sanatorium, Covington, Ky. 
Dr. D. L. Jones Clinic and Hos¬ 
pital, Fulton, Ky. 

District Six Tuberculosis Hospital, 
Glasgow, Ky. 

Hurst-Snyder Hospital, Hazard, Ky. 
Garrard County Memorial Hospital, 
Lancaster, Ky. 

Cardinal Hill Convalescent Hospi¬ 
tal, Lexington, Ky. 

Casey County War Memorial Hos¬ 
pital, Liberty, Ky. 

District Five State Tuberculosis Hos¬ 
pital, London, Ky. 

Our Lady of Peace Hospital, Louis¬ 
ville, Ky. 

Owen County Memorial Hospital, 
Owenton, Ky. 

Caldwell County War Memorial 
Hospital, Princeton, Ky. 

Pepc Clinic Hospital, Bogalusa, La, 
Washington-St. Tammany Charity 
Hospital, Bogalusa, La. 

Savoy Hospital, Mamou, La. 
Oakdale Infirmary, Oakdale, La. 
Gundry Sanitarium, Baltimore, Md. 
Fall River General Hospital-Tuber¬ 
culosis Division, Fall River, Mass. 
Jewish Tuberculosis Sanatorium, 
Rutland, Mass. 

Hanover House, West Hanover, 
Mass. 

Edyth K. Thomas Memorial Hos¬ 
pital, Detroit, Mich. 

Harworth Hospital, Detroit, Mich. 


Glenbrook Hospital, Farmington, 
Mich. 

Genesee County Tuberculosis Sana¬ 
torium, Flint, Mich. 

Dickinson County Memorial Hos¬ 
pital, Iron Mountain, Mich. 

Rogers City Hospital, Rogers City, 
Mich. 

Saginaw County Infirmary Hospital, 
Saginaw, Mich. 

Standish General Hospital, Standish, 
Mich. 

Clearwater County Memorial Hos¬ 
pital, Bagicy, Minn. 

Buffalo Memorial Hospital, Buffalo, 
Minn. 

Butler Hospital, Cloquet, Minn. 

Valleyview Hospital and Sanitarium, 
Jordan, Minn. 

St. Michael’s Hospital, Sauk Cen¬ 
tre, Minn. 

Soudan Ho.spital, Soudan, Minn. 

Wells Municipal Hospital, Wells. 
Minn. 

Marion County General Hospital, 
Columbia, Miss. 

Ellisville Municipal Hospital, Ellis- 
vilie, Miss. 

Schmid Sanitarium, Jackson, Miss. 

Louisville Hospital, Louisville, Miss. 

Arrington Hospital, Meridian, Miss. 

Felix Long Memorial Hospital, 
Starkville, Miss. 

Butler Memorial Hospital, Butler, 
Mo. 

Oakland Park Hospital, Glendale, 
Mo. 

Kresiwoods Medical Hospital, Kan¬ 
sas City, Mo. 

Wheatley-Provident Hospital, Kan¬ 
sas City, Mo. 

Dunklin County Memorial Hospital, 
Kennelt, Mo. 

Presnell Hospital, Kennett, Mo. 

Perry County Memorial Hospital, 
Perryville, Mo. 

Phelps County Memorial Hospital, 
Rolla, Mo. 

Casebeer Eye, Ear, Nose and Throat 
Hospital, Butte, Mont. 

Veterans Administration Hospital, 
Miles City, Mont. 

Carbon County Memorial Hospital, 
Red Lodge, Mont. 

Musselshell Valley Hospital, Round¬ 
up, Mont, ' 

Wheatland Memorial Hospital, 
Wheatland, Mont. 

Gothenburg Memorial Hospital, 
Gothenburg, Neb. 

Dick Hall’s House, Hanover, N. H. 

Manchester City Hospital, Man¬ 
chester, N. H. 

Elmer Community Hospital, Elmer, 

N. J. 

Meyer Sanitarium, Park Ridge, N, J. 

Valley Hospital, Ridgewood, N. J. 

Alexander Linn Hospital, Sussex, 
N. J. - 

Eastern New Mexico Memorial 
Hospital, Melrose, N. Mex. 

Roosevelt County Hospital, Portales, 
N. Mex. 

Veterans Administration Hospital, 
Albany, N. Y. 

• Amsterdam City Hospital, Amster¬ 
dam, N. Y. 

Kenmore Mercy Hospital, Buffalo, 
N. Y. 

Emma Laing Stevens Hospital, 
Granville, N. Y . 

Placid Memorial Hospital, Lake 
Placid. N. Y. 

Onondaga County Hospital, Onon¬ 
daga, N. Y. 

Sing Sing Prison Hospital, Ossining, 
N. Y. 

High Point Hospital, Port Chester, 

■ N. Y. 

Willowbrook State School, Staten 
Island, N. Y 

Transylvania Community Hospital, 
Brevard, N. C. 

Albemarle Hospital, Elizabeth City, 
N. C. 

Garden Terrace Convalescent Home, 
Greensboro, N. C. 

Caldwell Memorial Hospital, Lenoir, 
N. C. 


Franklin Memorial Hospital ir 
burg, N. C. 

St. Joseph of the Pines 
Southern Pines. N. C. 

Alleghany County .Memorial iw 
pital, Sparta, N. C. 

Warren General Hospital, 
ton, N. C. “ - 

Brown Community Hospital \\,i 
liamston, N. C. 

John C. Wesscll Sanatorium. Wf-, 

ington, N. C. .. 

Bowling Green University Hospiti] 
Bowling Green, Ohio ' ’ 

Memorial Hospital, Norv.alk, 
Champaign County Hospital. V;. 
bana, Ohio 

Erick Hospital, Erick, Okla. 
Comanche County Memorial Hos- 
pital, Lawton, Okla. 

Perry Memorial Hospital, Pem 
Okla. 

Picher Hospital, Picher, Okla. 
Walters Hospital and Clinic, Wal- 
ters, Okla. 

Dr. Bostwick’s Nose and Tliroai 
Hospital, Ardmore, Pa.. 

Veterans Administration Hospital, 
Erie, Pa. 

Memorial Hospital. Everett, Pa. 
Valley Forge Heart Institute aaj 
Hosp., Fairview Village, Pa 
Gnaden Huetten Memorial Hos¬ 
pital, Lehighton, Pa. 

Teah Private Hospittil, Loch 
Haven, Pa. 

Florence Crittenton Home, Phila¬ 
delphia, Pa. 

Laurel Hospital and Clinic, Wilkes- 
Barre, Pa. 

Divine Providence Hospital, Wil¬ 
liamsport, Pa. 

Kent County Memorial Hospilal, 
Warwick, R. 1. 

Good Samaritan-Waverly Hospital, 
Columbia, S. C. 

Hope Clinic Hospital, Lockhart, 
S. C. 

Clarendon Memorial Hospilal, 
Manning, S. C. ■ 

Wallace Thompson Hospital, Union, 
S. C. 

Creamer Community Hospital, Du¬ 
pree, S. D. 

Ipswich Community Hospital, Ips¬ 
wich, S. D. 

Community Memorial Hospital, 
Redfield, S. D. 

Rosebud Community Hospital, Win¬ 
ner, S. D. 

Isbell Eye, Ear and Throat Hos¬ 
pital, Chattanooga, Tenn. 
Memorial Hospital, Johnson City, 
Tenn. 

East Tennessee Tuberculosis Hospi¬ 
tal, Knoxville, Tenn. 

Scott Hospital, Lake City, Tenn. 
Faulkner Springs Sanitarium and 
Hospital, McMinnville, Tenn. 
Oak Ridge Institute of Nuclcai 
Studies, Medical Division, Oak 
• Ridge, Tenn. 

Obion County General Hospital 
Union City, Tenn. 

Physicians and Surgeons Hospilal 
Alice, Texas 

Oak Ridge Sanitarium, Austin 
Texas 

Anchell Hospilal, Cleveland, Texa 
Cleveland Hospital, Cleveland 
Texas 

Cuero Hospital and Clinic, Cucro 
Texas 

Jones Eye, Ear, Nose and Throa 
Hospital, Dallas, Texas 
Missouri, Kansas, Texas Railroai 
Employees Hospital, Denisor 
Texas 

Fleming Memorial Hospital, Elgir 
Texas 

Florence Clinic-Hospital, Florcnci 
Texas 

Leake Clinic and Emergency Ho: 

pital, Gladewatcr, Texas 
McKean Clinic and Emergcnc 
Hospital, Gladewatcr. Texas 
Haskell County Hospital, Haskd 
Texas 
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Kcighticy Hospital, Houston, Texas 
North Houston Hospital, Houston, 
Texas: 

Steed Clinic and Hospital, Hughes 
Springs, Texas 

General Hospital, Iraan, Texas 
Hall-deVIaming Hospital, Kauf¬ 
man, Texas 

Roy H. Laird Memorial Hospital, 
Kilgore, Texas 

Price and Black Hospital, Lamesa, 
Texas 

Littlefield Hospital and Clinic, 
Littlefield, Texas 
Mathis Hospital, Mathis, Texas 
Western Clinic-Hospital, Midland, 
Texas 

Missouri Pacific Lines Employees’ 
Hospital, Palestine, Texas 
Bannister Memorial Clinic Hos¬ 
pital, Pearsall, Texas 
Harper Eye, Ear, Nose and Throat 
Hospital, Port Arthur, Texas 
Rosebud Hospital and Clinic, 
Rosebud, Texas 

Memorials Hospital, San Angelo, 
Texas 

Santa Anna Hospital, Santa Anna, 
Texas 

Gaines Clinic and Hospital, Semi¬ 
nole, Texas 

Shamrock General Hospital, Sham-^ 
rock, Texas 

Charles H. Ewing Memorial 
Hospital, Sinton, Texas 
Sterling County Hospital, Sterling 
City, Texas 

Strawn Hospital, Sirawn, Texas 
Bronnenberg Clinic Hospital, Ta- 
hoka, Texas 

Jackson Clinic-Hospital, Terrell, 
Texas 

Federal .Correctional Institution, 
Texarkana. Texas 


IT. S. Air Force Hospital, Wichita 
Falls, Texas 

Yorktown Memorial Hospital, 
Yorkiown. Texas 

American Fork Community Hos¬ 
pital, American Fork, Utah 

Dickenson County Hospital, Clint- 
wood, Va. 

Warren Memorial Hospital, Front 
Royal, Va, 

John Randolph Hospital, Hopewell, 
Va. 

Sioncga Hospital. Stonega, Va. 

Louise Obici Memorial Hospital, 
Suffolk, Va. 

Shenandoah County Memorial 
Hospital, Woodstock, Va. 

Ocean Beach Hospital, Ilwaco, 
Wash. 

Prosser Memorial Hospital, Pros¬ 
ser, Wash. 

NorUigatc Surgery, Seattle, Wash. 

West Seattle General Hospital, 
Seattle, Wash. 

Central Memorial Hospital, Top- 
penish. Wash. 

Elizabeth Coplin Leonard Memo¬ 
rial Hosp., Buckhannon, W.Va. 

Boiarsky Memorial Hospital, 
Charleston, W. Va. 

Veterans Administrations Hospital. 
Madison, Wis. 

Belleview Convalescent Hospital. 
Milwaukee, Wis. 

Plattevillc Municipal Hospital, 
Platieville, Wis. 

St, Mary’s Hospital, Superior, 
Wis. 

Waupun Memorial Hospital. Wau- 
pun, Wis. 

Southshore Hospital, Aiea, Hawaii 

Guayama Tuberculosis Hospital, 
Guayama, P, R, 

Mayaguez and Western Polyclinic, 
Mayaguez, P. R. 


UNIVERSITY OF NORTH DAKOTA 
SCHOOL OF MEDICINE 

At its meeting on Dec. 2, 1951, the Council on Medical Edu¬ 
cation and Hospitals voted to remove the University of North 
Dakota School of Medicine from probation and to restore the 
School to the status of a fully approved school of the basic medi¬ 
cal sciences. This school has been on probation with the Council 
since May, 1939. The action of the Council was based on a 
survey of the school carried out by representatives of the Council 
and the Association of American Medical Colleges, Oct. 1-5, 
1951. 


BUREAU OF LEGAL MEDICINE 
AND LEGISLATION 


medicolegal ABSTRACTS 

Medical Practice Acts: Constitutionality of in Relation to Chi¬ 
ropractors.—^The state, on relation of the board of medical reg¬ 
istration and examination, filed a proceeding to adjoin the de¬ 
fendant chiropractor from practicing medicine without a license. 
From a judgment granting a permanent injunction, the defendant 
appealed to the Supreme Court of Indiana. 

The defendant contended generally and specifically that the 
medical practice act was unconstitutional in its attempt to create 
a medical board to license chiropractors. 

This court has previously held, said the Supreme Court, 
that the practice of chiropractic is the practice of medicine. 
Under existing statutes the legislature made it unlawful to prac¬ 
tice medicine without, a.license.. Therefore, untiLthe defendant 
obtains a license he cannot practice chiropractic. The board of 
; medical registration and examination of Indiana was granted 


the authority to make rules and regulations and to set standards 
for medical schools, which includes chiropractic schools, and 
also to set the requirements which must be met by applicants 
for examinations to practice chiropractic under a medical license. 
An applicant for a license to practice chiropractic is exempted 
by statute from taking an examination in materia medica, sur¬ 
gery and obstetrics. In conformity with the statutes, the board 
of medical registration and examination adopted rules prescrib¬ 
ing the requirements for medical schools and the teaching of 
chiropractics. The rules, both as to schools of chiropractic and 
applicants for examination, specifically exempt the study of 
and examination in materia medica, surgery, and obstetrics, and 
thus meet the standards set by the legislature. The defendant-- 
has made no effort to comply with these rules and the statutes, 
said the Supreme Court. He attempts to set his own standards 
of qualifications for a license and disregards the standards as 
set by the legislature for education and examination. The prac¬ 
tice of medicine requires the highest standards of education, and 
the cases holding this apply equally to the practice of chiroprac¬ 
tic, since both medical doctors and chiropractors minister to the 
ills of the human body. The board of medical registration and 
examination has, through its adopted rules, set requirements in 
compliance with legislative enactment as to educational require¬ 
ments as well as requirements for examination. Therefore, the 
Supreme Court concluded, if a chiropractor desires to be licensed 
in this state, he must meet the requirements as set by the 
board of medical registration and examination. 

The defendant however, contended that the composition of 
the board of medical registration and examination was uncon¬ 
stitutional because the members of the medical profession have a 
direct pecuniary interest in the elimination of chiropractors. 
It appears, said the Court, that the majority of the board of reg¬ 
istration and examination are members of the medical profession, 
holding a license to practice medicine, obstetrics, and surgery. 
There is no contention that these members are directly pecuni¬ 
arily interested except by reason of that fact. None of the mem¬ 
bers are shown to be from a community in which defendant 
lives and none of the members are shown to be financially 
interested in any way in defendant’s community or in his prac¬ 
tice. The members of the medical board, the Supreme Court 
concluded, even though they were from the same community 
as the defendant, would appear to have only an indirect pecuni¬ 
ary interest. Furthermore, said the Court, the composition of 
the board of medical registration and examination and the 
manner in which it may function is a legislative question and not 
a judicial one, the wisdom of which is a matter to be deter¬ 
mined by the legislature. So long as the constitution is not of¬ 
fended, we may not interfere with its enactments. 

Finally, the defendant contended that he cannot have a fair 
and impartial hearing before the medical board as now con¬ 
stituted. The defendant’s answer failed to allege that he had met 
the qualifications and that he had applied for a license. He 
contended that because five members of the board are medical 
doctors, holding unlimited licenses to practice medicine, they de¬ 
sire to eliminate all chiropractors and monopolize the profession. 
Merely because a person holds a license in a certain professional 
field, and is appointed to a board to pass upon the qualifications 
of those requesting a license to operate in that field, it cannot be 
said to justify the assertion that he is so unfair and impartial 
that he cannot fairly and impartially pass upon the requirements 
and fix the standards set by the legislature. If this were true, 
the composition of every professional board in the state of 
Indiana, including the board of law examiners, would offend 
the constitution. Whether or not the medical board is unfair 
and partial cannot be determined until the defendant meets the 
requirements as set by the board and applies for a license. 

Accordingly, the judgment of the trial court sustaining the 
constitutionality, of the medical practice act was affirmed.— 
Lucas V. State e.r rel Board of Medical Registration and Exam¬ 
ination, 99 N.E. (2d) 419 (Indiana 1951). 
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A.M.A. Arch. Indusf. Hyg. & Occup. Med., Chicago 

4:297-416 (Oct.) 1951 

SYMPOSIUM ON CANCER CONTROL PROGRAM FOR HIGH-BOILING 
CATALYTICALLY CRACKED OILS 

Teamwork in Control of Occupational Diseases: Introductory State¬ 
ment. R. C. Page.—p. 297. 

Experimental Analysis of Carcinogenic Activity of Certain Petroleum 
Products. W. E. Smith, D. A. Sunderland and K. Sugiura.—p. 299. 
Properties of High-Boiling Petroleum Products: Physical and Chemical 
Properties as Related to Carcinogenic Activity, H. G. M. Fischer, 
W, Priestley Jr., L. T. Eby and others.—p. 315. 

Cancer-Control Program for High-Boiling Catalytically Cracked Oils. 
J.-P. Holt, N. V. Hendricks, R. E. Eckardt and others.—p. 325. 

' Properties of High-Boiling Petroleum Products: Quantitative Analysis 
of Tumor-Response Data Obtained from Application of Refinery 
Products to Skin of Mice. F. H. Standing, W. H. King Jr., W. 
Priestley Jr. and J. Rehner Jr.—p. 335. 

Lobar Deposition and Retention of Inhaled Insoluble Particulates. H. E. 

Stokinger, L. T. Steadman, H. B. Wilson and others.—p. 346. 
Impingement of Dust from Air Jets. C. N. Davies, M, Aylward and 
D. Leacey.—p. 354. 


A.M.A. Arch. Neurology and Psychiatry, Chicago 

. 66:403-536 (Oct.) 1951 

Absolute Measurement of Vibratory Threshold. E. C. Gregg Jr,—p. 403. 

, Analysis of Prognostic Factors in Insulin Therapy. M. Cohen.—p. 412. 
Studies on Blood-Brain Barrier with Radioactive Phosphorus. L. Bakay. 
—p. 419. 

Cytology of Rabbit Neurons After "Malononitrile” Administration. Chan- 
• Nao Liu.—p. 427. 

Comparative Psychological Study of Hyperkinetic and Akinetic Extra- 
pyramidal Disorders. V. A. Krai and H. Dorken Jr.—p. 431. 
Spontaneous Subarachnoid Hemorrhage Occurring in Noned'amptic Preg¬ 
nancy. J. W. Conley and C. W. Rand.—p. 443. 

♦Efficacy of Aqueous Penicillin Alone and Combined with Other Modes iri 
}■ ■ Advanced Dementia Paralytica: Five-Year Study. P. N. Brown.—p. 464. 
Cryptococcus Meningitis (Torulosis) Treated with New Antibiotic, Acti- 
dione.® H. M, Wilson and A. W. Duryea.—p. 470. 
Electroencephalographic Findings in Spinal Cord and Brain Stem Lesions. 

G. F. Perry and D. J. Simons.—p. 481, 

Effect of Potassium on Electrocardiographic Abnormalities Produced 
During Insulin Shock. I. A. Kraft, H. Salzberg and J. A. Rosenkrantz. 
—p. 485. 

racranial Metastasis of Sarcoma Botryoides. L. M. Friedland.—p. 491. 
ateral and Bilateral Lobotomy; Controlled Evaluation. A. Simon, 
H.- Margolis, J. E. Adams and K. M. Bowman.—p. 494. 

' Iroenccphalogram in Multiple Sclerosis: Analysis.of Series Submitted 
to Continuous Examinations and Discussion. V. Fuglsang-Frederiksen ' 
and P. Thygesen.—p. 504. 

Penicillin and Other Treatment in Dementia Paralytica.— Five 
modes of treatment were used in 50 cases of severe dementia 
paralytica at the Ypsilanti State Hospital. Group 1 was treated 
with 4,000,000 units of aqueous penicillin in a dose of 20,000 
units every two hours for 16% days. Group 2 was given 4,000,- 
i 000 units of penicillin in the same dosage as Group 1 and a 
' course of therapeutic malaria. Group 3 received 4,000,000 units 
of penicillin in the same dosage, plus intravenous injections of 
arsenic alternated with administration of bismuth for one year. 
Group 4 was given 4,000,000 units of penicillin, a course of 

I therapeutic malaria, and one year of chemotherapy. Group 5 
• served as a control, receiving a course of therapeutic malaria and 
: - chemotherapy. Throughout the investigation, serological tests 
! were performed. This study revealed that for the severe dementia 
li paralytica usually seen in state hospitals, penicillin combined 
; with therapeutic malaria is the best treatment. A cpmparison of 
; 1 groups 2 and 4 indicated that at least in some cases of dementia 

II paralytica chemotherapy is harmful. 

i' Periodicals on file in the Library of the American Medical Association 
‘ i may be borrowed by members of the Association or its student organi- 
' ■ zation and by individual subscribers, provided they reside in continental 
■; j ■ United States or Canada. Requests for periodicals should be addressed 
1 “Library, American Medical Association.” Periodical.files cover only the 
I last 11 years, and no photoduplication services ate available. No charge 
; I is made to members, but the fee for other borrowers is 15 cents in 
.1 stamps tor each item. Only three periodicals may be borrowed at one 
! ! time,, and they, must not be kept longer than five days. Periodicals pub- 
i j lished by the American Medical Association are not available for lending 
! i! ■ but can be supplied on purchase order. Reprints as a rule are the prop- 
erty'of authors and can be obtained for permanent possession only from 
,,!( them. , ■ 

jl! Titles marked with an asterisk (*) are abstracted. ^ 


A.M.A. Arch. Surgery, Chicago 

63:413-584 (Oct.) 1951 

Effect of Cortisone and -Corticotrophin (ACTH) -on Intra-Abdnn- . 

Adhesions. S. R. Scheinberg and H. C. Saltzstein.—p. 413 . ' 

Role of Cardiovascular Stress in Pathogenesis of Endocarditis 
Glomerulonephritis: Observations Including Method of Exnerim.nr^ 
Production Utilizing Arteriovenous Fistulas. C. W. Lillchri 1 « 
Shaffer, W. W. Spink and others.—p. 421. ’ ' ' ' 

Femoral Arteriovenous Anastomosis in Treatment of Occlusive An.,; 1 
Disease. D. E. Szilagyi, G. D. Jay III and E. D. Munnel.-p. 435 
Operative Treatment of Peripheral Aneurysms. J.. J. Clear ami t r 
Herrmann.— p. 452. ’ 

Leg and Thigh Amputations in Obliterative Arterial Disease H n 
Shumacker Jr. and T. C. Moore.—p. 458. ‘ ‘ 

Gasometric Studies in Carotid-Internal Jugular Anastomosis in Ned- 
Preliminary Report on Human Experiences. E. S. Gurdjtan I p 
Webster and F. Martin.—p. 466. ' ' ' 

Complications and Effects Observed in Thirty-Three Patients with Ccnical 
Arteriovenous Fistulas. J. M. Hammer, H. S. Heersma, J. R. Mjc, 
Gregor and others.—p. 477. 

Syndrome of Leaking Duodenal Slump. B. B. Larsen and R. C Fmr 
man.—p. 480. ■ . ’ ‘ 

Pneumoarthrograms of Knee: Aid in Localization of Internal Derancc- 
ment. J. K. Stack and R. C. Lockwood.—p. 486. 

Consideration of Lethal Factors in Acute Pancreatitis. V. E. Siler ani 
J. H. Wulsin.—p. 496. .- 

Study of Types of Recurrence Following Inguinal Herniorrhaphy 
S. Zawacki and E. T. Thieme.—p. 505. 

Slow Versus Rapid Intestinal Strangulation Obstruction. H. Laulman 
W. E. Furr Jr. and H. D. Roach.—p. 511. 

Circulatory Disturbances Produced by Acute Intestinal Distemion ii 
Living Animal. R. J. Noer, H. J. Robb and L. F. Jacobson.—p. 520. 
Surgical Jaundice in Infants and Children. E. W. Gerrisb and J. W. Colt 
—p. 529. 

♦Biliary Tract Disease in the Aged. H. C. Fisher and H. MacM. White Jt 
—p. 536. 

Localization of Radioactivity of Colloidal Gold^'”: Preliminary Report 
H. F. Berg.—p, 545. 

Radioactive Isotopes in Localization of Intracranial Lesions: Survey c 
Various Types of Isotopes and “Tagged Compounds” Useful in Dlap 
nosis and Localization of Intracranial Lesions with Special Rcfcrcnc 
to Usi^ of Radioactive Iodine-Tagged Human Scrum Albumin. S. N 
Chou.'J. B. Aust, W. T. Peyton andiG. B. Moore.-rP. 554. 

_ Use of Invert Sugar Solutions for Parenteral Feeding of Surgical Patient! 

B, R, Lawton, A. R. Curreri and J. W. Gale,—p. 561. 

Tryptic Debridement of Necrotic Tissue. H. G. Reiser, R. Patton an 
L. C. Roettig.—p. 568. 

♦Growth of Vascular Grafts in Growing Experimental Animals; Ptt 
liminary Report. T, C. Everson and H. W. Southwick.—p. 576. 


Biliary Tract Disease in the Aged.—In patients over 70 who hai 
been operated on at the Denver General Hospital biliary tract dis 
ease ranked next to carcinoma of the stomach and colon in moi 
tality and next to repair of hernias in frequency. The records c 
elderly patients treated for biliary tract disease were reviewe 
and the following facts were revealed: 1. Biliary tract diseas 
in the aged is dangerous and occurs frequently. 2. The inc 
dence of cholelithiasis and the ratio of men to women with th 
disease increase with age. 3. The complications of cholelithias 
cause most of the deaths from biliary tract disease in this a£ 
group. 4. Emergency operation has a high mortality and shod! 
he avoided if possible, yet the increased incidence of .pcrfori 
tion emphasizes the need for considering emergency treatmei 
for acute cholecystitis. 5. Elective cholecystectomy, with chol 
dochostomy if necessary, is well tolerated tyy elderly persons an 
should be performed during a quiescent period of the diseai 
to prevent further acute.attacks and the dangerous complicatioi 
of.cholelithiasis. 6. Nonsurgical management is jireferable whe 
other conditions increase the risk in surgery. 7. Postoperath 
complications, especially pulmonary infections,'are frequent ar 
dangerous in this age group, and adequate preoperative ar 
postoperative care is necessary to lower the mortality. 8. Elder 
patients usually are benefited by either surgical or nonsurgic 
treatment, but those treated surgically have fewer continue 
symptoms and fewer complications of biliary tract disease. 

Growth of Vascular Graffs in Animals.—Venous and arteri 
grafts have been used increasingly in the operative correction < 
congenital vascular anomalies in infants'and children. There i 
however, little or no evidence to indicate whether these vascuh 
grafts grow as the patient increases in size. To answer this que 
tion, autogenous arterial, autogenous venous, and homologoi 
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preserved arterial.grafts were inserted intq aortic defects in 10 
young pigs to determine if the grafts would grow as the animals 
increased in size. All of three autogenous arterial grafts, two of 
four autogenous venous grafts, and two of three homologous 
preserved arterial grafts were patent when the animals were killed 
seven months later after having increased in weight eight to nine 
times. All grafts that remained patent grew in both length and 
diameter. More extensive'studies are now in progress to deter¬ 
mine if there is a statistically significant difference in incidence of 
occlusion between autogenous venous and homologous preserved 
arterial grafts in growing experimental animals. • 

American Journal of Clinical Pathology, Baltimore 

21:799-900 (Sept.) 1951 

‘Effects of Cortisone on Bone Marrow in Hodgkin’s Disease. R. S. Fadem, 
S. S. Berson, A. S. Jacobson and B. Straus.—p, 799. 

Platelets and Coagulation Defect Caused by Dicumarol. F. D. Mann, M. 
Hum and N. W. Barker.—p. 814. 

Electrolytic Resistance of Blood Clot in Polycythemia Vera Before and 
After Radiation and Its Relationship to Clot I(etraction. H. H. Hens- 
^ tell, I. S. Hcnstell and E. M. Ornitz Jr.—p. 820. 

Excretion of P-- in Bile of Rabbits Following Intravenous Administra¬ 
tion. F. B. Moreland, J. H. Gast and B. Halpert.—p. 828. 

Serum Sodium and Potassium Values in 400 Normal Human Subjects, 
Determined by Beckman Flame Photometer. H. C. Elliott Jr. and 
H. L. Holley.—p. 831. 

Technical Problems in Direct Tissue Studies with Electron Microscope. 

R. F. Dent Jr., M. Barhite and E. F. Geever.—p. 836. 

Uptake of Radioiodine-in Frozen Thyroid Carcinoma Tissues. W. N. 
Harsha and B. R. Harsha.—p. 842. 

Effects of Cortisone on Bone Marrow in Hodgkin’s Disease.—To 
determine the effects of cortisone in Hodgkin’s disease, 10 
patients were selected who had active, progressive Hodgkin’s 
disease and who had received no therapy except blood trans¬ 
fusions and rest for one month. Adequate marrow examinations 
were possible in only six patients. Cortisone was administered, 
initially, in a daily dosage of 100 mg. for 21 days. Subsequent 
treatments with cortisone, nitrogen mustard, or other agents 
depended upon the condition of the patient. Bone marrow was 
obtained by aspiration from the sternum or the iliac crest. Each 
aspiration was made at a site at least 1 cm. removed from the 
site of earlier aspirations. The most prominent bone marrow 
changes were proliferation of erythrocytic, granulocytic, eosino¬ 
philic, and megakaryocytic elements, and of reticulum cells, 
associated in some instances with morphological abnormalities. 
It is doubted that these changes resulted from correction of a 
previously existing deficiency of the hormone. Rather, it is be¬ 
lieved that cortisone exerted stimulatory influences upon growth 
of marrow cells and possibly prevented delivery or utilization 
of such cells in the peripheral blood. The development of giant 
cells of the Reed-Sternberg type in the marrow of three patients 
was also noted. This finding is interpreted as evidence that 
cortisone does not beneficially effect an important underlying' 
mesenchymal disturbance in Hodgkin’s disease. 

21:901-998 (Oct.) 1951. Partial Index 
Symposium on Blood Glucose. F. W. Sunderman, R. P. MacFate, G. T. 
Evans and J. B. Fuller.—p. 901. 

Neurologic Lesions of Erythroblastosis Fetalis in Relation to Nuclear 
Deafness. W. B. Dublin.—p. 935. 

Anaplastic Cells of Fetal Adrenal Cortex. J. M. Craig and B. H. Landing 
—p. 940. 

•Jaundice and False Positive Frog Tests for Pregnancy. H. Sobel and 
' S. Edelman.—p. 950. 

Use of Human Serum in in Vitro Tests for Virulence of Corynebacterium 
Diplitheriae. J. T. Hook and E. 1. Parsons.—p. 979. 

Direct Agar Culture Method for Testing Sensitivity of M. Tuberculosis 
to Streptomycin. L. R. Peizer, D. Widelock and C. Schechter.—p. 982. 
Rapid Staining Procedure for Intestinal Amoebae and Flagellates. W. B. 
Wheatley.—p. 990. 

Jaundice and Ftilsc Positive Test for Pregnancy.—^The male frog 
test for pregnancy was performed with urine of 21 jaundiced 
patients. The urine of nine patients, including men and women, 
contained a substance that caused a positive reaction. The posi¬ 
tive tests were not necessarily associated with the presence of 
parenchymal liver damage nor related to the degree of jaundice. 
Patients whose urine did not give a positive reaction had similar 
types of obstructive and parenchymal jaundice with approxi¬ 
mately similar range? of the icterus index. The nature of the 
active material is as yeriink'n'owh. 'It'i's apparently quite labile. 
The activity seems to disappear if the material is kept on kaolin 
for several days. 
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•American Journal of Tropical Medicine, Baltimore 

31:535-672 (Sept.) 1951. Partial Index 

Laboratory Comparison of United States 6nd British Army Typhoid- 
Paratyphoid Vaccine. W. S. Miller, D. L. Clark and O. C. Dierk- 
hising.—p. 535. 

Efliciency of Zinc- SuUatc Technic in Detection of Intestinal Protozoa by 
Successive Stool Exam nations. J. E. Tobie, L. V. Reardon, J. Bozi- 
cevich and others.—p. 552. 

Measurements of Direct Amebicidal Potential by Micro-Method for 
Screening of Drugs in Vitro. B. P. Phillips.—p.-Sfil. 

Aureomycin in Treatment of Intestinal Amebiasis: Report on 44 Cases. 

C. Calero.—p. 566. 

Effect of Lap:nonc (M.2350) on P. Vivax Infection in Man. G. Fawax 
and F. S. Haddad.—p. 569. 

'Role of House Fly, Musca Domestica, in Mu!lp!icalion of Certain 
Enteric Bacteria. J. E. Hawley, L. R. Penner, b. E. Wedberg and 
W. L. Kuip.—p. 572. 

Results Obtained in Testing Molluscacides in Field Plots Containing 
Oncomelania Nosophora, Intermediate Host of Schistosoma Japonicum. 

D. B. McMullen, S. Komiyama. N. Ishti and others.—p. 583. 

Antibody Re.sponse in Egyptian Splenomegaly. M. A. Gohar, A. A. Eissa 

and I. Sebai.—p. 605. 

Fresh-Water Cercarial Dermatitis from Southern California. W. L. 

Simmonds, W. E. Martin and E. D. Wagner.—p. 611. 

Note on Fllarlasis Among the Natives of Okinawa, with Particular Refer¬ 
ence to Possible Transmission of Wuchereria Bancroft! by.-Anopheles 
Hyreanus Sinensis. T. W. Simpson.—p. 614. 

Experimental Therapy of Onchocerciasis with Suramin and Hetrazan: 

Results of Three-Year Study. T. A. Burch and L. L. Ashburn.—p. 617. 
Observations Based on Cutaneous Biopsies in Onchocerciasis. L, Mazzotti. 
—p. 624. 

Production of Polyvalent Antivenin Against Trimeresurus Flavoviridls and 
Agkistrodon Blomhoffii Venoms. K. F. Burns.—p. 665. 

Housefly and Multiplication of Enteric Bacteria.—Most writers 
have assumed a mechanical transmission of bacteria on the body 
of the housefly, and some have studied the possibility of multi¬ 
plication of bacterial organisms in flies following ingestion of 
such organisms. Normal stool flora studies were conducted on 
36 houseflies. While the presence of soil and water species of 
bacteria was common, Proteus morganii was isolated from 28 
of the 36 flics studied, and Aerobacter aerogenes was found in 
20 of the 36 flies. Mounted flies were fed daily with sterile 0,5 
molar sucrose solution and sterile skim milk from potometers. 
Droppings were collected in the tubes containing 2.0 ml. of iso¬ 
tonic sodium chloride solution or on the surface of non-nutrient 
agar plates from which isolation of the specific test organisms was 
attempted. Of 132 domestic flies investigated in controlled feed¬ 
ing experiments, 36 were fed known numbers of Escherichia 
coli, 48 were given measured amounts of Salmonella schott- 
mulleri, and another group of 48 flies received known numbers 
of Shigella dysenteriae in an effort to determine passage of the 
test species of bacteria through the digestive tract of the flies. 
Flies in groups of 12 fed small numbers (less than 1,000) of .the 
specified organisms in a single feeding apparently do not pass 
these bacteria in their stools, but as the numbers of ingested 
bacteria increase, decided multiplication occurs within _the in¬ 
sects, as evidenced by the excretion of significantly greater 
numbers' of the test species than were- initially fed. 

Am. Practitioner & Digest of Treatment, Philadelphia 

2:745-832 (Sept.) 1951 

Evaluation of Liver Biopsy as Diagnostic Procedure. C. Cassel, F. C. 

Bone, J. M. Ruffin and L. D. Stoddard.—p. 745. 

Headache Clinic HI: Endocrine Therapy in Migraine. L. S. Blumenthal 
and M. Fuchs.—p. 755. 

Blinding Diseases of the World—^Treatment. A. A. Knapp.—p. 758. 
•Erythema Nodosum: Analysis of 50 Cases and Review of Literature. 

E. Wasserman and J. Yules.—p. 772. 

Modern Advances in Diagnosis and Treatment of Convulsive Disorders. 
R. B. Aird.—p. 777. 

Chloromycetin in "Healthy Carriers” of Endamoeba Histolytica. A. P. 
Coronei.—p. 782. 

Topical Use of Penicillin Ointment in Treatment of Chronic Bartholin 
Cyst Infection. A. Jablonsky.—p. 784. 

Primary Sarcoma of Heart: Report of Case Associated with Metastatic 
Calcification. P. H. Ringer Jr. and W. J. McDermid.—p. 786. 
Management .of the Complaining Patient: Me'thod of Intensive Psycho¬ 
therapy. R. L. Sutherland.—p. 792. 

Erythema Nodosum.—Fifty cases in which the diagnosis of 
erythema nodosum was unequivocal were selected at random 
from admissions to the Boston City Hospital from 1941 to 1951. 
The clinical and laboratory features of these 50 patients are 
presented. The disease was much more frequent in females (42) 
than in males (8). The ages of the patients ranged from 18 to 73 
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years. Seventy per cent of the patients had associated respiratory 
infections, a fact which is in accord with other reports from the 
same geographic area. The former concept that erythema 
nodosum is a manifestation of tuberculosis and rheumatic fever 
can no longer be supported, in view of recent observations, in¬ 
cluding those in this group, in which only one patient had co¬ 
existing tuberculosis and only four had rheumatic fever. Dental 
infection (in 12%), ulcerative colitis (in 4%), and gonorrhea 
(in 4%) were present in a higher incidence than previously noted 
in the literature. Bromide sensitivity was responsible for 
erythema nodosum in one patient. Sulfonamide sensitivity, pul¬ 
monary hilar lymphadenopathy, and generalized lymphadenop- 
athy were noted in proportions similar to those already reported. 
The authors feel that erythema nodosum may be considered a 
disease of hypersensitivity often associated with infectious and 
chemical agents. Geographic location appears to determine the 
specific causative factors associated with this condition. Tuber¬ 
culosis and rheumatic fever are not commonly found in asso¬ 
ciation with erythema nodosum in this area. 

American Review of Tuberculosis, New York 

64:327-476 (Oct.) 1951 

♦Tuberculomas of Mediastinum. C. F. Storey and H. A. Lyons.—p. 327. 
Enumeration of Viable Tubercle Bacilli by Surface Plate Counts. 
F. Fenner.—p. 353. 

Study of Relation of Nutrition to Development of Tuberculosis: Influence 
of Ascorbic Acid and Vitamin A. H. R. Getz, E. R. Long and H. J. 
Henderson.—p. 381. 

Bronchography in Pulmonary Tuberculosis; With Histopathologic Correla¬ 
tion in 82 Resections. M. G. Buckles, W. L. Potts, H. B. Davidson and 
W. B. Neptune.—p. 394. 

Tuberculous Meningitis; Correlation of Therapeutic Results with Patho¬ 
genesis and Pathologic Changes: I. General Considerations and Patho¬ 
genesis. O. Auerbach.—p. 408. 

*Id.; II. Pathologic Changes in Untreated and Treated Cases. O. Auerbach. 
—p. 419. 

Chemotherapy as Prophylaxis Against Secondary Intestinal Tuberculosis; 

Report of 150 Autopsies. I, Kiillqvist.—p. 430. 

Attempts to Heighten Effect of BCG Vaccination with Hyaluronidase. 
S. Bergqvist.—p. 442. 

Plasma Concentrations of Para-Aminosalicylic Acid (PAS) After Oral and 
Rectal Administration as Influenced by p-(Di-n-Propylsulfamyl)-Benzoic 
Acid (Benemid). C. W. Rieber, M. Saline and M. M. Friedman.—p. 448. 
Effect of Prolonged Administration of p-(Di-n-Propylsulfamyi)-Bcnzoic 
Acid (Benemid) upon Plasma Concentrations of Para-Aminosalicylic 
Acid. H. L. Israel, F. Mick and W. P. Boger.—p. 453. 

■'mportance of Respiratory Diseases. A. D. Langmuir.—p. 461, 

' . ■ stinal Tuberculomas.—^The occurrence of mediastinal 

uberculoma is reported in six men between 20 and 30 who 
were on active duty in the armed forces. Only one of the six 
patients had symptoms referable to the mediastinal mass, which 
in four was discovered on routine chest roentgenograms. In 
five of these six cases and in five of eight cases previously re¬ 
ported^ by other workers, the masses were located in the mid¬ 
plane of the chest immediately above the level of the transverse 
portion of the azygos vein. The presence of an oval or spherical, 
smoothly outlined, and sharply circumscribed mass of homo¬ 
geneous density, or containing calcium deposits, projecting to 
the right from the mediastinum in the aforementioned position, 
strongly suggests a diagnosis of mediastinal tuberculoma. A his¬ 
tory of tuberculosis, other evidence of that disease, and/or a 
positive tuberculin reaction (as in two of the authors’ patients) 
would make the diagnosis more likely. As there is no method 
of making a positive diagnosis preoperatively, it is believed 
that most of these patients should be subjected to ex¬ 
ploratory thoracotomy, which was performed in the authors’ 
patients. The mass should be removed at the time of surgical 
intervention if it can be accomplished with reasonable safety. 
The mass was excised in five of the authors’ cases. Two of the 
lesions showed active chronic granulomatous processes with 
tubercle formation but no acid-fast bacilli. In the three others no 
normal architecture remained, so that it was impossible to prove 
that the lesions had arisen from chronic granulomatous lymph¬ 
adenitis, but acid-fast bacilli,were demonstrated in the caseous 
centers of two lesions. At present tuberculoma appears to be 
an acceptable descriptive terrn for lesions of this kind. Post¬ 
operative management consisted of strict bed jest for three 
months, and of bed rest interrupted by progressively longer 
periods out of bed for an additional three months. Streptomycin 
in doses of 1 gm. daily and p-aminosalicylic acid in doses of 
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12 gm. daily were given postoperatively for six weeks to f ■ 
months. Of the six patients, five had been returned to full dn.r* 
and the sixth is expetecd to be returned to full duty after v‘’ 
months of postoperative rest. ' 

Tuberculous Meningitis—Pathological findings in 64 eases p' 
tuberculous meningitis treated with streptomycin for perioj' 
of from one day to 25 months were compared with findinas in 
untreated cases in an attempt to correlate the therapeutic effect 
with the. pathogenesis and pathological changes of the disease 
The survival period in untreated cases of tuberculous meninci^ 
tis is usually less than three weeks, too short a time for extensh- 
caseation and granulation tissue to develop. With streptomycin 
therapy the exudate within the subarachnoid space undergoes ex¬ 
tensive necrosis that encircles and partially involves the vessel 
walls in a similar process. Concomitantly there is fibrous thick¬ 
ening of the intima of the enclosed blood vessels. Tuberculous 
granulation tissue from the piarachnoid replaces the rcmaininc 
fibrinocellular exudate in the subarachnoid space so that, with 
prolonged therapy, the base of the brain becomes covered by 
a dense layer of hyalinized connective tissue that encloses necrotic 
foci. Streptomycin therapy has introduced a new phase in treat¬ 
ment of tuberculosis meningitis. The drug prolongs the.natural 
course of-the disease and causes extensive healing within the 
exudate. Since the source of dissemination to the meninges in 
children with tuberculous meningitis is eliminated by healing o( 
the primary infection, successful results with streptomycin ther¬ 
apy appear more likely in children than in adults. In adults the 
meningitis is usually secondary to active extrapulmonary tuber¬ 
culosis that gives rise to repeated hematogenous dissemination. 
That repeated infections of the meninges occur in adults is sug¬ 
gested by the presence of all stages of the healing process and 
also by the presence of fresh exudate over the convexity of the 
brain and surrounding the spinal cord. Repeated relapses in the 
course of streptomycin therapy may be related to the appearance 
of fresh foci of inflammation in the subarachnoid space. 

Bulletin of Johns Hopkins Hospital, Baltimore 

89:263-338 (Oct.) 1951 

•Muscuiar Wasting of Obscure Origin and Thyroid Gland. K. L. Zierler, 
—P. 263. 

Vectorcardiographic Study of "03” Deflection in Cases of Myocardial 
Infarction and in Normal Subjects. W. R. Milnor, A. Genecin, S. A, 
Talbot and E. V. Newman.—p. 281. 

Effect of Cortisone on Primary and Secondary Aqueous and on Cornea! 

Vascularization in Rabbits. S. R. Irvine and M. D. Irvine.—p. 288. 
Tissue Culture Studies on Liver Cells of Tuberculin Sensitized Animal! 
in Presence of Tuberculin (Purified Protein Derivative). Buckley 
S. M. Buckley and M. L. Keeve.—p. 303. 

Non-Traumatic Aortic Valve Rupture. D. Carroll.—p. 309. 

Hepatitis in Mice, of Presumed Viral Origin: Preliminary Report. J. Jor 
dan and G. S. Mirick.—p. 326. 

Muscular Wasting in Thyroid Disease.—Although it is unlikclj 
that muscle is ever unaffected in hyperthyroidism, cases in whid 
muscle involvement is the most prominent symptom have beei 
subclassified as examples of thyrotoxic myopathy. Many feature: 
of chronic thyrotoxic myopathy are suggestive of “apathetic thy 
roidism” as described by Lahey. Previous reports show that mus 
cular wasting with thyroid disease is observed almost exclusivcl; 
in patients over 40 or 50 years of age. Zierler observed H 
patients over 40 in whom the principal manifestation of hyper 
thyroidism was great muscular wasting. These patients com 
plained chiefly of anorexia, weakness, and weight loss. Exoph 
thalmos, thyropathic eye signs, and goiter were not demonstrab! 
or were not pronounced in most cases. A curious pattern 0 
creatine metabolism appeared in these patients, characterize 
by hypocreatininuria, impaired creatine tolerance, and surprii 
ingly slight spontaneous creatinuria. So consistent was this pal 
tern that it became an indication for therapeutic trial. Althoug 
the pattern also occurs with myotonic dystrophy and Addison 
disease, adrenocortical insufficiency in these older hyperthyroi 
patients could not be demonstrated. A possible explanation c 
these findings is that the rate of synthesis of creatine is de 
creased in the three clinical conditions in which the anomalou 
pattern has been noted. Convincing demonstration of hypei 
thyroidism depended on response to therapy. Rapid recover 
of weight and restoration of strength occurred uniformly durin 
administration of strong iodine (Lugol’s) solution or of «-propy 
thiouracil or of both. 
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Circulation, New York 

4:321-480 (Sept.) 1951 

Cardiodynamic Eficcts of Mitral Commissurotomy. E. R, Munnell and 
C. R. Lam.—p, 321. 

Transposition of Aorta and Pulmonary Artery. M. Campbell and S. Suz- 
man.—p. 329. 

Dynamics of Eiscnmenger’s Complex: Integration of Pathologic, Physio¬ 
logic and Clinical Features. JI. Goldberg, E. M. Silber, A. Gordon and 

L. N. Katz.—p. 343. 

Nitroglycerin-Flicker Test. E. L. Fox and I. S. Wright.—p. 350. 
Significance of Nitroglycerin-Fiicker Fusion Response in Normal Sub¬ 
jects and Patients with Cardiovascular Disease. H. 1. Russek, W. H. 
Anderson and A. A. Doerner.—p. 359. 

Some Effects of Digoxin on Heart and Circulation in Man; Digoxin in 
Enlarged Hearts Not in Clinical Congestive Failure. R. M. Harvey, 

M. I, Ferrer, R. T. Cathcart and J. K. Alexander.—p. 366. 

Eifect of Intravenously Administered Digoxin on Water and Electrolyte 
Excretion and on Renai Functions. S. J. Farber, J. D. Aiexander, 
E. D. Peliegrino and D. P. Earle.—p. 378. 

•Study of Effect of Procaine Amide Hydrochloride in Supraventricular 
Arrhythmias. M. C. McCord and J. T. Taguchi.—p. 387. 

New Tolerance Test as Guide to Clinical Heparin Therapy. R. S. 

McCIeery and J. A. Yarborough.—p. 394. 

Lumbar Sympathectomy for Peripheral Arteriosclerosis. F. L. Pearl and 
L. D. Rosenman.—p. 402. 

Evaluation of Anticoagulant Therapy in Congestive Heart Failure. D. C. 

Levinson and G. C. Griffith.—p. 416. 

Unipolar Precordial and Extremity Electrocardiogram in Normal Infants 
and Children. M. M. Alimurung, L. G. Joseph, A. S. Nadas and B. F, 
Masscil.—p. 420. 

Management of Cardiac Patients in Relation to Surgery. A. C. Ernstene. 
—p. 430. 

4:483-640 (Oct.) 1951 

Relief of Acute Right Ventricular Strain by Production of Interatrial 
Septal Defect. G. A. Brecher and D. F. Opdyke.—p. 496. 
Recommendations for Human Blood Pressure Determinations by Sphyg¬ 
momanometers. J. Bordley HI, C. A. R. Connor, W. F. Hamilton and 
others.—p. 503. 

Study of Central and Peripheral Arterial Pressure Pulse in Man: Correla¬ 
tion with Simultaneously Recorded Eleetrokymograms. A. H. Salans, 
L. N. Katz, G. R. Graham and others.—p. 510. 

Quinidinc Lactate and Gluconate in Suppression of Ectopic Ventricular 
Tachycardias Associated with Myocardial Infarction: Control of Toxic¬ 
ity by Morphine. A. S. Harris, A. Estandfa, T. J. Ford Jr. and R. F. 
Tillotson.—p. 5^2. 

Studies of Antiadrenergic Effects of Nitroglycerin on Dog Heart. R. W. 

Eckstein, W. B. Newberry, J. A. McEachen and G. Smith.—p. 534. 
Effect of Pulse Pressure and Mean Arterial Pressure Modification on 
Renal Hemodynamics and Electrolyte and Water Excretion, E. E. 
Selkurt.—p. 541. 

Determination of Caroiac Output by Continuous Recording System Utiliz¬ 
ing lodlnated (I”')- Human Serum Albumin: I, Animal Studies. W. J. 
MacIntyre, W. H. Pritchard, R, W. Eckstein and H. L. Fridell.—p. 552. 
Macrophage Migration in Experimental Atherosclerosis, j. H. Simonton 
and J. W. Gofman.—p. 557, 

Peripheral Vasomotor Effects of Adrenaline and Noradrenaline Acting 
upon Isolated Perfused Central Nervous System, R. D. Taylor and 

I. H. Page.—p. 563. 

Effect of Cycle Length on Time of Occurrence of First Heart Sound and 
Opening Snap in Mitral Stenosis. A. L. Messer, T. B. Counihan, M, B. 
Rappaport and H. B. Sprague.—P. 576. 

New Aspects of Blood Pressure Regulation. C. Heymans and G. van den 
Heuvel-Heymans.—p. 581. 

Experimental Production of Diffuse Proliferative Glomerulonephritis 
Utilizing Arteriovenous Fistula Stress with Bacteremia. C. 3V. Lillehei, 

J. R. R. Bobb, D. Wargo and others.—p. 587. 

Quantitative Electrokymograph. R. H. Morgan and R. E. Sturm.—p. 604. 

Procaine Amide Hj'drocliloride in Supraventricular Arrhythmias. 
—Procaine amide hydrochloride has proved of value in cardiac 
arrhythmias of ventricular origin but is considered as having 
little effect on the auricles. The present report, however, de¬ 
scribes the results of the intravenous administration of procaine 
amide in 25 patients with cardiac arrhythmias of supraventricu¬ 
lar origin. The drug, which comes in 10 cc. vials, was diluted 
to 30 cc. with isotonic solution of sodium chloride and was 
administered intravenously. Electrocardiographic control was 
maintained continuously for variable periods following adminis¬ 
tration. A pronounced effect on the auricles was demonstrated 
by the following findings: (a) conversion to normal sinus rhythm 
in six cases of auricular fibrillation and,in three cases of supra¬ 
ventricular tachycardia: (b) elimination of premature auricular 
contractions in one patient; and (c) marked slowing and changes 
in the configuration of the auricular waves in seven other 
patients. In four patients with auricular flutter conversion to 
normal sinus rhythm was not achieved. Other electrocardio¬ 
graphic evidence of the effect of this drug on the heart was 
t’.emonstrated in nearly all patients by mild to marked degrees 


of QRS and QT interval prolongation. An increase in ventricular 
rate in auricular fibrillation and a decrease in auricular- 
ventricular ratio in auricular flutter was a constant finding. 
“Toxic” or undesirable changes were observed in eight patients. 
Considerable variation in individual sensitivity to procaine 
amide and the frequency of unfavorable manifestations make 
necessary careful electrocardiographic and blood pressure con¬ 
trol during intravenous administration of this drug. 

Diseases of Chest, Chicago 

20:347-452 (Oct.) 1951 

Bronchial Adenoma: Follow-Up Report After 35 Years. C. Jackson. 
—p. 347. 

•Role of Bronchoscopy in Diagnosis and Treatment of Bronchial Adenoma. 
C. L. Jackson and C. M. Norris.—p. 353. 

DiHuse Interstitial Fibrosis of Lungs (Report of Case with Unusual 
Features). H. L. Katz and O. Auerbach.—p. 366. 

Cardio-Respiratory Studies in Pre arid Post Operative Funnel Chest 
(Pectus Excavatum). A. L. Brown and O. Cook.—p. 37B. 

Streptomycin as Adjunct to Therapy ot Pulmonary Tuberculosis; Long 
Term Study. K. A. Harden. H. M. Payne, H. V. McKnight and N. P. 
Giliem.—p. 392. 

Postural Rest in Pulmonary Tuberculosis. B. A. Dormer, E. Greathead, 
G. Pirrie and others.—p. 407. 

Treatment of Giant Tuberculous Cavities. P. Ottosen, C. Popp, A. J. 

Beatty and W. W. Buckingham.—p. 420. 

•Familial Pulmonary Fibrosis. J. M. MacMillan.—p. 426. 

Medical Treatment of Abscess of Lungs. T. Saglam.—p. 437. 

Bronchoscopy in Bronchial Adenoma.—The authors report on 
36 patients, 25 women and 11 men, with a “carcinoid” type 
of bronchial adenoma, and on four patients, two women and two 
men, with a “cylindroma” type of bronchial adenoma. Of the 
first group of patients, 24 were treated by bronchoscopic re¬ 
moval and all but two whose status is not known are well. 
Lobectomy was performed in eight, of whom one died post- 
operatively and seven are well. Pneumonectomy was performed 
in three, of whom one died postoperatively and two are well. 
Biopsy alone was performed in one patient who was not fol¬ 
lowed. Bronchoscopic removal was also performed in the four 
patients with the cylindroma type of adenoma. Two of them 
died despite palliative bronchoscopic treatment, and two are 
asymptomatic although they still require treatment. Bron'cho- 
scopic removal is curative and constitutes efficacious preopera¬ 
tive or palliative treatment in bronchial adenoma. Broncho¬ 
scopy is also important in the diagnosis, visualization, and 
biopsy of these tumors. The main source of confusion with re¬ 
gard to bronchial adenoma is the histopathology. Subdivision 
into various types like carcinoid and cylindroma is useful. Each 
case of adenoma should be studied individually to select the 
particular method of treatment. Resection should not be per¬ 
formed automatically as is usually done for carcinoma. ' 

Familial Pulmonary Fibrosis.—^The term familial pulmonary 
fibrosis designates a new disease entity that may be a familial 
response to chronic pulmonary trauma of an infectious or inor¬ 
ganic nature manifested in bilateral symmetrical involvement. 
Three familial groups are discussed in whom a diagnosis of 
pulmonary tuberculosis was not justified on the basis of examina¬ 
tion and chest roentgenograms. Recent fibrosis was revealed in 
lung sections of the mother and daughter in the first group. 
The family history revealed that the mother’s father and two 
sisters supposedly had died of pulmonary tuberculosis. The sec¬ 
ond group included two women, identical twins, with interstitial 
fibrosis of the lungs. Chest roentgenograms were interpreted as 
showing bilateral infiltration suggestive of fibrosis in two sisters 
of the third familial group. In familial pulmonary fibrosis the 
constitutional factor seems to be of great importance. The age 
of occurrence is from 30 to 55 years, and once the disease has 
manifested itself clinically, it usually progresses to death. Clin¬ 
ical characteristics are dyspnea, orthopnea, chronic cough, and 
cyanosis associated with minimal lung findings. Cor pulmonale 
may be a terminal change rather than a part of the disease. 
It is still too early to make positive statements with regard to 
therapy; potassium iodine seems to exert a beneficial inhibiting 
effect. A history of familial pulmonary fibrosis and inquiry into 
the manner of death of members of the family may provide more 
accurate information than questions referring to the presumed 
diagnosis. 
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Gastroenterology, Baltimore 

■ 19:1-190 (Sept.) 1951 

Abdominal Masses: I. Survey of Their Incidence and Clinical Significance. 

D. B. Butler and J. A. Bargen.—p. 1. 

Id.: 11. Diseases of Alimentary Tract: Carcinoma of Stomach, Carcinoma 
of Colon, and Lymphosarcoma of Alimentary Tract. D. B. Butler and 
J. A. Bargen.—p. 13. 

Id.: 111. Diseases of Liver, Pancreas, and Spleen: Metastatic Tumors of 
Liver, Acute Cholecystitis, Obstruction of Common Bile Duct, Hepatic 
Cirrhosis, Tumors of Pancreas, and Banti's Disease. D. B. Butler and 
J. A. Bargen.—p. 32. 

♦Malignant Degeneration in Chronic Ulcerative Colitis. E. D. Kiefer, 

E. J. Eytinge and A.-C. Johnson.—p. 51. 

♦Treatment of Acute Ulcerative Colitis by Ileostomy and Simultaneous ■ 
Colectomy. G. Crile Jr. and C. Y. Thomas Jr.—p. 58. > 

- Chloramphenicol (Chloromycetin) in Treatment of Viral Hepatitis. L. Hall 
and G. K. Wharton.—p. 69. 

Emphysema of Colon (Pneumatosis Cystoides Intestinalis): Case Report 
and Review of the British and American Literature. P. G. Creese. 

—p. 75. 

Simple Measure of Gastric Secretion in Man: Comparison of One Hour 
Basal Secretion, Histamine-Secretion and Twelve Hour - Nocturnal 
Gastric Secretion, E. Levin. J. B. Kirsner and W. L. Palmer.—p. 88. 
Study of Significance of Reactive Hypoglycemia Following Gastrectomy. 

, T. J. Butler.—p. 99. 

Massive Gastrointestinal Hemorrhage: Experimental Observations. A. 
Sachs, C..M. Wilhelmj, H. C. Struck and others.—p. 113.- 
Cephalic Phase of Gastric Secretion' Following Partial Gastrectomy. 

O. Noring.—p. 118. 

Pharmacological and Clinical Studies with Antispasmodics and Local 
_ Anesthetics on Upper Digestive Tract. G. P. Child.—p. 126. 

Malignant Degeneration in Ulcerative Colitis.—Knowledge of 
the expected incidence of carcinoma of the large bowel in 
patients with chronic ulcerative colitis is important for selection 
of proper treatment. To determine this incidence the authors 
, studied 214 patients who had undergone total or partial resection 
of colon and rectum for ulcerative colitis and an additional 12 
who came to autopsy. Another 458 patients were studied by . 
sigmoidoscopy and roentgenography, but in these the diagnosis 
•, was considered incompletely verified because the colons were 
not available for pathologic examination. In the 226 verified 
, cases there were 10 instances of cancer of colon or rectum, and 
in the 458 unverified cases 9 cancers occurred. The total num¬ 
ber of person-years of colitis was computed from the date of 
onset of the colitis until the date of death, operation, or exami¬ 
nation. Expected values were computed by comparing to the per¬ 
son-years the average annual incidence rates published for the 
ate of New York for cancer of the colon, rectum, and recto- 
oid. The results indicate that cancer was observed 66 times 
31 times more frequently than would be expected in the 
me age groups of the general population. It is concluded that 
chronic ulcerative colitis predisposes to cancer in younger per¬ 
sons, especially when the colitis has existed for 10 years or 
longer. 

1 

' Treatment of Acute Toxic Ulcerative Colitis.—In a series of 675 
cases of, ulcerative colitis observed at the Cleveland Clinic there 
were only 31 cases with acute toxic manifestafions. When the 
records of these patients were analyzed from two to nine years 
after their initial admission, it was found that 21,'or about two- 
thirds had died. Eight of these deaths occurred in the 11 patients 
who had acute toxic ulcerative colitis of less than six months’ 

, 'duration; the remaining 13 deaths occurred in the 20 patients 
. with an acute exacerbation of chronic ulcerative colitis. Dividing 
the cases according to whether the patients had medical treatment 
only or medical treatment and ileostomy, it was found that 10 
of the 16 patients treated by ileostomy died as compared to 11 . 
of the 15 treated only by medical means. Only two of the four 
• surviving medically treated patients are able to work, as com- 
I' pared to all of the five subjected to ileostomy and. subsequent 
; colectomy. Patients with acute toxic ulcerative colitis whose 
i colons are not removed are not often able to resume their ac-/ 

I' tivities. Patients with acute toxic ulcerative colitis should not be 
; ' subjected to the minimal operation of ileostomy, which may 
’ cause the least shock but also results in the least improvement, 

',1 but,to the maximum operation of subtotal colectomy, which 
h ' causes prompt improvement. Patients with acute toxic ulcera- 
tive colitis die oftener as a result of their disease than as a 
result of operation. ■ Even extensive operations are tolerated 
;1 [ well if'the disease is eradicated. The more seriously ill the 
j j patient the more urgent are the indications for simultaneous 
' ^ I subtotal colectomy and ileostomy. 


J.A,M.A., Jan. 12, i,jj 

Geriatrics, Minneapolis 


6:277-346 (Sept.-Oct.) 1951. Partial Index 

Gastric Surgery in the Aged. W. E. Branch.—p. 277 . 

X-Ray Study of Bowel Function in the Aged. L. Wechsler t ( 

■ and M. F. Goldsmith.—p. 293. 

Sexual Function in the Aging Male. W. R. Stokes._p 304 

Studies in Atherosclerosis: VIIl. Prophylaxis of Atherosclcmd. tv 

Stabilization of Blood Cholesterol. O. J. Poliak._p. 309 

tMetrazoI in Arteriosclerosis Associated with Senility. E T m, 
A. J. Giacobe and P. H. Wosika.—p. 319. ' ' 


Metrazol® in Arteriosclerosis Associated with Seniliiy^.-n,, 
care of aged patients with advanced arteriosclerosis, who'oft'" 
are not only bedridden but mentally confused, ii difficult. Spcci"! 
diets, glucose, proteins, and various vitamins, as wcU'as sliml 
lants, such as caffeine and ephedrine, have been tried with lmi> 
success. At the suggestion of Urse pentylenetetrazole (metrazolii 
was used.- in such cases. The changes produced by this dnig in 
the electroencephalogram are probably due to a combination 
of increased synaptic transmission and general analeptic effects 
By stimulating the respiratory center, the drug was e.xpected tc 
improve pulmonary ventilation and circulation, and so help ic 
overcome anoxia. It was expected to act as a general tonic 
by its analeptic effect and by increasing nerve impulse trans 
mission. Thirty-two patients with advanced arteriosclerosis, man) 
of whom were almost psychotic, were treated. Their ages ranccc 
from 65 to 90, with an average of 74. Pentylenetetrazole wa 
given orally for a minimum of 90 days. The average dose wa 
1 or 2 tablets (0.1 to 0.2 gm.) four times a'day, but doses upp 
3 and 4 tablets four times a day were used at times. Of the 3: 
patients, 26 showed at least some improvement and 12 shoivci 
pronounced improvement. Fatigue and mental confusion wer 
reduced to the extent that these patients were again able t 
enjoy life, while nursing care was made much simpler. Thcr 
were almost no side-effects, except nausea and vomiting in 
few patients who received large doses. Pentylenetetrazole (metr: 
zol®) seems an effective and safe analeptic of definite value i 
geriatric practice. 


Illinois Medical Journal, Chicago 

100:221-272 (Oct.) 1951 

•Treatment of Sub-Acute Bacterial Endocarditis with Massive Doses'i 
Procaine Penicillin in Oil. M. M. Chertack, W. R. Best and F. K. Hk 

—p. 228. 

Office Psychiatry. F. G, Norbury.—p. 232, 

Use of Anticoagulant Therapy in Medicine. N. B. Roberg.—p. 23-1. 
Lansing Poliomyelitis Virus Neutralizing'Antibody Titers of Differc 
Types of Human Serum. S. O. Levinson, A. Milzef and A. M. Wol 
. —P. 238. , 

Trends in Management of Appendicitis in Children. P. F. Fox.—p. 
Retrolental Fibroplasia. M. L. Newman.—p. 245. 

♦Clinical Results Obtained with Reichstein’s Compound. J. Peters.—p. 24 
Superficial Fungus Infections—Direct Mount and Culture in Tinea Fed 
D. Cohen and M. Goldin.—p. 252. 

Mechanism and Treatment of Pulmonary Edema. A. A. Luisada.—p. 25 
Tuberculosis X-Ray Survey as Medium for Early Diagnosis of Chi 
Malignancy. G. H. Gowen.—p. 257. 

Association of Masculinizing "rumor of Ovary and Pregnancy. W. 
Young.—p. 263. 

, Tuberculous Appendicitis. T. M. Larkowski and A. R. Rosanova.—p. 2( 

Penicillin in Bacterial Endocarditis.—Chertack, Best, and Hii 
attempted to eliminate bacteriologic therapeutic failures and 
minimize permanent damage to the valves in subacute bacteri 
endocarditis by intramuscular administration of 2 cc. (800,0 
units) of procaine penicillin in oil to five patients every two hoi 
day and night for 30 days. The total dosage was 288,000,0 
units or 720 ccI Carinamide was also given in some cases a 
proved to be of value in elevating penicillin biood levels. I 
tients were not restricted to bed rest. Slight allergic reactio 
in two'cases were easily controlled. A bacteriologic cure w 
obtained in each case, but one patient died of acute myocard 
infarction on the 18th day of treatment. 

Reichsfein’s Compound.—Reichstein’s Compound S, which d 
fers from cortisone only in that it lacks the oxygen molecule 
C-11, was used by Peters in treatment of lupus erythematos 
disseminatus, chronic urticaria complicated by convulsio 
psoriasis, and bronchial asthma that had not responded to t 
usual treatments. Initial results were good; appetite improvi 
strength returned, mental capacity and activity increased, a 
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'b. the patients had a sense of well-being. The laboratory findings 
■" showed either a decrease or a complete disappearance of cir- 
culatory eosinophils. The results in these cases indicate the re¬ 
lationship between the endocrine glands and the nervous system; 
further study of their interaction may result in a new concept 
; ' of the meaning of disease and provide a different approach to its 
management. 

b Journal of Applied Physiology, Washington, D. C. 

^ 4:161-244 (Sept.) 1951 

T Changes in Blood Pressure in Response to Presumably Painful Stimuli. 

F. R. Goctzl, C. W. Bicn and G. Lu.—p. 161. 

■' Value of Jntraoral Pressure as Measure of Intrapleural Pressure. E. I, 
Elisberg, H. Goldberg and G. L. Snider.—p. 171. 

V Estimation of Cardiac Output by Dye Dilution Method with Ear Ox¬ 
imeter. E. F. Beard and E. H. Wood.—p. 177. 

'■ EtTect- of Light-Dark Ratio on Fusion Frequency of Flicker. P. AVincheU 
and E. Simonson.—p. 188. 

; Influence of Analgesics, Dromoran, Nisentil and Morphine, on Pain 
Thresholds in Man. R. E. Lee and C. C. Pfeiffer.—p. 193. 

J Physiological Responses of Hands and Feet to Cold in Relation to Body 
Temperature. C. H. Wyndham ar\d W. G. Wilson-Dickson.—p. 199. 
Evaporative Rate Patterns from Smalt Skin Areas as Measured by Infra¬ 
red Gas Analyser. R. E. Albert and E. D. Palmes.—p. 208. 
i Use of Audio-Amplifier as Means of Facilitating Work Output; Strength 
Development Through a Program of Progressive Resistance Exercise, 

A. S. Hoye.—p. 215. 

Effect in Normal Man of Hyperglycemia and Glycosuria on Excretion 
and Reabsorption of Phosphate. B. A. Levitan.—p. 224. 

Sources of Error in Plasma Creatinine Determination. H. D. Lauson. 

—p. 227. 

Journal Clin. Endocrinology, Springfield, Ill. 

11:1045-1214 (Oct.) 1951 

Use of Antithyroid Drugs During Pregnancy. E, B. Astwood.—p. 1045. 
♦l'Meihyl-2-Mercaptoimidazole: New Active Antithyroid Agent. E. C. 

Bartels and R, W. Sjogren.—p. 1057. 

Column Chromatography of Thyroid Gland Hydrolysates. I. N, Rosen¬ 
berg.—p. 1063. 

Effect of Thyrotropin on Release of Hormone from Human Thyroid. 

R. E. Goldsmith, J. B, Stanbury and G. L. Brownell.—p. 1079. 

Analysis of Techniques for Determination of Thyroid Function with 

Radioiodine. G. L. Brownell.—p. 1095. 

Effect of Thyroid-Stimulating Hormone in Acute Tliyroiditis. J. Robbins, 

J. E. Rail, J. B. Trunnell and R. W. Rawson.—p. 1106. : 

Radioiodinc Studies in Thyroiditis. \V. M. McConahey and F. R, Keating 
Jr.—p. 1116. 

Classification of Thyroiditis, with Special Reference to Use of Needle 
Biopsy. G. Crile Jr. and J. B. Hazard.—p. 1123. 

•Limitations and Indications in Treatment of'Cancer of Thyroid with 
Radioactive Iodine. R. W. Rawson, J. E. Rail and W. Peacock. 

—p. 1128. 

Tracer Dose of Radioactive Iodine in Diagnosis of Thyroid Disease, 

L. Seed, B. JalT6 and C. Baumeister.—p. 1143. 

Nodular Goiter and Malignant Lesions of Thyroid Gland. O. H. Beahrs, 

J. deJ. Pemberton and B. M. Black.—p. 1157. 

•Carcinoma of Thyroid Gland in Youth. R. C. Horn Jr. and L S. Ravdin, 

—p. 1166. 

Recurrent and Persistent Hyperthy/oidlsm. W. Bartlett Jr.—p. 1179. 

Study of Ankle Jerk in Myxedema. E. H. Lambert, L. O. Undcrdahl, 

S. Beckett and L. O. Mederos.—^p. 1186. 

New Antithyroid Agent.—Eighty-two patients with primary 
hyperthyroidism and 18 with hyperthyroidism due to an ade¬ 
nomatous goiter were treated with methimazole (“tapazole”). 
Of these 100 patients, 93 received methimazole in preparation 
for a subtotal thyroidectomy and 7 patients received it as main¬ 
tenance medical .'treatment. The doses used were 20 to 30 mg. 
for patients with primary hyperthyroidism and 30 to 40 mg. for 
patients with adenomatous goiters, the size of the goiter deter¬ 
mining the size of the dose. Of the 93 patients receiving the drug 
in preparation for thyroidectomy, 56 were treated for 40 to 70 
days, 23 for less than 40 days, and 14 for more than 70 days. 
All of the seven patients on maintenance treatment with me- 
thimazolc in doses of 2.5 to S mg. per day for periods of 10 to 
17 months are now euthyroid. Clinically methimazole was ob¬ 
served to be 10 times as active as propylthiouracil. Of the 100 
patients, 6 had skin reactions to the drug, which in 3 patients 
necessitated discontinuation of the treatment; in the other 3 
treatment with methimazole was continued with reduction of ' 
the dose or addition of an antihistaminic drug. Myxedema oc¬ 
curred in two patients with primary hyperthyroidism. An ele- 
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valed plasma cholesterol level suggests presence of myxedema 
before symptoms are produced. The results obtained with 
methimazole in these patients indicate that it is an active anti¬ 
thyroid substance. The incidence of untoward reactions was 
higher than with propylthiouracil, but none of the reactions was 
serious and agranulocytosis was not observed. Since the com¬ 
pletion of the authors’ study, one patient was observed in whom 
severe granulocytopenia developed, indicating that methima¬ 
zole also has toxic potentialities. 

Treatment of Thyroid Cancer with Radioactive Iodine.—Radio¬ 
iodine tracer studies on 146 patients with cancer of the thyroid 
indicated that it was desirable and possible to administer radio¬ 
active iodine therapeutically to 20. Objective improvement as 
evidenced by microscopic or roentgenographic evidence of tumor 
destruction was observed in 10. The major limitations to this 
treatment were as follows; (1) The relative to absolute lack of 
natural avidity for of almost all cancers of the thyroid and 
the natural variability in function of those tumors which do 
concentrate radioiodine; ( 2 ) the previous interference with the 
natural or induced avidity for radioiodine of certain tumors by 
the administration of iodine or iodine-containing drugs or by the 
administration of noncancericidal amounts of isotopic or roent¬ 
gen ray radiation; and (3) the damaging effects of radiation 
from radioioeiine on normal and vital tissues such as the blood- 
and blood-forming organs. In view of these limitation§, the 
indications for the treatment of cancer of the thyroid with radio¬ 
active iodine were defined as follows; ( 1 ) that the tumor .be 
not removable; ( 2 ) that the tumor be capable of concentrating 
enough radioactive iodine to exert a cancericidal effect; and (3) 
that the calculated total blood irradiation delivered by the pro¬ 
posed therapeutic dose of I'^i be within the range of safety, 
i. e., less than 500 roentgen equivalents physical. Every candi¬ 
date for treatment with large doses of Ii:*! should be subjected 
previously to tracer studies with daily determinations of the blood ' 
levels for at least 96 hours. It seems to be justifiable to subject 
all patients with distant metastases from cancer of the thyroid 
to removal of the normal thyroid and to prolonged treatment- 
with thiouracil in an attempt to bring them to a treatable stage 
with radioactive iodine. 

Carcinoma of the Thyroid Gland in Youth.—Of 3,328 patients 
with goiters who were admitted to the hospital of the University 
of Pennsylvania over a period of 17VS years, 159 had carcinoma 
of the thyroid. Twenty-two (13.8%) of these 159 patients were 
less than 25. Of these 22 patients, 19 were observed during the 
last six years, as well as 43 patients in the same age group with 
other thyroid lesions (except toxic diffuse goiter) that can be 
treated surgically. Thus carcinoma of the thyroid gland is not 
rare in patients less than 25, and its incidence (30.6%) relative 
to the incidence of other surgical thyroid disease is extremely 
high as contrasted with that in adults. Of the 22 patients, .17 
had cervical lymph node metastases, and 13 initially complained 
of a lateral cervical mass that ultimately proved to be carci¬ 
noma of thyroid origin. This "lateral aberrant thyroid syndrome” 
presented clinical evidence of metastasis for years before a goiter 
was apparent. At times careful pathological examination of the 
thyroid gland may be necessary to disclose the primary tumor. 
Therefore, all lateral cervical nodes should be removed for 
pathological examination. The disease should be treated by 
thyroidectomy (hemithyroidectomy with removal of the isthmus 
in unilateral' cases), neck dissection if there are palpably en¬ 
larged cervical lymph nodes, and postoperative roentgen ray 
therapy. Tracer studies with radioactive iodine should be made 
when the diagnosis of thyroid carcinoma is suspected. Even ex¬ 
tensively invasive tumors should be removed surgically, as com¬ 
pletely as possible, together with any remaining normal thyroid 
gland, to facilitate the subsequent use of radioactive iodine. 
Two of the authors’ patients responded well to treatment with 
I*®', one showing regression of extensive pulmonary metastases. 
Despite the frequent presence of metastases at the time of the 
first observation, thyroid cancer in youthful patients appears to 
be a relatively benign and slowly progressive disease. Even with 
extensive pulmonary metastasis the prognosis is by no means 
hopeless. 
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Journal of Experimenfal Medicine, New York 

94:269-358 (Oct.) 1951 

Studies on Host-Virus Interactions in Chick Embryo-Influenza Virus 
System: IV, Role of Inhibitors of Hemagglutination in Evaluation of 
V/ra! Multiplication. O. C. Liu and W. Henle.—p. 269. 

Id.: V. Simultaneous Serial Passage of Agents of Influenza A and B in 
Relation to Variations in Growth Cycle of Influenza B Virus. O. C. 
Liu and W. Henle.—p. 291. 

Id.: VI. Evidence for Multiplicity Reactivation of Inactivated Virus. 
W. Henle and O. C. Liu.—p. 305. 

Persistence in Mice of Certain Foreign Proteins and Azoprotein Tracer- 
Antigens Derived from Them. P. D. McMaster and H. Kruse.—p. 323. 
Similarities in Mechanisms Determining Arthus and Shwartzman Phe¬ 
nomena. C. A. Stetson Jr.—p. 347.' 

Journal-Lancet, Minneapolis 

71:349-412 (Sept.) 1951 

Concepts of Bone Grafting. G. M. Hart.—p. 351. 

My.scdema; Case Report. W. F. Nuessle.—p. 355. 

Recent Developments in Poliomyelitis. K. S. Landauer.—p, 360. 

Delayed Healing in Pilonidal Cyst Wounds. B. J. Niemiro.—p. 364. 

J. Neuropathology & Exper. Neurology, Baltimore 

10:343-458 (Oct.) 1951 

Cerebellar Astrocytoma. N. Ringertz and H, Nordenstam.—p. 343. 

True Hamartoma of Hypothalamus Associated with Pubertas Praecox. 
R, B. Richter.—p. 368, ‘ 

Spinal Teratoma. D. Furtado and V. Marques.—p. 384. 

Production of Experimental Encephalomyelitis with Calcium Acetate 
Compound Extracted from Brain Tissue. A. Ferraro and L. Roizin. 
—p. 394. 

Virus as Primary Plasmacytogenic Agent in Brain Tissue. J. B. Hyde and 
B. Campbell.—p. 408. 

*Heterologous Transplantation of -. Tumors of Human Nervous System; 
Implantation in Eye of Guinea Pig. R. M. Kniseley and J. W. Kerno- 
han.— p. 416. 

Absence of Regeneration in Spinal Cord of Young Rat. I. Feigin, E. H, 
Gellcr and A, Wolf.—p. 420. 

Primary Massive Pontine Hemorrhage: Clinico-Pathological Study. A. W. 
Epstein.—p. 426. 

Heterologous Transplantation of Nervous System Tumors.— 
Many reports of heterologous transplantation of tumors into 
the anterior chamber of the guinea pig’s eye have been enthusi¬ 
astic, and some investigators believe the technique affords a 
, biologic method for distinguishing benign and malignant neo- 
.plasms. -Others, consider it unreliable. The authors decided to 
Vvestlgate the applicability of the method to gliomatous tumors, 
ney transplanted fragments of 22 tumors of the human nervous 
system into the eyes of 128 guinea pigs. The transplanted frag¬ 
ments of two of the tumors grew actively, fragments of the re¬ 
mainder of the tumors showed no evidence of growth after 137 
to 293 days of observation so that the percentage of “takes” 
was disappointingly low. The authors feel that the technique may 
be useful in the research laboratory, but that at present it is not 
a practical adjunct to the diagnosis of tumors. 

Journal of Pediatrics, St. Louis 

39:267-396 (Sept.) 1951. Partial Index 
“Effect of Cortisone on Nutrition. L. J. Geppert, B, F. O’Hara and A. C. 
Peat.—p. 267. 

• Antithrombin Titer in Cystic Fibrosis of Pancreas; Preliminary Report. 
I. Innerfield, A. Angrist and J. W. Benjamin.—p. 287. 

Herpes Simplex Encephalitis. D. R. Ginder and C. M. Whorton.—p. 298. 
Infectious Mononucleosis in Negro; Review of Literature with Report of 
Nine Cases. J, F, Hatley.—p. 303. 

Electrocardiogram in First Two Months of Life. R. A. Furman and 
W. R. Halloran.—^p. 307. 

Use of Ascorbic Acid Tablets to Enrich Milk for Infant Feeding. 
; A. D, Holmes, C. P. Jones and F. Tripp.— p. 320. 

' Study on Orange Juice, Orange Juice Concentrate, and Orange Peel 
■ Oil in Infants and Children; With Special Reference to Incidence of 

\ Dermatologic and Gastrointestinal Disturbances. C. L. JosUn and J. E. 

j Bradley.—^p. 325. , , 

! Effect of Surgery on Growth of Patients with Patent Ductus Arteriosus. 
F. H. Adams and W, B. Forsyth.—p. 330. 

Formula Rooms for Newborn Infants in Lying-in Hospitals: Results of 
Municipal Educational Program to Modernize Preparation of Formulas; 
With Special Reference to Terminal Sterilization. H. M, Wallace, 
H. Abramson, M. A. Losty and others.—p. 337. 

-■"Periarteritis Nodosa in Infancy: Report of Case Following Allergic Re¬ 
actions to Penicillin. L, Adelson.—p. 346. 

j Effect of Cortisone on Nutrition.— The relative roles of nitrogen 
1 retention and fluid retention in weight gain reported' previously 
in patients treated with cortisone was studied in two hoys, aged 
4 years, with juvenile rheumatoid arthritis and one hoy, aged 


J.A.M.A., Jan. 12, 

11 years, with biliary cirrhosis, pancreatic fibrosis, and i 
chiectasis. Four studies of nitrogen, sodium, and potassium r 
ances were carried out during cortisone therapy in these n-if'' 

In two of these studies in the patients with rheumatoid iris'- 
the dietary intake was limited to 1,900 calories per 24 ' 

In the other two studies one of the patients with ih*eun!v^ 
arthritis and the patient with biliary cirrhosis were ailo«-'i'r 
consume as much food as desired. From 48 to 72 hours'^^--'' 
administration of cortisone was started the children shoin” 
pronounced increase in appetite. If the diet was not reshrii 
their caloric intake was four or five times their basal rco'^t' 
ment. Although cortisone is antianabolic, this effect is nw ^ 
ized by the increased intake of calories, nitrogen, and electrolwi 
when therapy is continued for 10 days or less. Under such 6^ 
cumstances, approximately half the weight gain is due to nktv 
gen retention and actual nutritional gain. Excessive wcichl 
and edema may be reduced by the use of a salt-free dierp 
dietary intake is adequate, additional potassium is not require] 
to prevent hypokalemia and potassium deficit, but it may facig. 
tate nitrogen assimilation. Adaptation of these principles Li 
procedures to the treatment of nutritional failure was attempiej 
Infants who had no specific detectable organic reasons for gro»!f 
failure were given corticotropin or cortisone for five-day pVioL 
There was no demonstrable effect on the appetite of newbors 
infants. Several infants between 6 and 12 months of age dill 
show increased appetite and sudden reversal of nutritional failure 
when corticotropin was given for short periods. 

Periarteritis Nodosa in Infancy.—In infants less than 1 year of 
age periarteritis nodosa is rare. Its occurrence in an infant bo'i 
aged four and one-half months was revealed at necropsy, Tb; 
infant died suddenly 22 days .after the- onset of what appeared 
to have been an ordinary upper respiratory infection. During 
his terminal illness a variety of therapeutic agents were admin¬ 
istered, including penicillin by mouth on two occasions in tolal 
doses of 600,000 units and 500,000 units, respectively. Each 
time a skin eruption followed the administration of penicillin 
within 24 to 48 liours; a discrete, punctate, macular rash ap¬ 
peared on the face, ears, back, and legs after the first course oi 
penicillin, while, after the second, a blotchy and erythemaloui 
rash was accompanied by typical urticaria. At gross postmortem 
examination the heart was found to be enlarged in all diameters 
and had multiple subendocardial petechiae on the anterior atic 
posterior surfaces. All the major branches of both coronar) 
arteries stood out prominently and had a conspicuously nodulai 
“beaded” appearance; Microscopic-examination of multiple sec 
tions taken from all portions of the heart disclosed severe necro 
tizing arteritis and arteriolitis characteristic of periarlerili 
nodosa. While it cannot be categorically stated that the send 
tivity was due to penicillin, the history pointed toward a fair!; 
definite allergic reaction as the major etiological faclot. k 
individual constitutional difference in reactivity determines no 
only the possibility of sensitizaton but also the character of th 
reaction and the tissue- in which it occurs. Administration c 
penicillin after symptoms of hypersensitivity have appeared nw 
produce visceral damage of the periarteritis nodosa type aa 
must be discontinued before irreversible changes occur. 

J. Pharmacology & Exper. Therap., Baltimore 
103:1-106 (Sept.) 1951. Partial Index 

Adrenergic Blocking Action of Some Dibenzazepine Derivatives. L. i 
Randall and T. H. Smith.—p. 10. 

Effects of Narcotics and Convulsants on Tissue Glycolysis and Respii 
tion. J. L. Webb and K. A. C. Elliott.—p. 24. 

Nicotinolytic Drugs: I. Drugs Inhibiting Nicotine-Induced Tremors. R. 
Cahen and T. E. Lynes.—p. 44. 

Anticonvulsant Activity of a-Phenyl Succinimides. G, Chen, R. PoflnP 
C. R. Ensor and A. C. Bratton Ji.—p. 54. 

Significance of Carbonyl Group and Ether Oxygen in Reaction of A«t, 
choline with Receptor Substance. J. H. Welsh and R, Taub.—p. - 
Relative Hypotensive Activity of Certain 'Veratrum Alkaloids. G. 

Maison, E. Gotz and J. W. Stutzman,—p. 74. 
3-Hydroxy-2-Phenykinchoninic Acid - (HPC); Its Absorption, 
and Its Effects on Certain Renal Functions and Enzyme Systems. 
Beyer, H. F. Russo, G. S. Schuchardt and others.~p. 79. 

Effect of Cortisone, Desoxycorticosterone, and Adrcnocorticotrop ic 
mone upon Responses of Animals to Analgesic Drugs. C. A. 
and L. FUtaker.—p. 93. 
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Journal of Thoracic Surgery, St. Louis 

22:219-328 (Sept.) 1951 

Chanees in Urine anti Serum Electrolytes and Plasma Volumes After 
Major Intrathoracic Operations. R. K. Finley Jr., J. Y. Templeton lit, 
R. H. Holland and J. H. Gibbon Jr.—p. 219. 

Complications and Surgical Treatment of Hiatus Hernia and Short 
Esophagus. D. B. Efller and C. S. Ballinger.—p. 235. 

Formation of Temporary External Esophageal Fistula Over T-Tube for 
Stenosing Esophagitis. P. Thorek.—p. 248. 

Observations as to Etiology and Treatment of Achalasia of Esophagus. 
E. B. Kay.—p. 254. 

•Thoracoplasty Combined with Resection for Pulmonary Tuberculosis. 

\V. S. Conklin, J. E. Tuhy and J. T. Grismer.—p. 211. 

Revision Thoracoplasty: Review of 27 Cases. W. O. Kelley and D. V. 
Pecora.—p. 295. 

Liposarcoma of Mediastinum: Report of Case .with Associated Lipomas 
of Mediastinum and Subcutaneous Tissues. C. F. Storey and K. P. 
Knutson.—p. 300, 

Device for Producing Realistic Pulsation of Dead Heart, R. F, Butter- 
worth.—p. 316. 

New Operating Catdioscope. R. F. Bulterworih.—p. 319. 

Primary Lymphoma of Lung: Review of Literature, Report of One Case, 
and Addition of Eight Other Cases. W, C. Beck and J. C. Reganis. 
—p. 323. 

Thoracoplasty and Resection for Pulmonary Tuberculosis,— 
Pulmonary resection and thoracoplasty were performed at the 
same operation on 38 tuberculous patients between 15 and 57. 
Most of the patients had far-advanced bilateral disease, and 
about two-thirds had had previous collapse therapy. In 6 of the 
38 pneumonectomy was performed, in 29 an upper lobe was 
removed, and in 12 segmental resection was performed alone or 
in conjunction with lobectomy. There was one postoperative 
death among the 32 patients who had upper lobe resections and 
thoracoplasty and none among the 6 who had pneumonectomy 
and thoracoplasty. Bronchopleural fistula occurred after the sur¬ 
gical intervention in two patients. One patient had an early post¬ 
operative spread in the contralateral upper lobe, which responded 
promptly to antibiotic therapy; one had temporary atelectasis, 
and one who had had total pleurectomy and pneumonectomy 
had recurrent laryngeal nerve palsy on the left. Thus, as a rule, 
the combined operation seemed to be well tolerated and the 
incidence of postoperative complications was low. The follow-up 
period has not been long enough to permit conclusions about 
the long-term results. Early results were impressive, in that, of 
the 37 patients who survived, only 1 had positive sputum and 
this was attributed to preexisting contralateral disease. Thirty- 
six (95%) had negative sputum and permanent arrest of their 
disease seemed possible. On the basis of this limited experience 
with thoracoplasty performed in conjunction with resection and 
from the reports of others, the authors tentatively listed the 
following advantages of the combined procedure over separate 
operations: 1. A modified thoracotomy incision and less ex¬ 
tensive rib resection provide adequate exposure and a better 
functional result than the usual postresection thoracoplasty. 2 . 
The chest wall can be accurately conformed to the remaining 
portion of the lung before it becomes distended and adherent. 
Subtotal resection, in preference to pneumonectomy, can be 
undertaken with more confidence. 3, The pleural dead .space is 
promptly obliterated by thoracoplasty, decreasing the hazard of 
bronchopleural fistula and emphysema. 4. Elimination of one 
major procedure and its attendant risk is important to the patient 
and to the hospital, and patients who have had a resection and 
might refuse a second operation are assured the protection of 
thoracoplasty. 

New England Journal of Medicine, Boston 

245:441-474 (Sept. 20) 1951 

•Pulmonary ComplicaUons of Cardiospasm. A, S. Breakey, C. T, Dottcr 
and I. Steinberg.—p. 441. 

Carcinoma of Ovary: Clinical and Pathological Evaluation. F C 
Vyhceiock, R. H. Fennell Jr. and J. V. Meigs.—p. 447. 

•Incidence of Hypertension in Mitral Stenosis. M. D. Roseman and 
E. Wasserman.— p. 450. 

Premenstrual Tension: Its Relation to Abnormal Water Slorage. W 
Bickers and M. Woods.—p, 453. 

Blood Grouping, Blood Banking and Blood Transfusion {Concluded^ 

L. Souttcr, F. H. Allen Jr. and C. P. Emerson Jr.—p. 456. 

Pulmonary Complications of Cardiospasm.—Cardiospasm com¬ 
plicated by pulmonary disease was studied in 63 patients, 17 
Of whom arc reported on for the first time. Of the 63 patients, 
27 were men, 35 were women, and the sex of 1 was unknown. 


The average age of the patients at the time of the diagnosis was 
40.5 years. It is significant that 25 patients, i. e., more than one- 
third, complained initially of symptoms referable to the pul¬ 
monary complications of cardiospasm (cough, hemoptysis, fever, 
and chest pain) rather than of symptoms directly due to the 
esophageal disease. Thirty-eight patients complained initially of 
dysphagia, regurgitation, and vomiting, and 11 of these noted 
the simultaneous onset of symptoms caused by the cardiospasm 
and its pulmonary complications. Of the 63 patients, 8 died after 
protracted chronic illness and 1 died suddenly after massive 
aspiration of esophageal contents; necropsy revealed mega- 
csophagus in all of them. From available clinical, laboratory, 
and roentgenologic data it appears that most of the pulmonary 
complications of cardiospasm resulted from repeated aspiration 
of material from the dilated food-filled esophagus, especially at 
night, causing pneumonia, lung abscess, or even sudden asphyxia. 
These lesions will not respond permanently to therapy unless 
the fundamental lesion, the cardiospasm itself, is eliminated. 
Cardiospasm can be treated. Early diagnosis and definite therapy 
are desirable. The esophagus should always be examined when 
pneumonia, nonspecific pulmonary infiltration, lung abscess, or 
pulmonary lesions of obscure etiology occur. 

Hypertension in Mitral Stenosis.—The association of hyperten¬ 
sion and mitral stenosis was investigated in 517 patients, with 
mitral stenosis, 185 males and 332 females of all age groups. 
Controls were 2,000 hospital patients of comparable age and 
sex distribution. Of the 517 patients, 103 (19.9%) had hyper¬ 
tension; of the controls, 581 (29,1%) had hypertension. Of the 
223 patients over 45 with mitral stenosis, elevated blood pres¬ 
sure was found in 71 (31.9%), and 43 . 4 % of the controls in 
this age group had high blood pressure. Seventy (21.1%) of the 
332 females had hypertension; 29.9% of 1,004 female controls 
had hypertension. Fifty-four (39.7%) women over 45 had ele¬ 
vated blood pressure, as compared with 50.5% of the controls. 
Of 185 male patients of all ages, 33 (17.8%) had hypertension, 
while 28.2% of the male control group had hypertension. Seven¬ 
teen (19.5%) of 87 men over 45 had elevated blood pressure, 
compared with 37,5% of the controls. In general, these results 
corroborate those of Horns. The incidence of hypertension in 
patients with mitral stenosis, in al! age groups and of both sexes, 
appears to be no greater than that of the general hospital popu¬ 
lation. This contradicts the general belief that hypertension is 
commoner in patients with mitral stenosis in the older age group, 
particularly in women. 

New Orleans Medical and Surgical Journal 

104:131-172 (Oct.) 1951 

P-92 Penicillin: New Penicillin Salt with Decrease in Reaction Rate. 
A. B. Longacre.—p, 131. 

Tuberculosis Treated with Antibiotics. C. R. Gowen and E. C. Edwards. 
—p. 136. 

Intravenous Administration of Dilute Pitocin in Obstetrics: Experience 
in 173 Cases. G. T. Schneider, J. H. Ferguson and H. K. Miller. 
—p. 139, 

•Mercurial Diuretics in Toxemia of Pregnancy: Preliminary Report. R. C. 

Smith, H. K. Miller and J. W. Hendrick.—p. 144. 

Free Feeding in Obstetrics. M. M. Miller,—p. 149. 

Accidental Hemorrhage in Third Trimester of Pregnancy. M. A. Schud- 
mak.—p. 154, 

The Headache Problem. B. P. Smith.—p. 157. 

Problem of the Dizzy Patient. M. L. Lewis Jr.—p. 161. 

Mercurial Diuretics in Toxemia of Pregnancy.—Since the prog¬ 
nosis in severe preeclampsia and eclampsia is better for patients 
who have a good urinary output, Smith and associates decided to 
use the mercurial diuretic, mersalyl, to control edema. Patients 
with sudden, excessive weight gain with pitting edema of the 
lower extremities were thought to need diuretic treatment. The 
authors hospitalize all patients with toxemia whose condition • 
does not seem controllable in the outpatient clinics, including 
many who do not cooperate on a salt-poor diet. The laboratory 
examinations include daily urine albumin determinations, elec¬ 
trocardiograms, and blood chemistry and kidney function tests. 
Patients .are on complete bed rest during this time. After this 
work-up is completed and a base line is reached, the patients are 
given 2 cc. of mersalyl, usually by intramuscular injection. Of the 
41 patients with toxemia of pregnancy who were treated with 
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mercurial diuretic, 29 received mersalyl on one or two occasions 
along with bed rest, a salt-free diet, and sedation. Twelve pa¬ 
tients also received hypertonic glucose solution and ammonium 
chloride. The average weight loss in the former group was 7.1 lb. 
(3.2 kg.), while in the latter group it was 8.3 lb. (3.8 kg.). No toxic 
reactions occurred. On two occasions amniotic fluid obtained 24 
hours following administration of mersalyl contained no mer¬ 
cury. The authors feel that no definite conclusions can be based 
on this study, but the results justify further use of mercurial 
diuretics in toxemia of pregnancy. 

New York State Journal of Medicine, New York 


Ohio State Medical Journal, Columbus 

47:897-980 (Oct.) 1951 

• Medical Supervision of Boxing. L. B. Chenoweth.—p. 913. 

Acute Nonspecific Pericarditis: Report of Case Treated with ACTH 
(Adrenocorticotrophic Hormone). N. J. Kursban and A. Iglauer. 
—p. 915. ' 

A Case with.-Unusuaily High Cold Hemagglutinin Titer. F. Shaft and 
R. I. Fried.—p. 919. 

Case Report: Rem.ission in Chronic Schizophrenic Iliness After Treatment' 
with Cortisone. J. B. Cohn and D. Harris.—p. 922, . 

Anatomical Distribution of Pancreatic Fat Necrosis: Report of Case with 
Unusual Dissemination. R. S. Wilson.—p. 925. 

Carcinoma of Gallbladder—Analysis of Cases. F. N. Surrta' and R. D. 
j Williams.—p. 927. 

Manipulation of Lumbosacral Joint. E. H. Schweitzer.—p. 930. 

* S ^ 

c. Statf Meet. Mayo Clinic, Rochester, Minn. 

26:361-376 (Sept. 26) 1951 

Clinical Effects of Cortisone Administered Orally to Patients with Rheu¬ 
matoid Arthritis. L, E. Ward, C. H. Siocumb, H. F. Polley and others. 
—p. 361. 

■ Interrelationships Between Enzymes and Hormones: VI. Influence of Age, 

' Sex, Adrenalectomy, and Cortisone Acetate upon Concentration of 
,! , Monamine Oxidase in Livers of White Rats. J. S. Schweppe, A. E. 

i Zeller and G. M. Higgins.—p. 371. 

; Oral Administration of Cortisone in Rheumatoid Arthritis.— 
j The oral administration of cortisone either in the form of tablets 
or in a saline suspension produced an effective antirheumatic 
response in 99 of 100 patients studied. Equally good results were 
obtained with the tablets and the suspension. Of the 100 patients, 
27 were given cortisone, first intramuscularly and then orally, 72 
were given cortisone only by mouth, and one was given corti¬ 
sone first by mouth and then, when no antirheumatic effect was 
obtained, by intramuscular injection. The required oral dose of 
cortisone was approximately the same or only sligthly larger 
(a sixth to a fourth) than the intramuscular dose in most cases.' 
Because of the prompt but short action of cortisone given orally, 

^ the daily dose was given in three or four parts at appropriate 
intervals. Results of this study emphasize the importance of 
regulating the dosage to meet each patient’s need. Similar side- 
' : effects resulted from oral and intramuscular administration of 
cortisone. In only two patients did gastrointestinal irritation 
I follow oral administration of tablets of cortisone. Use of cor- 
tisone was discontinued in 11 cases to see how much improve- 
i ,:'.ment would be maintained. Relapses began to occur within 10 
; to 60 hours after withdrawal of cortisone in 9 of these 11 cases. 

1 Remissions in the other two cases are now of 2 months’ and 
v| ib. mphths’ duration, respectively. The oral administration of 
'■ cortisone in closes just small enough to prevent development 
. il of significant side-effects appears to be useful for long-term,man- 
" !| agement in many cases of rheumatoid arthritis. 
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South'Carolina Medical Assn. Journal, Florence 

47:317-358 (Sept.) 1951 

Present Concepts Concerning Etiology and Therapy oI Urinirv i .-.i- 

L. F. Greene.—p. 317. ^ 

Present Status of Thyroid Surgery and Indications for It W ti n 

lean.—p. 321. trio. 

Serum Neuritis Following Use of Rabbit Scrum. J. I. Warinc—n 
Athletic Injuries. W. Cook.—p. 324. " t' 

Carcinoma of Stomach: Clinical Study. H. W. Mayd Jr._ p. 315 

47:359-392 (Oct.) 1951 

Importance of Symptomless Intrathoracic Lesions. P. W. Sanger—n no 
‘Reading Difficulty in Children. J. W. Jervey.—p. 363. 

Cavernous Hemangioma: Report of Unusual Case. L. B Keels mi w 

M. Lemmon.—p. 365. “ 

Carcinoma of Colon and Rectum: Clinical Study. R. B 1 ennor.i . 

H.' W. Mayo Jr.-p. 368. ' 

Reading Difficulty.—Of 2,000,000 new pupils each year in the 
United States, nearly 300,000 fail for lack of reading^kill. More 
boys than girls have difficulty and it may occur in pupils with 
a high intelligence quotient. Three times as many cases of 
dyslexia have resulted when flash*methods of teaching have been 
used alone as when phonetic instruction has been employed 
The more rapid techniques are excellent for most children, but 
some must learn by more dependable means. It has been shown 
that beginners do better when they can name and write capital 
and small letters. Too much emphasis on speed- may create a 
subconscious sense of defeat and conflict, and can' produce in¬ 
ability to read. The most experienced, most intelligent, and 
highest paid teachers should teach in the primary grades, rather 
than those with least experience, as is now the practice. Emo¬ 
tional problems may be a factor in dyslexia, but many problem 
children have improved in behavior when reading difficulty has 
been cured. Dyslexia appears to be commoner in persons with 
mixed cerebral dominance, that is, in persons who are lefthanded 
with a dominant right eye or vice versa. In these cases confusion 
can be demonstrated clinically. The ophthalmologist is con¬ 
sulted because it is assumed that eye disturbances are factors 
in dyslexia, but phorias occur with equal frequeficy in good and 
poor readers. There is a possible relation between dyslexia and 
a low amplitude of fusion or a weak power bf convergence. 
The author states that all children cannot be taught by so-called 
“progressive methods.” When difficulty is incipient or well estab¬ 
lished, teaching must begin with the most elementary work re¬ 
gardless of the school grade, including fundamentals of syllable 
formation, word structure and analysis, 'phonetics, and spelling. 
Kinesthetic methods such as tracing, sand writing, and typing 
are of value. \ 

< 

Surgery, St. Louis 

30:597-762 (Oct.) 1951 

‘Partial Gastrectomy for Ulcer- and Postoperative Complications. K. 

Nicolaysen and B. Fretheim.—p. 597. ' 

‘Diverticulitis of Colon .and Its Surgical Management. J. W. Neal Jr. 

—p. 606. 

Bacteriologic Study of Human Liver. C. Romieu and A. Brunschwig. 

—p. 621. • ■ 

Effects of Ligation of Hepatic Artery in Dogs. D. Fraser, A. M. Rappa- 
port, C. A. Vuyisteke and A. R. Coiwell Jr.—p. 624. 

Partial Hepatectomy in the Dog: Experimental Study. M. S. DeWeese 
and C. Lewis Jr.—p. 642. 

Aureomycin in Experimental Acute Pancreatitis of Dogs. L. Persky, F. B. 

Schweinburg, S. Jacob and J. Fine.—p. 652. 

Carcinoid Tumors of Appendix: Review of 26 Cases. G. N. Weiss and 
A.. J. Hertzog.—p. "657. ■ ■ 

Lateral Supratentorial Approach to Cerebellopontine Angle for Acoustic 
Nerve Tumor: Preliminary Report., A. Ecker.—p. 661. 

Mulitiple Rib Fractures: Indication for Tracheotomy. M. H. Williams. 

-p. 664. \ . p 

Mixed Tumors of Skin: Criteria for Diagnosis. L. G. .Khedroo ana r. 
A. Casella.—p. 674.' , 0 , . 

Experimental Intracardiac Surgery with Extracorporeal- Circulation. W. 

■T. Mustard and A. L. Chute.—p. 684. . 

Atrophy of Sarcoma in Rats Followed by Tumor Immunity: Surgics 
Method for Development of Tumor Immunity in Rats. M. R. Lewis, 
D. B. Maxwell and P. M, Aptekman.—p. 689. 

Partial Gastrectomy for Ulcer.—This is a study of 280 patients 
with-gastroduodenal ulcer in whom partial gastrectomy ''es 
performed between 1946 and 1949, including 65 patients wit 
gastric ulcer, 8 with ulcer of the stomach and duodenum, an 
207 with duodenal ulcer. Not included were those operated on 
for perforating ulcer, those with bleeding ulcers operated upon 
as an emergency measure, those with marginal ulcer, 11 cases 
in which only gastrojejunostomy was performed, and 2 cases 


51:2055-2182 (Sept. 15) 1951 , 

Problem of Gastric Cancer. A. F. R. Andresen.—p. 2115. 

Primary Cancer of Liver. R. R. Heffner and R. C. Swingle.—p. 2123. 
Present Trends in Treatment of Ulcerative Colitis. B. B. Crohn and 

H. Yarnis.—p. 2129. 

Surgery in Ulcerative Colitis. H. A. Patterson.—p. 2135. 

Silent Carcinoma of Cecum. S. J. Stabins and J. A. Dixon.—p. 2140. 
Place of Banthine in Treatment of Duodenal Ulcer. H. L. Segal, ft. A. 

Friedman and J. S. 'Watson Jr.—p. 2147. 

Postdyscnteric Syndrome. S. M. Fierst and A. Werner.—p.- 2152. 

Clinical Value of Duodenal Drainage in Diagnosis of Carcinoma of 
Biliary Tract and Pancreas. H. M. Lemon.—p. 2155. 

Evaluation of Teropterin Therapy in Metastatic Neoplasms. S. Weintraub, 

I. Arons, L. T. Wright and others.—p. 2159. 
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in which only vagus resection was done. The criteria for the 
operative treatment were drawn up in cooperation with the medi¬ 
cal department where follow-up examinations were made on the 
patients treated medically. It was found that 22% of patients 
with gastric ulcer and only 10% of patients with duodenal ulcer 
had not had recurrence. The rate of cure after medical treat¬ 
ment was much poorer for patients with ulcer symptoms of 
more than five years’ duration than for those with symptoms 
of less than five years’ duration. Of the former, 14% with gastric 
ulcer and 7.6% with duodenal ulcer did not have recurrence. 
Therefore the authors recommend surgical treatment for all 
patients with ulcer symptoms of more than five years’ duration 
and for some patients with ulcer symptoms of less than five 
years’ duration. The authors discuss the surgical technique with 
particular attention to postoperative complications. The mor¬ 
tality rate was 0.35%, and postoperative complications occurred 
in 30%. The most important complications were postoperative 
hemorrhage, gastric retention, rupture of the incision, and res¬ 
piratory infections. The marked improvement in results in recent 
years is due not only to more effective treatment of infections 
(with sulfonamides and penicillin), but probably primarily to 
general measures used in preoperative and postoperative treat¬ 
ment. The improvement also results from use of partial gas¬ 
trectomy rather than exclusion by Finsterer’s method in cases 
of duodenal ulcer difficult to remove. 

Colon Diverticulitis.—^Neal reviews the literature and gives his 
own observations on diverticulitis of the colon. The etiology 
is unknown, but the most plausible explanation is an inherent 
weakness of the muscular walls and increased intracolonic pres¬ 
sure. Various symptoms are produced by diverticulitis, depend¬ 
ing on the location in the colon and the degree and extent of 
the inflammatory process. Diagnosis of diverticulitis depends 
on demonstration of the diverticula on roentgenograms. At times 
preoperative diagnosis is impossible, especially with cecal in¬ 
volvement, The author discusses six surgically treated patients, 
including one with solitary cecal diverticulitis. As a rule, surgi¬ 
cal treatment should be reserved for the complications of di¬ 
verticulitis, including acute perforation, abscess, obstruction, 
fistula formation, coexisting carcinoma, and inability to differ¬ 
entiate diverticulitis and carcinoma. It has been estimated that 
complications requiring surgery occur in from 15 to 20% of 
cases. Bowel resection should not be undertaken in the presence 
of an active inflammatory process. When there is complete ob¬ 
struction or fistula formation, a colostomy should be performed, 
preferably in the transverse colon proximal to the lesion. After 
an optimum waiting period of one year, the opening may be 
closed or the involved segment resected, depending on the con¬ 
dition of the bowel. When carcinoma cannot be ruled out, radical 
resection is indicated. ^ 

U. S. Armed Forces Med. J., Washington, D. C. 

2:1269-1422 (Sept.) 1951. Partial Index 

Field Use of Methadone and Levo-Iso-Methadone in Combat Zone 
(Hamhung-Hungnam, North Korea). H. K. Beecher, P. A. DefTer, 
F. E. Fink and D. B. Sullivan.—p. 1269. 

Thoracic Injuries in World War It; It. Therapy in Reconstructive Phase. 
J. P. O’Connor.—p. 1277. 

Saline Soiution in Treatment of Injuries with Shock. D. W. Richards Jr 
—p. 1289. 

Efiect of Rapid and Prolonged Rewarming on Local Cold Injury. J, 
Pichotka and R. B. Lewis.—p. 1293. 

Epidemic Typhus Vaccine: Antibody Response to Single Dose Among 
Persons Previously Vaccinated. R. L. Gauld and K. Goodner.—p. 1311. 
Medical Problems of Underwater Demolition Team. C. L. Waite 
—p. 1317. 

Needle Biopsy of LiS'er. O. A. Wutl and J. H. Moyer.—p. 1327. 

•Narcotic Addiction: Management of Withdrawal Symptoms with Corti¬ 
sone. W. H. BoSwell.—p. 1347. 

Treatment of Malignancy of Testes. J. C. Kimbrough and W H Morse 
—p. 1353. 

Histamine as Factor in Dental Inflammation. M. W. Ogle and R B 
Lydic.—p. 1357. 

Management of Abortion. W. S. Baker Jr.—p. 1363. 

Betel Nut Chewer's Cancer, R. W. Mendelson.—p. 1371. 

Foreign Bodies in Lip. J. P. Echternach.—p. 1377 . 

Volunteer Blood Donor Program. J. A. Mikuluk.—p. 1379 
Coarctation of Aorta. J. H. Forsce, H. W. Swan 11, E. m’. Goyette and 
H. P. Makel.—p. 1385, 

Cortisone for Withdrawal Symptoms in Narcotic Addiction._ 

The case reported was a 27-year-old rnedical officer with five 
months’ service in Korea. He admitted taking an average of 60 
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cc. of meperidine (demerol®) hydrochloride and 1 gm. of mor¬ 
phine daily. This was self-administered intravenously, usually 
6 limes daily with ten 16 mg. morphine tablets dissolved in 10 
cc. of meperidine solution. Within 24 hours after admission 
moderate gastric- cramps developed and the patient vomited. 
Within the next two hours abdominal pain increased, and several 
fluid bowel movements occurred. The patient began to be appre¬ 
hensive, weak, and broke out in a cold sweat. The pulse rate 
increased, and the blood pressure fell. To establish a definite 
diagnosis, 10 cc. of meperidine solution was given intravenously 
following which there was complete relief of symptoms. Then 
the patient slept for five hours. During the next 12 hours he was 
given two further injections of meperidine solution, and, at 11 
a. m. on Feb. 19, that is, 18 hours after the onset of symptoms, 
oral administration of cortisone acetate was started. The patient 
was given (I) 100 mg. of cortisone and 0.5 mg. of potassium 
chloride every six hours for four doses; (2) 50 mg. of cortisone 
and 0.5 mg. of potassium chloride every six hours for three 
days; and (3) 25 mg. of cortisone and 0.5 mg. of potassium • 
chloride every six hours for one day. About one hour after the 
first dose of cortisone was given there was evidence of early 
shock and 16 mg. of morphine was given hypodermically. Again 
at 3 p. m. shock was imminent, and the morphine injection was 
repeated. By 10 p. m. the general condition had improved. The 
patient was able to take food and fluid. By noon on Feb. 20 
he was completely asymptomatic. His appetite increased, and 
on the third, fourth, and fifth days of treatment he ate an average 
of four rations at each of the regular meals, extra milk between 
meals, and a midnight ration. During these three days he con¬ 
sumed 36 bars of candy, and his fluid intake was greatly in¬ 
creased. He was mildly euphoric. Although physically tired, he 
was mentally alert. For the entire period of treatment and for 
two days following he was unable to sleep. The night after treat¬ 
ment was terminated, be slept for two hours; this amount in¬ 
creased several hours a night until by the fifth night after 
treatment was terminated he was sleeping seven or eight hours 
nightly. During the 10 days of post-treatment observation there 
was no mental depression or malaise and his appetite remained 
good. During the 15 days of hospitalization he gained 15 lb. (6.8 
kg.). Two weeks later, he had continued to gain weight and his 
menial outlook was improved. 

Virginia Medical Monthly, Richmond 

78:525-580 (Oct.) 1951 

Chronic Lung Failure. J. L. Guerrant.—p. 527. 

Evaluation of the Cardiac Patient. A. D. Williams.—p. 535. 

Evaluation of Certain New Therapeutic Measures in Management of 
Rheumatoid Arthritis. W. L. Wingfield, E. C. Toone Jr., J. P. Wil¬ 
liams and E. Becker.—p. 539. 

Urological Problems in Infants and Children. P. Hogg, C. W. Beaven 
and A. A. Creecy.—p. 546. 

Spinal Fusion in Treatment of Low Back Pain—Some Clinical Observa¬ 
tions. R. D. Butterworth.—p. 551. 

Pulmonary Tuberculosis and the Doctor in Practice. C. LaFratta. 
—p. 554. 


Wisconsin Medical Journal, Madison 

50:840-972 (Sept.) 1951 

Clinical Studyqot Anticoagulant Properties of Treburon. J. S. Hirsch- 
boeck, F. W. Madison, J. J. Gilliberti and A, V. Pisciotta.—p. 863. 
Unusual Aortic Arch Nonluetic Aneurysm: Surgical Treatment. W. 

Weisel, W. A. Huttner and I. H. Becker.—p. 866. 

Infectious Mononucleosis: Symptomatology and Complications. L. P. 
Wolf and J. D. Fine.—p. 869. 

Treatment of Certain Allergic Syndromes with Parenteral Diphen¬ 
hydramine Hydrochloride (Benadryl). W. H. Lipman.—p. 873. 
Cataract Surgery in Pakistan. J. K. Trumbo.—p. 877. 

50:973-1064 (Oct.) 1951 

New Psychiatric Concepts and Their Application. L. A. Osborn.—p. 994. 
Association of Varicose Veins with Industry. H. O. MePheeters.— p, 997, 
Juvenile Cirrhosis of Liver in Three Members of the Same Family. J. A. 

Schindler and L. G. Kindschi.—p. 1004. 

Prophylactic Appendectomy During Cholecystectomy: Review of 247 
Cases. T. Taniguchi and F. A. Stratton.—p. 1009. 
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^ Acta Endocrinologica Iberica, Porto 

1:145-208 (May-June) 1951. Partial Index 

•Epinephrine Eosinopenia in Various Diseases. E. A. Laviada.—p. 145. 

Epinephrine Eosinopenia.—Twenty-five patients with different 
diseases were tested for eosinopenia following epinephrine ad¬ 
ministration. The decrease of circulating eosinophils was small 
in three patients with pluriglandular disease of hypophysial 
origin. A contrary reaction, with a 60% increase in eosinophils, 
occurred in an acromegalic patient. The eosinopenic index was 
lower than 50% in six patients with Addison’s disease, in two 
of whom the disease was clinically compensated. It was above 
70% in two of four patients with rheumatoid arthritis and below 
50% in the other two. There was no relation between the results 
of the test and the acuteness of arthritis. In 10 patients with 
cardiovascular or bronchopulmonary diseases or infections, the 
test results depended on the general health of the patient. The 
average decrease in eosinophils was 56% in patients in good 
health and 35% in those in poor health. The test is of value in 
the differentiation of Simmonds’ cachexia and anorexia nervosa 
and of prognostic value in acute and chronic infections. 

Archives of Disease in Childhood, London 
26:279-362 (Aug.) 1951. Partial Index 
Osteochondrodystrophia Deformans (Morquio Brailsford Disease). N. 

Feldman and M. E. Davenport.—p. 279. 

Congenital Myasthenia Gravis. R. I. Mackay.—p. 289. 

Functional Intestinal Obstruction in the Newborn. I. Forshall, P. P. 

Rickham and D. B. Mossman.—p. 294. 

Congenital Mitral Stenosis. J. L. Emery and R. S. Illingworth.—p. 304. 
Sarcoma of Heart in a Child. E. G. G. Roberts and R. M. E. Seal. 
—p. 308. 

Q-T Interval in Rheumatic Fever. J. N. Briggs and S. A. Doxiadis. 
—p.All. 

Serial .Electrocardiograms in Rheumatic Fever. B. Gans.—p. 315. 
Electrical Conductivity and Chloride Content of Women’s Milk. W. O. 

Kermack and R. A. Miller.—p. 320. 

Pliaeochromocytomata in Children. D. Hubble.—p. 340. 

Familial Renal Insufficiency. N. S. Clark.—p. 351. 

Unilateral Renal Vein Thrombosis Treated by Nephrectomy and Post- 
Operative Heparin. E. W. Parry.—p. 358. 


chives des Maladies du Coeur, Paris 

44:673-768 (Aug.) 1951. Partial Index 

Results of Surgical Treatment of Coronaritis. M. Fauteux.—p. 673. 
•Involvement of Tricuspid Valve in Course of Mitral Stenosis. P. Souli€, 
Y. Bouvrain and J. Di Matteo.—p. 687. 

Auriculo-Ventricular Synchronization and Syndrome of Wolff-Parkinson- 
White. M. Segers.—p. 712. 

Paroxysmal Tachycardia and Allergic Factors. M. Vastesaeger, J. F. 
Merlen and A. E. Hustin.—p. 721. , 

•Procaine Amide in Treatment of Paroxysmal Ventricular Tachycardia and 
Other Cardiac Arrhythmias. F. Siguier, J. J. Welti, Guedeney and 
Sebaoun.—p. 736. 

Involvement of Tricuspid Valve in Mitral Stenosis.—In patients 
with mitral .stenosis the tricuspid valve is often involved simul¬ 
taneously.' However, since tricuspid valve lesions seldom pro¬ 
duce murmurs, the clinical diagnosis is difficult. The authors 
found this involvement at autopsy in 26 of 70 patients with 
mitral stenosis. The tricuspid valve showed manifest stenosis in 
seven patients, diffuse valvulitis without stenosis in three, dis¬ 
crete lesions of the valve leaflets in six, lesions of the chordae, 
tendinae without lesions of the valves in four, and dilatation of 
the orifice without lesions of the valves in six. A diagnosis of 
functional tricuspid insufficiency was made in the last six cases. 
The most valuable diagnostic sign of tricuspid insufficiency is 
an enlarged liver that pulsates synchronously with ventricular 
systole. This can be demonstrated by electrokymography, kine- 
densography, and roentgen-electrokymography. These methods 
also permit demonstration of right auricular systolic regurgita¬ 
tion. Other clinical manifestations to be noted are the contrast 
between the clearness of the pulmonary fields on roentgenologic 
examination and the enlarged heart, enlarged liver, and pe¬ 
ripheral edema. The differentiation of organic and functional 
tricuspid involvement is difficult. The diagnosis of tricuspid sten¬ 
osis is suggested by the relatively rare occurrence of paroxysmal 
pulmonary edema and by the predominance of hepatic involve¬ 
ment, including the enlarged and pulsating liver. 
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Procaine Amide in Ventricular Tachycardia_ Procaine i 

seems at present the best treatment of paroxysmal venr^'’’ 
tachycardia. Slow intravenous injection of this drua T 
makes possible the arrest of a prolonged crisis, without' ' 
voking serious complications. Oral administration makes it 
sible to avoid new crises and to terminate recurrent'parox\f-' 
Although procaine amide is effective in the prevention and t 
ment of ventricular extrasystoles, it is less effective in auri-^^ 
or nodal hyperexcitability. ' 

Arch. Urug. Med., Cir. y. Espec., Montevideo 

38:229-350 (April) 1951. Partial Index 

•Syringe-Transmitted 'Virus Hepatitis in Uruguay: Prevention. B Vf 
Fuentes, C. Gomez del Valle and G. Martinez Prado.—p. 229. 

Virus Hepatitis by Inoculation.—Sixty-six cases of syrim- 
transmitted virus hepatitis are reported. The disease was act' 
in eight cases, and two patients died. The frequency of syrint^ 
transmitted hepatitis in Uruguay necessitates establishment c 
efficient preventive measures. Both the A and the B viruses sc 
vive boiling for 15 minutes; they survive for a few months! 
certain antiseptics and for many years in dried plasma. Boilin 
needles and syringes after they have been used on carriers ( 
A or B virus or patients with asymptomatic and nonicteric fern 
of hepatitis does not protect the subsequent user against syrinc. 
transmitted hepatitis. To prevent transmission of the virus it 
following measures are advisable: 1. Private patients shou 
have their own syringes and needles, which in these cases c: 
be boiled for sterilization. 2. In hospitals, clinics, sanatorium 
and laboratories for clinical analyses, “pyrex” syringes shou 
be used. They should be dried and held over a Bunsen micr 
burner so that the flame enters the syringe and touches all su 
faces. 3. Platinum needles or needles of an inexpensive materi 
that can stand direct exposure to a flame for sterilization shou 
be used. The following measure should be observed in trar 
fusion departments and routinely in blood banks: 1. Blo( 
serum and plasma should be subjected to ultraviolet irradiatu 
at 2,650 A. units for one hour. 2. Persons-with a proved 
doubtful clinical history of jaundice should be rejected as donoi 
3. Apparently acceptable donors should have a urine examia 
tion for bilirubin and urobilin. If the urine is normal, a bloi 
sample should be studied for direct bilirubinemia, and cephali 
cholesterol flocculation and thymol turbidity tests should 
made. Positive results of these tests suggest that the person 
in the preclinical phase of hepatitis or in the incubation peril 
of a virus infectio'n, and should be rejected as a donor. 

British Journal of Radiology, London 

24:469-524 (Sept.) 195/. Partial Index 

SYMPOSIUM ON THE RETICULOSES 

Comments on Pathology of Reticuloses. W. St. C. Symmers.—p. 469. 

Clinical Aspects of Reticuloses. R. B. Scott.—p. 475. 

Radiological Diagnosis of Reticuloses. F. C. Golding.—p. 478. 

Treatment of Reticulosis by X-Rays. W. M. Levitt.—p. 485. 

Cutaneous Manifestations of Reticuloses. B. Russell.—p. 498. 

Nitrogen Mustard Therapy in Reticuloses. J. D. N. Nabarro.—p. 507. 

British Medical Journal, London 

2:747-806 (Sept. 29) 1951 

Practical Aspects of Radioactive Isotopes in Relation to Medical Tn 
ment. J. S. Mitchell.—p. 747. ^ 

Theoretical Aspects of Isotopes in Relation to Medicine. A. Worn 
—p. 757. 

Som.e Observations on Endogenous Cortisone Excretion in Man. U 
Cope, X. Boysen and S. McCrae.—p. 762. 

Trials of Oral Streptomycin for Infants with Non-Specific Gastroentcr 
I. Trial at the City Hospital, Edinburgh. G. M. Lowdon and M. 
McNeill.—p. 767. ^ 

Id.: II. Trials at the Queen Elizabeth Hospital, Hackney. W. F. Yoi 
G. Smith, A. Russell and B. McNicholl.—p. 770. 

Chemical Tests for Blood in Urine. H. Caplan and G. Discombe^p. 

Glandular Fever with Neurological Complications. J. S. Crow 
—p. 775. 

•Tenosynovitis of Wrist. M. Ellis.—p. 777. 

Tenosynovitis of Wrist.—Examination of 44 cases of lenosy 
vitis of the wrist convinced Ellis that the anatomic descrip^ 
given in most textbooks is in error. He found that a saust 
shaped swelling was present on the radial side of the lower I 
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of the dorsal surface of the forearm but never extended 
distally more than about 2 in. (5 cm.) from the lower articular 
margin of the radius. Thus, even allowing for a tendon sheath 
extending around the muscle bellies, the swelling seemed to be 
too high in the forearm to have any connection with the ex¬ 
tensors and long abductor of the thumb. Dissections convinced 
Ellis that tenosynovitis is a lesion of the sheath of the tendons 
of the extensor' carpi radialis muscles rather than a lesion of 
the muscles of the thumb. The disease is said to be due to a 
strain or excessive use of muscles. The tenosynovitis in the re¬ 
ported cases resulted from direct trauma by a blow on the ten¬ 
don sheath in 13 of the cases, from indirect trauma associated 
with isolated excessive muscular action in 9 cases, and un¬ 
accustomed movements of the wrist in 19 cases; no definite cause 
could be ascertained in 3 cases. The patient usually complains 
of pain at the back of the wrist or lower forearm and sometimes 
of weakness of the grip. The sausage-shaped swelling may be 
hot and tender to the touch, particularly when the tenosynovitis 
follows sudden trauma, and crepitus is always noted with move¬ 
ments of the wrist. Treatment in the form of immobilization by 
splints, electrotherapy, and counterirritants is discussed. At the 
author’s clinic it is explained to the patient that to stop work 
and immobilize the wrist in plaster-of-paris will give speedy 
relief from pain, but when the plaster is removed and the wrist 
is used again, the pain may recur. The patient is urged to con¬ 
tinue work and to rub iodine ointment into the swelling twice 
daily. The pain will then slowly disappear and will not recur. 

Journal of Hygiene, London 

49:127-364 (June & Sept.) 1951. Partial Index 

Spread of Infantile Gastro-Enteritis in a Cubicled Ward. K. B. Rogers. 
—p. 140. 

Observations on Life Cycle of Nocardia. E. O. Morris.—p. 175. 
Comparalivc Study of Reaction in Vivo and in Vitro of Rabbit Tissues 
to Infection with Bovine Tubercle Bacilli: Part I. Observations on 
Rabbit Spleen Infected in Vitro. H. B. Fell and E. M. Bricger.—p. 181. 
*Diphlheria in the Immunized with Observations on Diphtheria-Like Dis¬ 
ease Associated with Non-Toxigenic Strains of Corynebacterium Diph- 
thcrinc. D. G. Edward and V. D. Allison.—p. 205. 

Survival of Bacteria During and After Drying. R. M. Fry and R. I. N. 
Greaves.—p. 220. 

Surviving Tissue Suspensions for Influenza Virus Titration. F. Fulton 
and P. Armitagc.—p. 247. 

Penicillin Sensitivity and Phage Types of Staphylococci Isolated from 
Hospital Patients. J. S. Elwood.—p. 263. 

•Preparation, Testing and Standardization of Typhoid Vaccine. A. Felix. 

—p. 268. 

♦Immunizing Potency of Alcohol-Killed and Alcohol-Preserved Typhoid 
Vaccine After Storage for Ten Years. A. Felix and E. S. Anderson. 

—p. 288. 

Double Enteric Infection (La Fievre Typhoide Intriqu^e): Account of 
Epidemic. A. B. Shaw and H. A. F. Mackay.—p. 299. 

Hospital Outbreak of Typhoid Fever. W. H. Bradley, L. W- Evans and 
1. Taylor.—p. 324. 

Hospital Outbreak of Typhoid Fever: Bacteriological and Serological 
Investigations. A. C. Jones,—p. 335. 

Diphtheria in the Immunized.—A series of 35 patients with 
diphtheria who had been fully inoculated against the disease 
and from whom toxigenic diphtheria bacilli were isolated were 
investigated and compared with 17 patients who had not been 
inoculated. Two-thirds of the infections in the inoculated were 
due to Corynebacterium diphtheriae, intermediate type. Inter¬ 
mediate infections were proportionately more numerous in the 
inoculated than in the uninoculated, whereas gravis infections 
were less frequent. Estimations of the antitoxin in the blood 
were made on admission. The inoculated patients had levels of 
antitoxin below, or in the neighborhood of, that believed to con¬ 
fer protection. In the inoculated group severity did not appear 
to be influenced by the level of antitoxin in the blood on admis¬ 
sion. Antitoxin in the blood was found to have increased after 
recovery in all except one patient; the increase was great in those 
who had been inoculated previously. From 23.5% of all cases 
of clinical diphtheria investigated only nontoxigenic diphtheria 
bacilli (gravis, intermedius, and mitis types) were isolated. These 
eases were considered separately. On admission the majority 
of the patients had in their blood considerable amounts of anti¬ 
toxin, which did not increase after recovery. No other pathogenic 
organisms were regularly found. It is possible that under certain 
conditions nontoxigenic C. diphtheriae may be able to cause a 
diphtheria-like disease. 


Typhoid Vaccine.—The review of the laboratory evidence pub¬ 
lished since the introduction, 10 years ago, of the alcohol-treated 
typhoid vaccine furnishes additional support for abandoning 
the old method of making typhoid vaccine. The alcohol-treated 
vaccine has advantages in regard to both the Vi-antibody re¬ 
sponse and the degree of systemic reactions produced. Felix 
stresses the necessity of testing typhoid vaccines not only by 
active-immunity tests in mice but also for their antibody- 
stimulating properties. These tests consist of immunization of 
rabbits, estimation of their Vi-agglutinin and 0-agglutinin 
titers, and passive-immunity tests in mice. The author lists the 
important sources of error in mouse-protection tests and shows 
how they can be avoided. Standardization of the potency of 
typhoid vaccine is now possible. Either an alcohol-preserved or 
a dried vaccine can serve as standard vaccine, to be used in 
combination with the “provisional standard antityphoid serum.” 
The paratyphoid components of T. A. B. C. (typhoid-para¬ 
typhoid A, B, and C) vaccine can be standardized in an 
analagous manner. 

Potency of Typhoid Vaccine After Storage.—Alcohol-killed and 
alcohol-preserved typhoid vaccine retain their power of stimu¬ 
lating Vi-antibody and 0-antibody formation unimpaired dur¬ 
ing storage at 1 to 2 C for at least 10 years. The 'Vi antibody 
induced by immunization with the lO-year-old vaccine possesses 
full functional efficacy in passive-immunity tests in mice. The 
expiration date of this type of vaccine can be extended to a 
period of 10 years, provided the vaccine is kept in cold storage. 

Journal o£ Larj'ngology and Otology, London 

65:549-628 (Aug.) 1951 

Osteoclastoma in Relation to Nose, A. B. Handousa.—p. 549. 

Nasal Malignant Melanoma. T. S. Stewart.—p, 560. 

Self-Limited Osteomyelitis of Skull and Paranasal Sinuses. H. Brunner. 
—p. 575. 

•Allergic Rhinitis at Menopause. H. A. Lucas and J. Pepys.—p. 598. 

Allergic Rhinitis at Menopause.—Fifty-seven patients with aller¬ 
gic rhinitis were treated with synthetic estrogens. Thirty-three 
patients responded well to treatment with estrogens alone, al¬ 
though in six cases a clinical history of sensitivity to inhalant 
allergens Was confirmed by positive skin tests. Six patients re¬ 
quired both estrogen and desensitization with inhalant allergens. 
In 30 of these 39 patients, there was a relationship between the 
rhinitis and the menopause. In 18 patients with a history sug¬ 
gesting a relationship between the rhinitis and the menopause 
the rhinitis was not improved by estrogen treatment,' and 9 
patients were benefited by desensitization with inhalant aller¬ 
gens. The response to estrogen treatment was rapid, and, when 
symptoms recurred after treatment was stopped, resumption of 
treatment produced relief again. The required duration of treat¬ 
ment varied, as it does when menopausal symptoms are treated 
with estrogens. 

Lancet, London 

2:505-550 (Sept. 22) 1951 

Sodium. M. L. Rosenheim.—p. 505. 

•Results of Streptomycin Treatment in Tuberculous Meningitis. R. S. 
Illingworth and J. Lorber.—p. 551. 

Laboratory Control of Antibiotic Therapy. R. W. Fairbrother, G. Martyn 
and L. Parker.—p. 516. 

•Bell’s Palsy; Aetiology, Clinical Course, and Treatment. J. A. James and 
W. R. Russell.—p. 519. 

Action of Sphingosine and Its Derivatives on Tuberculin Sensitivity in 
Guinea Pigs. N. Fisher, C. Harington and D. A. Long.—p. 522. 

Acute Non-Specific Mesenteric Lymphadenitis: Incidence and Prognosis 
in Children. J. N. Ward-McQuaid.—p. 524. 

Streptomycin in Tuberculous Meningitis.—This paper describes 
the results of streptomycin treatment in 82 cases of tuberculous 
meningitis observed by the authors between August, 1947, and 
June, 1950. Thirty-six of these children survived and were 
followed up by physical, radiological, audiometric, and psycho¬ 
metric methods. Twenty-two of them had no residual physical 
or mental defect. Three children are of exceptional intelli¬ 
gence. Four had some physical defect but were mentally normal. 
Eight were retarded, with or without physical defects. Two arc 
still under treatment and apparently have no mental defect. The 
survival rate in early cases was 73.7% and in advanced cases 
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treatments evidence of structural damage was found in the cor¬ 
tex, of the left frontal lobe. Clinical evidence of physical lesions 
had disappeared 10 weeks after the treatment, but, apart from 
decrease of the depression, the patient’s condition remained un¬ 
changed. At least nine months after a course of electric shock 
treatments the third patient showed evidence of structural 
changes in the cortex of the left frontal lobe. These changes and 
the resultant clinical effects had to be regarded as permanent. 
The fourth patient showed evidence of structural changes in the 
cortex of the left frontal and parietal lobes two and one-half 
years after two courses of electric shock treatment. The fifth 
patient showed evidence of structural changes in the cortex of 
the left frontal lobe and of the right parietal lobe two months 
after treatment. Whether these changes and their clinical effects 
were permanent was uncertain, but it seemed probable on the 
basis of their severity and wide distribution. Deaths have been 
reported by other observers following electric shock treatment. 
In neurological, psychiatric, and electroencephalographic studies 
made by other investigators both before and after electric shock 
treatment, there was evidence of disturbed cortical function in a 
high percentage of cases. Experimental and pathological obser¬ 
vations on the effects produced in the structure of the brain in 
the course of electric shock treatment are also reviewed. 

Nordisk Medicin, Stockholm 

46:1221-1254 (Aug. 15) 1951. Partial Index 

♦Asphyxia Neonatorum. B. J. Jonsson.—p. 1221. 

♦"Coronary Failure” Syndrome. A. Griiner and T. Hilden.—p. 1224. 
♦Coronary Symptoms in Hemorrhages from Gastrointestinal Tract. A. 
Griiner and T. Hilden.—p. 1227. 

Observations in Acute Myocardial Infarction. A. Griiner and T. Hifden. 
—p. 1229. 

Significance of Localization in Prognosis of Cardiac Infarcts. K. Bru- 
zelius.—p. 1231. 

Hypersensitivity to Antihistamine Preparations. B. Soderholm.—p. 1232. 
Primary Osteosynthesis in Diaphyseal Fractures of Leg. J. Weber. 
—p. 1238. 

Emptying of Stomach After Resection According to Billroth I and 11. 
J. M. Wollesen.—p. 1241. 

Potassium Therapy Under Electrocardiographic Control.-P. Riising and 
T. Spttrup.—p. 1243. 

Asphyxia Neonatorum.—Asphyxia of the newborn is a func¬ 
tional disturbance that may have various causes. One of the 
commonest causes of neonatal asphyxia is reduced function of 
the respiratory center. Injury to the respiratory center from nar¬ 
cosis may result in deficient ventilation that leads to anoxia and 
further damage to the respiratory center. Anoxia may cause 
edema and small hemorrhages in the brain; at necropsy it may 
be impossible to determine whether cerebral bleeding was the 
cause or the result of asphyxia. Anoxia leads to disturbed func¬ 
tion of all organs; if it is severe and prolonged, irreversible 
changes occur. Cardiac defects in the newborn are often difficult 
to distinguish clinically from asphyxia. Pronounced cyanosis of 
hands and feet in the newborn infant may be due to local stag¬ 
nation anoxia that does not affect the child’s general condition. 
The prognosis in asphyxia of the newborn is not known. 

“Coronary Failure” Syndrome.—^In many instances coronary 
heart disease can readily be recognized as angina pectoris or 
myocardial infarction, but it is more difficult to classify when 
. the pain is of longer duration, especially at rest. Among 145 
patients with coronary heart disease treated in 1947-1949, in¬ 
cluding 54 cases of angina pectoris and 68 of myocardial infarc¬ 
tion, Griiner and Hilden found 23 such cases. In 10 cases the 
diagnosis was angina decubitus, in 6 extracoronary factors were 
evident, in 2 premonitory pain preceded an attack of acute 
myocardial infarction, and in 5 the clinical picture was 
that of “coronary failure,” i. e., long-continued angina-pectoris- 
like attacks not followed by clinical signs of cardiac infarct 
(Blumgart, Schlesinger, and Zoll). Two cases are reported. The 
pathogenetic basis for “coronary failure” and premonitory pain 
in cardiac infarct is perhaps the same in many cases. In coro¬ 
nary failure ischemia occurs in the myocardium, but is not 
severe enough to cause myocardial necrosis. Some cases of 
coronary failure are thought to be due to coronary occlusion 
(Blumgart and Schlesinger). In patients with coronary failure 
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rest in bed is considered necessary. If no signs of cardia- 
have appeared in two days, rest in bed for about three V-v'" 
advised; hospitalization is recommended. 

Coronary Symptoms with Gastrointestinal Hemorrhanp 
five men, one aged 56, the others aged 72 or over, with a h'^' 
of moderate attacks of angina pectoris, gastrointestinal h' ^ 
rhage caused symptoms of defective coronary circulatio- 
marked pain at rest. In two cases the hemorrhage was acm 
three, chronic. Moderate, transient symptoms, which were r-" 
ent in the first three cases, probably result from myocar’'' 
ischemia, although the presence of small myocardial necr^'- 
cannot be; excluded. The other two cases, in which pain wasV--^ 
pronounced, were fatal; necropsy revealed recent myocar'-' 
necroses without cardiac infarct. In severe cases the ojw*- 
deficiency in the myocardium is undoubtedly so great that nv • 
malacias develop, not necessarily with’ occlusion of the coro.^'- 
arteries. These cases represent “coronary insufficiency 
myomalacia” (Master and associates). In cases of acute heir,'-' 
rhage without fall of blood pressure and without developing 
of severe anemia, the coronary symptoms are attributed to cq-' 
tractions in the coronary vessels, which are possibly a circulato-, 
adjustment to the loss of blood. In cases with severe chrof' 
hemorrhages anemia resulting from diminished oxygen suppi! 
in the myocardium is believed to be the cause of the coronaii 
pain. 

Policlinico (Med. Sect.), Rome 

58:145-212 (June) 1951 

Studies on Behavior of Blood 'Proteins in Experimental Polyplobulii- 
Due to Cobalt. A. Volta and U. Marinoni.—p. 145. 

Action of Vitamin Bi: Supplemented by Vitamin C and Vitamin K i 
Experimental Intoxication Due to Benzene; Hematological Aspa;! 

A. Di Porto and M. Sebastiano.—p. 172. 

♦Neoplasms Originating in Areas Affected by Lupus Vulgaris. F. Gii;' 

—p. 183. 

Neoplasm in Areas Affected by Lupus ’Vulgaris.—Of 300 p: 
tients' with lupus vulgaris observed by the author since 193: 
cancer developed in 12 patients in the areas affected by 0 
dermatitis. This report and an extensive review of the literatui 
prove that cancer develops in areas affected by lupus vulgar 
more frequently than in those affected by other dermatilides. N 
age or sex disposition was noted. The neoplasm appears g:; 
erally in the exposed areas of the body 15 to 20 years after!! 
onset of the skin lesion. Squamous epithelioma is commones 
It develops slowly, first toward the surface, afterward toward tl 
deep layers, and causes extensive destruction of tissue. Hist 
logically it resembles common epithelioma of the skin, but ill) 
malignant characteristics. Its prognosis may be favorable 
treatment is instituted early. The literature has reported coi 
plete recovery in 60% of the cases. Roentgen and irradialii 
therapy are the treatment of choice. In studies on the relatii 
between lupus vulgaris and neoplasm, pathogenic factors cai 
ing appearance of the cancer have been attributed to the hyp 
plastic and metaplastic epithelial conditions observed in t 
skin lesions, to the chronic inflammatory stimuli intrinsic to lug 
vulgaris, and to extrinsic irritating stimuli due especially 
x-ray treatment of the lesions or to trauma. Experiments wi 
carried out with cancefogenic chemical preparations in anim 
and with tar in human beings. .Primary alteration of the si 
was followed by secondary proliferation of the epithelium fi 
toward the surface then toward the deep layers. Later, and oi 
when these skin alterations had created predisposing envin 
mental conditions, the malignant transformation of the o 
occurred. A similar action is attributed to the skin alteratii 
involving the cells and the connective fibers that precede 
skin lesions in the human organism. They induce a dermoc 
dermic imbalance that causes a trophic deviation and a distur 
balance of the internal epithelial cells. In the presence of I 
trophic-plastic imbalance and of predisposing constitutio 
conditions, the abnormal growth appears. In lupus vulgaris, 
generative and atrophic conditions of the skin are more f 
nounced than in other types of dermatitis, and this may exp 
the high incidence of cancer originating in the areas affecte 
this skin lesion. . . - 
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'rcsse Medicale, Paris 

59:1237-1256 (Sept. 22) 1951 

ilectrocardiograpliic Studies During Cardiac Surgical Intervention. P. 

Soulie, M, Touche, G. Delahaye and M. Serveilc.—p. 1237. 

:ompared Biologic Vaiues of Various Glucides Used in Infant Dietetics. 
M. Vanslecnberghc.—p. 1239. 

distochemical Contribution to Study of Structure and Destruction of 
Bones. A. Cretin.—p. 1240. 

leclrocardiograpliic Studies During Cardiac Surgery—Elec- 
ocardiographic changes were studied in cardiac patients during 
X types of surgical intervention on the heart', i. e., mitral val- 
aiotomy or commissurotomy, pulmonary valvulotomy, peri- 
jrdiectomy, incision of the anterior ventricular wall, establish- 
lent of shunts for Fallot’s tetralogy or tricuspid atresia, and 
gation of the ductus arteriosus. Although direct clinical obser- 
ition of the heart remains essential for the control of surgical 
itervention, the electrocardiogram reveals otherwise undetect- 
ble cardiac abnormalities, such as variations in the heart 
:tion and disturbances of intraventricular conduction in the 
resence of a regular action and normal pressure and pulse, 
he electrocardiogram is of definite aid in the detection of 
chycardia, arrhythmia, and cardiac arrest. The determination 
E the ventricular or extraventricular origin of tachycardia or 
E extrasysloles is of definite prognostic value. In case of cardiac 
rest the electrocardiogram becomes essential, because it makes 
assible differentiation of true cardiac arrest from ventricular 
arillation and, consequently, the institution of emergency 
eatment. In three patients subjected to valvulotomy, lengthen- 
g of the QT interval at the expense of the ST interval, and a 
wave with the aspect of the P wave were observed near the 
id of the intervention. This significant change in the electro- 
irdiographic tracing occurred after a drop in arterial tension 
isociated with severe bleeding. The disturbance continued for 
D minutes after the arterial tension was restored to normal by 
lood transfusion. Electrocardiographic recordings made in the 
jurse of the anesthetic procedures revealed that the adminis- 
ation of cyclopropane was followed rapidly by ventricular 
drasystoles; nodal rhythm, auriculoveritricular dissociation, 
icillations of the cardiac pacemaker, and disturbances of the 
itraventricular conduction. Intravenous administration of pro- 
line hydrochloride was not always effective in preventing these 
ntoward reactions to cyclopropane. Pericoronary injection of 
rocaine hydrochloride seemed to prevent ventricular fibrilla- 
on that might have been elicited by the incision of the myo- 
irdium. Electrocardiograms taken in the course of surgical 
itervention on the heart facilitate the exact study of the be- 
avior of the heart during the intervention and are useful for 
le exact and rapid interpretation of occasional complications. 

levista Mcdica de Chile, Sanliago 

79:421-486 (July) 1951. Partial Index 

/alvular Rheumatic Heart Disease. D. Lamas, R. Barchona, H, Donoso, 
and J. Barzelalto.—p. 421. 

Subacute Bacteral Endocarditis Recognized Only at Autopsy. R. Ortuzar 
and R. Silva.—p..429. 

Diagnosis ol Rheumatoid Arthritis: Experience with 200 Cases. M. Losada 
L. and O. France S.—p, 439. 

Ihemnafic Valvular Heart Disease—Lamas and collaborators 
iviewed the clinical and anatomic records of 260 consecutive 
ases of rheumatic valvular heart disease with inflammation of 
le valvular orifices, ending in death, which were compiled in a 
ospital during the 10-ycar period from 1940 to 1949. Mitral 
isions occurred most frequently (213 cases). Aortic insufficiency 
as combined with mitral insufficiency oftener than with mitral 
cnosis; it accompanied mitral insufficiency in 56 cases out of a 
ital of 83. Eighty-four (32.3%) of the patients were over 50 
5ars old. A history of previous rheumatic fever was obtained 
i only 89 cases. The period between the first attack of rheumatic 
:vcr and the death of the patient varied from less than 5 years 
1 cases) to more than 30 years (15 cases). The congestive heart 
lilure was usually of short, duration, ivhether it was compli- 
ited by subacute, bacterial endocarditis or not; in 76.6% of the 
ises it lasted less than a year. Subacute bacterial endocarditis 
as a complication in 40.3% of the cases; it occurred more fre¬ 


quently in men than in women. Rheumatic activity was present 
in only 16.6% of the patients over 50; in those under 51 it 
affected 58.3%. 

Subacute Bacterial Endocarditis Discovered at Autopsy .—The 
discovery of the antibiotics and their efficacy in the treatment of 
subacute bacterial endocarditis has led to revision of the original 
diagnostic criteria for this disease. Organic murmur and per¬ 
sistent unexplained fever are sufficient reasons for suspecting 
subacute bacterial endocarditis and initiating antibiotic treat¬ 
ment, but even these symptoms are sometimes lacking. The 
authors list seven reasons for failure to diagnose subacute bac¬ 
terial endocarditis during the patient’s life: (1) absence of signs 
of congenital or valvular heart disease; (2) coexistence of some 
other disease that seems to explain the patient’s condition; (3) 
advanced age of the patient; (4) absence of fever; (5) existence 
of congestive heart failure; (6) misinterpretation of some of the 
minor symptoms of subacute bacterial endocarditis; and (7) ex¬ 
istence of some complication of subacute bacterial endocarditis, 
which is mistaken for the primary disease. Avoidance of these 
errors is essential for diagnosis and treatment. The authors re¬ 
port six cases in which for one or more of these reasons subacute 
bacterial endocarditis was not discovered until autopsy. 

Ugeskrift for Laeger, Copenhagen 

113:1147-1176 (Aug. 30) 1951. Partial Index 

'Treatment of Rh Immunized Mothers and Their Children with Special 
. Regard to Exchange Transfusion: One Year’s Material. E. Freiesleben 
and M. Ingerslev.—p. 1147. 

Fulminant Toxic Laryngotracheobronchitis. O. Bouet.—p. 1154. 

'Morphine and Asthma. E. Henriksen.—p. 1158. 

Codeine Intoxication in Children After “Therapeutic” Doses. T. Samsde- 
Jensen and E. Thamdrup.—P. 1163. 

Acute Lethal Salicylic Arid Intoxication in Infant After Overdosage. 
H. Kciscr-Nitlscn.—p. 1166, 

“Restless Legs” Treated with Vasoconstricling Agents. H. Tjell.—p. 1167. 

Exchange Transfusion in Infants of Rh-Immunized Mothers.— 
Of 55 Rh-immunized rhothers seen within a year, 48 went to 
term and abortion was induced in seven. Of the 48 mothers, 4 
gave birth to Rh-negative children, who are living and well, 
and 44 had Rh-positive children, of whom 8 were stillborn. 
In 14 of the living Rh-positive infants the prognosis was con¬ 
sidered favorable and transfusion therapy was not applied; 13 
of these are alive and well, 1 child died at 6 months, probably 
from kernicterus. The remaining 22 Rh-positive infants, be¬ 
lieved to have doubtful or unfavorable prognosis, were given 
exchange transfusion; 20 are well to date, 2 died in the first three 
days of life, 1 from kernicterus, 1 from intracranial hemorrhage. 
Freiesleben and Ingerslev based their indications for exchange 
transfusion, which, they say, should be carried out as soon as 
possible after birth, mainly on three factors: jaundice at birth 
or developed in the first hours of life, anemia at birth, and 
strongly positive Coombs’ test. In borderline cases the indication 
was also supported by a high antibody titer in the mother’s blood, 
earlier transfusion of Rh-positive blood to the mother and history 
of erythroblastosis in earlier pregnancies.’ In some cases high 
erythroblast count or edema in the newborn infant was taken 
into account. The authors have .now performed 14 additional 
exchange transfusions, with one death. 

Morphine and Asthma.—Henriksen reviews the action of mor¬ 
phine on the respiratory center and the respiratory tract and 
cautions against the use of morphine and preparations with simi¬ 
lar properties in patients with bronchial asthma. Even though 
morphine injection or injection of related substances usually 
stops an attack of asthma, death during asthma, attacks is not 
rare in patients treated, with morphine. He describes the effect 
of morphine or prqiarations with similar action in two fatal 
cases of grave asthma complicated by chronic bronchitis and in 
a characteristic case of grave asthma probably due to pollen 
allergy. Stagnation of secretion occurred because of the weaken¬ 
ing of the cough reflex from the morphine. The actual cause of 
death in the two cases was probably an acute aggravation of 
chronic cor pulmonale; in the case with recovery the electro¬ 
cardiogram in the critical period revealed signs of acute cor 
pulmonale. Milder cases in asthma or bronchitis patients given 
codeine for relief of cough are often manifested by stagnation 
of secretion and signs of bronchopneumonia. 
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Clinical Urosrapiij: An Atlas and Textbook of Roentgenologic Diag¬ 
nosis. By William F. Braasch, M.D., and John L. Emmett, M.D., Consul¬ 
tant in Urology, Mayo Clinic, Rochester, Minn. Cloth. S2S. Pp. 236, with 
1361 illustrations. W. B. Saunders Company, 218 W. Washington Sq.. 
Philadelphia 5; 7 Grape St., Shaftesbury Ave., London, W.C.2, 1951. 

This is an enlarged edition of the 1927 Braasch’s Urography. 
The first chapter, which includes a short historical review and 
development of this field, also sets forth in concise detail the 
method and indications for urological examinations. There is a 
comprehensive discussion of the normal urogram. The authors 
state that full appreciation of the variations of a normal uro¬ 
gram is the basis of a sound urographic interpretation. The 
importance of the preliminary film and its revelations are em¬ 
phasized. No interpretation of a urogram should be undertaken 
without a plain film. The indications for retrograde and excre¬ 
tory pyelograms are clearly defined. The authors recommend 
initial excretory films in children and injured persons, and in 
cases of anomalies and neoplasms. The importance of making 
an excretory pyelogram preliminary to cystoscopy, especially 
in hematuria, is well covered. Retrograde films are found valu¬ 
able in that they provide good, clear definition for interpretation 
and useful information in delayed films. The interpreter is cau¬ 
tioned against making a diagnosis from poor films, either intra¬ 
venous or retrograde. 

This volume contains an excellent reproduction of a collec¬ 
tion of well-preserved genitourinary films. The entire field of 
genitourinary lesions and anomalies is well presented, and many 
lesions are illustrated several times. The interspersing of excel¬ 
lent reproductions with the discussion of extraurinary lesions 
and shadows is instructive, The many fine examples of rare 
lesions could only be gleaned from such a large volume as the 
100,000 films taken at the Mayo Clinic. The conservative and 
practical interpretation of the films presented gives the reader 
added confidence in the value of this volume. Nearly all of the 
final diagnoses have been confirmed at operation. The chapter 
on renal arteriography is well written; however, the necessity 
of the “pressure apparatus” for injection into the aorta is ques- 
ionable. In the perusal of this volume, the urologist, the sur¬ 
geon, and the roentgenologist can obtain many helpful aids in 
exact diagnosis through the use of genitourinary films. As a 
reference for both the practicing physician and the student, this 
.volume is unequaled at the present time. The clear reproduc¬ 
tions and their concise legends will enhance the reader’s knowl¬ 
edge of the field of urology. 


A Pediatric Manual for Mothers: Questions and Answers on Care and 
Feeding of Infants and Children, By Harry R. Litchfield, M.D., and Leon 
H. Dembo, M.D. Cloth. $2.50. Pp. 269, Grune & Stratton, Inc., 381 Fourth 
Ave., New York 16, 1951, 

This is a small book by two pediatricians with long experi¬ 
ence in dealing with the big and little questions that concern new 
parents. Its subject index is complete in the basic matters of 
growth, feeding, common disease conditions, and emergencies, as 
well as some of the more recently popularized diseases and 
therapeutic agents. Sections on the recently developing problems 
related to comic books, television, and camp life are also in¬ 
cluded. The information is presented in a question-and-answer 
form, which well serves the purpose of providing brief, readily 
accessible factual information to mothers, so that the work of 
the pediatrician will be facilitated. This style of composition 
sacrifices the more complete information obtainable from the 
more ponderous discussion type of presentation and makes this 
volume useful primarily as a reference. The book can be highly 
recommended for the authentic and up-to-date information pro¬ 
vided for the guidance of mothers in the care of young children. 
I Its simple, straightforward statement of the facts and complete- 
i ness of coverage makes it outstanding in its field. 


The reviews here published have been prepared by competent authorities 
and do not represent the opinions of any official bodies unless specifically 
stated. 


Allerp.*’ in Relation to Pediatrics. By Bret Ratner, M D P 
Clinical Pediatrics (Allergy) and Associate Professor of t' 

York Medical College, New York. Panel Discussion. By T 
M.D., and others. Official publication of American Collew. 

Cloth. $3.75. Pp. 228, with illustrations. Bruce Publishinc Tom.,'' 
University Ave., SI. Paul 4, Minn.; Box 1586, Minneapolis ipq''" 


This volume provides an excellent coverage of the mosi - 
portant phases in the field of pediatric allergy. It includes jJ' 
nological considerations, the question of infection, clinical nSv 
and manifestations in infants and young children'several diV 
sions on the evaluation of skin tests, some psychosomatic aspM 
and the most important aspects of treatment. The conlribufe 
are by authorities in the field of allergy and pediatrics, and i 
elude such well-known names as Lewis Webb Hi[l,'Edv,j 
Scott O’Keefe, William C. Deamer, M, Murray Peshkin B] 
Ratner, Albert V, Stoesser, Jerome Glaser, and T, N. Han 
The pediatric phases of this subject are repeatedly emphasfc 
Some errors and unproved statements are found, but it is, 
markable that with such a diversity of authors they are not me 
numerous. For the most part the material is sound, praetk 
and reliable. Most chapters have representative bibliograph; 
As is to be expected in the case of such symposia or panel i 
cussions, these are not complete expositions of the field of alkr 
For the beginner in the study of allergy this reference be 
would have to be supplemented by reference to other texts ci 
taining more detailed information on allergenic causes, such 
pollen and fungi, and also on other phases of allergy. This h 
should be useful to allergists, pediatricians, dermatologists, i 
general practitioners and can be highly recommended for 
purposes intended. 


Coxitis tuberkiilosa: Ein Beitrag ziir rfintgenologischen Paiholojile 
Skeleftnberkulose. Von Dozent Dr. Herbert Gardemin, Chefarzt dcr or 
pSdischen Abteilung des Evangelischen Waldkrankenhauses, Berlin-S] 
dau. Band 26, Sonderbbnde zur Strahlentherapie, hetausgegeben von 1 
Meyer. Cloth. 18 marks. Pp. 166, with 245 illustrations. Urban & Scln 
zenberg, Thierschstrasse 11, Munich 22; Meinkestr. 13, Berlin W. 15,1 

For a monograph that has set itself a rather limited see 
namely the tuberculous disease as represented in the roenige 
gram, this is a work of remarkable breadth of vision. The aiit 
starts from the established pathological distinction belv, 
caseous and granulomatous forms, a division that is consistei 
observed throughout the entire book. The specific inleiesi 
the subject of hip joint involvement is safeguarded by tc 
graphical analysis of the various localizations. Each of Ihes 
then given, with proper evaluation regarding the prognosis 
course of the disease. The author describes in turn the 
physiaJ, the cervical, the cortical, the metaphysial, the acel; 
lar, the trochanteric and the capsular localizations, all welldi 
mented by roentgenograms and case reports. The epiph; 
localization is well characterized by the appearance of seque: 
fragmentation, and rapid decay of the diseased area. Agai 
the central cervical type, the author emphasizes the early 
pearance of areas of the translucency. The cortical metaph; 
zone of translucency contains a sequestrum with a lendeac 
perforating in the joint. In the acetabular focus, a poin 
peculiar importance, he finds multiple areas of destruclio 
the various stages in the acetabulum and secondary changf 
the neck, and rapid progressive destruction of the acetabu 
The trochanteric type is presented by three cases, a comi 
tively rare localization usually of caseous nature. Of specia 
terest is the demonstration of the capsular or synovial i 
which presupposes primary synovial tuberculosis, a point tli 
still debatable. Here the author presents evidence of whai 
pears to be a primary capsular shadow with secondary oss 
involvement. The section on differential diagnosis is ver; 
structive, particularly as far as the osteochondritis defori 
coxa is concerned. Much attention is given to the x-ray 
thology of the late stage and the ultimate outcome of e 
the normal joint or the osseous or fibrous ankylosis or of 
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irthrosis. In this connection the author emphasizes that reor- 
>anization of the joint with complete function is, contrary to 
he general belief, not a rarity and that the infection by no means 
ilways ends with ankylosis. At the same time the author agrees 
Mth Lorenz that ankylosis is preferable to an inferior even 
hough partially movable joint. 

All this is splendidly illustrated and documented by 88 cases 
md roentgen ray reproductions of indisputably high quality. 
There is no question that this book, as far as its scope reaches, 
s excellently written and ought to be of great value to the 
•eader. The author is to be commended for the precision and 
iccuracy with which he has handled this subject. 

Grouping, Typlnj: and Banking of Blood. By Otakar Jaroslav Poliak, 
■t.D., Ph.D., F.C.A.P., Director, Blood Bank, Quincy City Hospital. 
Juincy, Mass. Cloth. S5.75. Pp. 163, with 25 illustrations. Charles C 
rhomas, 301-327 E. Lawrence Ave., Springfield, III.; Blackwell Scientific 
’ublications, Ltd., 49 Broad St., O.xford, England; Ryerson Press, 299 
Jueens St,, W., Toronto, 2B, 1951. 

This book is written as a simple introduction to the complex 
ield of blood grouping and blood banking for the use of tech- 
ticians, house officers, and nurses. Although there is need for 
luch a volume, the present book is unsatisfactory because of 
lumerous errors, misprints, and considerable misinformation, 
in this review there is only room to mention a few of the more 
blatant errors. In Table 3 on page 8, the symbols for alpha and 
jeta have been interchanged. On page 10, the statement that 
here are eight different antibodies specific for the various sub¬ 
groups of A and AB is untrue. On page 13, the S factor is in- 
lorrectly referred to as a third allelomorph in the M-N system. 
Dn page 14, Henry is incorrectly credited with the discovery 
jf the Kell system, while his paper, as shown by the title in the 
jibliography, dealt with an entirely different subject. In Table 
14, on page 19, there is a blood labelled group AB, whose cells 
ire agglutinated by serum of all other groups but whose serum 
igglutinates bloods of groups A and B and not groups 0 or AB; 
manifestly, no such blood exists. In describing the antiglobulin 
est on page 144, the author states that the antiserums are pre- 
jared by immunizing rabbits with red blood cells that have 
ieen washed 8 to 10 times; this is also untrue. For every patent 
mistake there are numerous misstatements of a more subtle 
lature. Obviously, the beginner who accepts this book as authori- 
;ative will acquire much misinformation and many incorrect 
:oncepts. This book cannot be recommended. 

Tfie E&sentfals of Modern Surger}’. Edited by R. M. HandBeld-Jonest 
4.C., M.S., F.R.C.S., Senior Surgeon to St. Mary’s Hospital, London, 
ind Sir Arthur E. Porritt, K.C.M.G., M.A.. a Surgeon to His 

vlajesty The King, London. Fourth edition. Cloth. SIl. Pp. 1263. with 644 
llustrations. Williams & Wilkins Company, Mount Royal and Guilford 
^ves., Baltimore 2. 1951. 

The frequent revisions that this remarkable text has under- 
gone since its first edition 12 years ago speak favorably for its 
neoteric quality and its coverage of recent changes in the man¬ 
agement of surgical patients. Yet its main value consists in its 
handling of time-tested principles concerning the diagnosis, 
etiology, and pathogenesis of surgical disease. Attractively com¬ 
piled by the two editor-authors, this volume of 51 chapters 
contributed by 14 surgical authorities is a useful textbook for 
medical students and should serve well as a reference work for 
[he general practitioner and the surgical resident. Though not 
designed primarily for the trained and mature specialist, it 
should appeal to him as a guide for the broad aspects of various 
surgical fields outside his particular specialty. The wide scope 
jf material spanned by this large volume includes general sur¬ 
gery and all the surgical specialties, with the exception of 
ophthalmology. 

The book may be eriticized on grounds that some of the sug- 
;ested minor remedies and medications are outmoded and are 
seldom seen in modern surgical management. Perhaps this 
merely represents variation between British and American 
methods. Certainly the tannic acid coagulation treatment of 
3Urns is no longer considered the best procedure in up-to-date 
msfituVions here. Criticism of the hook's scanty discussion of 
.ome therapeutic innovations is perhaps also justified. For ex- 
imple, only.cursory mention is made of the use of radio-iodine 


in the treatment of carcinoma of the thyroid and no mention 
at all of its use in hyperthyroidism, a practice which in the 
United States is replacing surgery in a large number of selected 
cases. Also, the importance of vagotomy with gastroenterostomy 
supplanting subtotal gastrectomy in the treatment of duodenal 
ulcer is minimized. 

The vast majority of the chapters were written by the two 
editors, who have arranged the text in a wholly logical fashion, 
devoting the earlier chapters to the more general considerations 
in surgery and subsequent chapters to the various organ-systems 
and specialties. Most of the chapters are presented with utmost 
clarity of organization and frequently open with a preliminary 
outline of the material covered. This systematic arrangement, 
combined with an attractive format, facilitates the use of this 
book as a reference manual. Especially commendable is the 
chapter on tumors, wherein a usable classification of neoplasms 
is presented followed by a concise discussion of each type. Titles 
and subheadings appear in conspicuous, bold-faced type, and the 
print throughout is large and easily read. The margins and spac- 
ings are liberal, and the index is adequate. Illustrations are abun¬ 
dant and are well selected to clarify the text. Nearly half of 
them are photographs of clinical material and radiograms. An 
additional one-fourth are amply descriptive reproductions of 
gross pathological specimens removed at surgery. Four per 
cent of the illustrations are drawings of microscopic sections, 
so precisely executed that one wishes there were more of them. 
As is characteristic of British scientific publications, the authors’ 
literary standards are high, the style of writing is pleasing, and 
the content is readily understood. 

A Color Atlas of MorpholoRic Hemalolos,v with a Guide to Clinical 
Interpretation. By Geneva A. Daland, B.S., Chief Laboratory Assistant 
in Hematology, Thorndike Memorial Laboratory, Boston City Hospital, 
Boston. Edited by Thomas Hale Ham, M.D., Assistant Professor of Medi¬ 
cine. Harvard Medical School, Boston. Cloth. $5. Pp. 74, with illustra¬ 
tions by Etta Piotti. Harvard University Press, Cambridge 38, Mass.; 
Oxford University Press. Amen House. Warwick Sq.. London, E.C.4, 
1951. 

The purpose of the atlas as stated is to furnish a guide for 
reference in the study of films of peripheral blood stained with 
Wright’s stain. This purpose is fulfilled by both text and plates, 
most of which are in color and represent camera lucida com¬ 
posites. The text is good and is obviously written by one well 
versed in hematologic techniques and acquainted with the im¬ 
portance of correlating them with clinical findings. At limes, 
references to prognosis and therapy creep in that seem quite out 
of place. It is unfortunate that almost no cognizance is taken 
of the recently recommended terminology for the classification 
of blood cells. 

With the exception of the lower half of plate 4, which com¬ 
pletely fails to capture the picture of a severe iron deficiency, 
the color renditions reflect the artist’s wide experience with micro¬ 
scopic hematologic material. The most disconcerting feature of 
the atlas is the constant reference to the Syllabus, a feature that 
makes one wonder why the atlas was not made a part of the 
syllabus or the syllabus a part of the atlas. The book should 
be found useful by beginner, whether technician or student. 

Labelled Atoms: The Use of Radioactive and Stable Isotopes In Biol¬ 
ogy and Medicine. By Raymond Glascock, B.Sc., Ph.D. Sigma Introduc¬ 
tion to Science 18. Cloth. $1.25. Pp. 227. with 58 line drawings by Doris 
E. Jones. [Interscience Publishers, Inc., 250 Fifth Ave., New York 11- 
Sigma Books Limited, 7 John St., London, tV.C.I, 1951. 

This book is one of a series by various authors summarizing 
the present status of various branches of science in a way that 
enables a specialist in one field to understand what goes on in 
another. The presentation is not “popularized,” as it presupposes 
some scientific knowledge, such as the ability to appreciate the 
structural formulas of organic chemistry. In the present volume 
Glascock deals in this manner with isotopes, both the stable 
and radioactive kinds, used as tracers in the biological sciences, 
including medicine, and agriculture. The text is lucid, and the 
illustrations are good. There are references at the end of each 
chapter, and the index is adequate. The book is recommended to 
physicians seeking a readable, authoritative introduction to this 
subject. 
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Traiamento cirurgico das molestias mentats (leucotomfa). Por Mario 
Yahn, A. Mattes Pimenta e Afonso Sette Junior. Paper. Pp. 293, with 
niusriations Grdfica e editdra Edigraf Ltda. Rua da Figueira, 701/5, Sao 

It is gratifying to find that there are summaries in English and 
French at the end of each chapter of this book. It is on the basis 
of these summaries that this review is made. Although there 
are instances in which the English translation is taken out of the 
Spanish context, the material is easily understood. There is a 
full index as well as a prologue by Egas Moniz, a Nobel Prize 
winner. The authors have had much experience in the surgical 
treatment of mental illnesses. Their data are documented with 
scrupulous care and objective honesty. Full discussions of some 
of the approved techniques are presented, with comparisons as to 
their relative efficacy. However, it is unfortunate that two fairly 
successful techniques employed in this country are not included 
in the summary, i. e., the undercutting operation of Scoville and 
the topectomy, as popularized by Pool. Interesting studies are 
made on the basis of differential and incomplete lobotomies. An 
interesting chapter is devoted to the treatment of intractable epi¬ 
lepsy with lobotomy; six patients with chronic epilepsy were thus 
treated. Unfortunately, the English translation does not specify 
whether the improvement described occurred in the epileptic at¬ 
tacks or in the concomitant personality disorders. It is difficult 
to grasp the rationale of this form of therapy in epilepsy. 

The percentage of improvement in the routine lobotomies 
roughly paralleled those reported in this country. In addition, the 
authors describe a group of 22 patients on whom perietal lobot¬ 
omies were performed. The needle was introduced perpendicu¬ 
larly at the maximum parietal convexity, and an incision 2 cm. 
by 2 cm. was made. In only two cases was there improvement 
resulting from this technique. For those specifically interested 
in the surgical treatment of mental illnesses, the statistical re¬ 
sults in a large series of cases will be a valuable source of 
reference. 

A Text-Book of Medfcine. Edited by E. Noble Chamberlain. Cloth. $10. 
Pp. 962, with 266 illustrations. Williams & Wilkins Company, Mount 
Royal and Guilford Aves., Baltimore 2, 1951. 

This book includes contributions from 17 Liverpool authors, 
each dealing individually with his subject. There is something 
to be said in favor of the text from the standpoint of the medical 
student who desires a brief and easily read summary of the 
important features of a disease with which he is not familiar. 
Of particular value to the beginner are comprehensive sections 
in neurology, psychosomatic illness, tropical medicine, and 
toxicology. The book is free of the redundancy of many other 
medical texts and yet complete enough to help the average 
student in medical school; however, it is not likely to please 
the energetic student of graduate medicine in hospital practice, 
because it touches only “high spots” of many diseases of impor¬ 
tance, does not possess a bibliography, fails to consider suffi¬ 
ciently the collagen group of diseases and the electrolyte dis¬ 
turbances, is confusing in the description of hepatic and 
cardiovascular disease, and falls far short generally in its con¬ 
sideration of therapy exclusive of the unavoidable out-datedness 
common to medical texts. A just comparison cannot be made 
with the more detailed and complete textbooks recently edited 
by American authors, since this text is more elementary. The 
type is moderately large and is legible. The illustrations are not 
especially useful, though several are in color. 

Clinical Hemaioiogy. By Maxvveii M. Wintrobe, M.D., Ph.D., Professor 
of Medicine and Director, Laboratory for Study of Hereditary and 
Metabolic Disorders, University ot Utah, College of Medicine, Salt Lake 
City. Third edition. Cloth. $12.50. Pp. 1048, with 237 illustrations. Lea & 
Febiger, 600 S. Washington Sq., Philadelphia 6, 1951. 

In bringing this book up-to-date, the general format and plan 
of previous editions have been retained. However, where the 
advances ‘have been significant, targe sections have been rewrit¬ 
ten; as in the discussion of cytochemistry, coagulation, ionizing 
radiation, and hemolytic anemias. New charts and diagrams 
have been added, which in many instances enhance the value 
of the book by their simplicity and clarity. The illustrations as 
a whole are excellent, though the color plates, by and large, are 
poor, both in detail and color rendition; this is especially true 
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of plates 2, 7, and 8. The bibliography is most exifn • 
remarkably up-to-date. ' "'''ei; 

As an inevitable consequence of the tremendouslv 
size of the book (almost 200 pages added), some sectior I" 
only been brought up-to-date by the insertion of new dT r ‘ 
gives the book a rather staccato style, in parts, makine -- 
somewhat difficult. Because of gradual expansion the k''’ 
starting to lose the character of a textbook and’is b- 
more of a reference. Its growth reflects both the intrinsi'?'"' 
of hematology as well as the relative growth of hemaiob-• 
the field of general medicine. The new edition retains th' 
eminence established by its predecessors and remains the 
available book for both hematologists and internists. ' 


Sex Offenses: The Problem, Causes and Prevention, liv 
Guttmacher, M.D., Chief Medical Officer, Supreme Bench ot n 1 ''^' 
Cloth. $2.50. Pp. 159. W. W. Norton & Company, Inc 01 Pa.fT 
New York 3, 1951. ’ 


This book is divided into three parts: the cause of sex 
fenses and problems incident thereto, clinical aspects of c 
offenses, and the treatment and prevention of such offenses i 
the first part of the book, literature on sexual offense, especial 
homosexuality, is reviewed to show that knowledge’ of hojp. 
sexuality and kindred subjects is not “sufficient for us to do 
matize and legislate without reservation.” The second 
views clinical findings in the cases of 172 sexual ofiend; 
referred.to the,Psychiatric Clinic of Baltimore by the Crinii! 
Court of Baltimore. It also reviews similar statistical studies 
this subject by others. 

The author slates that no one study, including his own, repo 
a true random sample of sex offenders. The theme of this p 
of the book is that great need exists for scientific studies ci 
cerning the various aspects of sexual offenses. The conclud: 
portion of the book discusses social concepts concerning sen 
offenders, special statutes adopted by several jurisdictions rel 
ing to the handling of “sexual psychopaths,” and the aullit 
solution to the problems, concerning sexual offenses. Prinrii 
recommendations, with supporting reasons, are that there sb 
be more scientific study of the problem and that medical scicr 
should be brought more directly into the criminal court pro« 
Although written so a layman may read and understand it, I 
book maintains a commendable level of professional decoii 
and dignity. 


Psj’clioanalysis and Politics: A Contribution to the Psjclioloer of Polil 
and Morals. By R. E. Money-Kyrle. Cloth. $3. Pp. 183. W. W. Nonca 
Company, Inc., 101 Fifth Ave., New York 3, [1951]. 

This short book represents a practical attempt to apply l 
knowledge gained through psychoanalytic psychology to 1 
problems of international politics. Unconscious processes are I 
lieved to strongly influence political desires and beliefs, Tlie i 
thor came to this conclusion partly as a result of observaiio 
made as a member of an official group charged with the sektb 
and placement of suitable Germans in positions of trust ai 
political responsibility in postwar Germany. Discussion iniK 
concerns the distinction made between two types of consdc: 
or superego, the authoritarian conscience and the humanist c 
science. The authoritarian type of conscience is considered 
predominant type in prewar Germany. This in its extreme Ic 
was found under Hitler and national socialism, dominating 
official class of Germans, and causing the German people 
become docile but efficient executives. It is considered sig 
cant that members of official classes had been trained for m 
years to accept any moral code imposed on them from ab 
whether by the HohenzoUerns, by the Weimar Republic, 01 
Hitler. The author points out that the authoritarian typi 
conscience tends to increase its influence and spread as a n 
of the authoritarian nature of early home environment. This 
found mostly among persons whose work was of an adm 
trative nature. The humanist conscience, on the other h 
was found more frequently in persons, from homes that h 
large degree of freedom and affection and in which the pai 
were engaged in the arts or sciences. It seems that an inevit 
result of bureaucracy was the development of an increasing r 
ber of persons with the authoritarian type of conscience a; 
decreasing number with the humanist type of conscience. 
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The author concludes that the humanist character and human¬ 
ist morality in general are attributes of a wisdom that consists 
of insight into ourselves and others and that this type of per¬ 
sonality can thrive only in the kind of state that seeks to provide 
welfare without curtailing freedom. The main impediment in 
achieving such a state is believed to be the influence of uncon¬ 
scious motivation on political thinking. This .impediment could 
be removed only by making such motivation conscious through 
insight. 

A point of particular importance concerning the activities 
of Germany in wartime is the apparent ease with which authori¬ 
tarianism could sufficiently suppress guilt in the official or in¬ 
dividual so that he could carry out acts of the most malignant 
persecution while considering himself to be acting only routinely 
and morally as an instrument of a higher power. 

The author has performed a valuable public service in writing 
this book. It can be read with interest and gain by the general 
public, and particularly by those who seek and accept positions 
of political trust and responsibdity. 

Prothrombin Deficiency. By Rosemary Biggs, M.D., Department of 
Pathology, RadclilTe Infirmary, Oxford, Publication number 121, American 
Lecture Scries, monograph in American Lectures in Hematoiogy. Edited 
by Russell L. Hadcn, M.D. Cloth. $2.50. Pp. 83, with 14 illustrations. 
Charles C Thomas, Publisher, 301-327 E, Lawrence Ave., Springfield, 
III,; Blackwell Scientific Publications, Ltd., 49 Broad St., Oxford, Eng¬ 
land; Ryerson Press, 299 Queen St., W., Toronto, 2B, 1951. 

In this small monograph emphasis is placed on the practical 
use of methods in the study of prothrombin deficiency. Dr. 
Biggs’ excellent background is well reflected in this readable 
book. The two stage method for estimation of prothrombin as 
it is described is perhaps not the best procedure for quantitative 
accuracy. Although there are papers in the literature that show 
that prothrombin can be measured accurately by this method, 
this was not possible with the procedure outlined in the mono¬ 
graph. The book does, however, emphasize the fact that useful 
information can be obtained from blood coagulation tests of all 
kinds. The tests are being abused when unjustifiable meaning is 
given to the data they furnish. One chapter is devoted to Quick’s 
theory of prothrombin A and B, and the theory of a percursor 
of prothrombin in plasma, and it is pointed out that Quick’s 
hypotheses are not proved by his experiments. Dr. Biggs has 
rendered a service by challenging the authoritative viewpoint. 
The appendix contains much useful technical information. There 
are 90 references to the literature. Although the book will prob¬ 
ably be most useful to those who deal with this subject in the 
laboratory, it will also be of aid to the specialist. It is a well- 
considered contribution. 

Determingfive Bacteriology Laboratory Manual. By Thomas H. Lord, 
Associ.Ue Professor of Bacteriology, Kansas State College of Agriculture 
and Applied Science, Manhattan. Paper, loose-leaf. $2.25. Pp, 63, with 
charts. Burgess Publishing Company, 426-428 S. Sixth St., Minneapolis 15, 
1951. 

This laboratory manual was apparently designed for a be¬ 
ginning course in bacteriology. It consists of a series of 28 ex¬ 
ercises, the first 17 of which are devoted to a cursory study of 
the morphology, staining reactions, and biochemical character¬ 
istics of bacteria. The remaining exercises contain procedures 
for the identification of the common members of the Eubac- 
teriineae. 

The omission of many methods of practical value to a bac¬ 
teriologist is to be deplored. The preparation of media, the 
operation of an autoclave, and the techniques of filtration and 
of bacterial counting are not touched upon by the author. A 
working knowledge of these procedures is essential for the prac¬ 
ticing bacteriologist. 

Simple procedures are given undue emphasis. For example, 
six entire exercises are taken up with the demonstration of six 
b.-ictcria! stains. Laboratory time spent in this way merely con¬ 
tributes to the boredom of the student. Compression of the ma¬ 
terial presented and the addition of exercises on the practical 
aspects of the subject should result in a stimulation of the stu¬ 
dent s interest. It is hoped that the all too few exercises presented 
in this manual are supplemented with additional material in both 
the classroom and laboratory. 


Lehrbuch dcr Neurologic in 2 Tcilen. Die Nervenkrankheilen. Von 
Prof. Dr. Georges Schaltenbrand. Cloth. 87 marks. Pp. 880, with 539 illus¬ 
trations. Georg Thieme, Diemershaldenstrasse 47, (14a) Stuttgart O; agents 
for U. S. A., Grune & Stratton, Inc., 381 Fourth Ave., New York 16, 
1951. 

It is a pleasure to again have available thoroughly prepared 
scientific textbooks from Germany. This book has been pre¬ 
pared primarily for students and as a source of summarized neu¬ 
rological information for physicians. It covers the field well and 
includes a section on endocrinology and a brief discussion of 
psychogenic disorders. The material is clearly presented. For 
the most part, the various subjects are discussed briefly though 
adequately for the purposes of the book. This is not a reference 
book for the specialist desiring exhaustive treatment of the sub¬ 
ject. The book is profusely illustrated, and the photographs, 
roentgenograms, and diagrams are well chosen. There is an ex¬ 
tensive bibliography at the end of the text that is arranged in the 
same order as the chapters of the book. Although the majority of 
the references cited are in German, there is a representative 
selection of papers from the English, American, French, and 
other literatures. There is a satisfactory index. 

Cunnin;;bani’s Text-Book of Anatomy. Edited by James Couper Brash, 
M.C., M.A., M.D., Professor of Anatomy, University of Edinburgh, Edin¬ 
burgh. Ninth edition. Cloth. $14. Pp. 1604, with 1252 illustrations. Oxford 
University Press, 114 Fifth Ave., New York 11; Amen House, Wanvick 
Sq., London, E.C.4, 1951. 

The retirement of Dr. E. B. Jamieson, coeditor since 1937, 
and the deaffi of four former contributors has resulted in the 
addition of several new and distinguished names to the list of 
contributors to this volume. The text of this edition has been 
revised by all contributors and brought up-to-date by the inser¬ 
tion of references to new works in each chapter. New illustra¬ 
tions, including drawings, roentgenograms, and photographs of 
living models, have been added; older illustrations have been 
improved. The Birmingham revision of the Basle Nomina 
Anatomica is used throughout, although a complete glossary at 
the beginning of the book provides the Latin, B. N. A., and 
Nomenklatur Commission synonyms. This encyclopedic work 
is recommended to all students of anatomy. 

Roenfpen Examinalion of Pleural Fluid; A Study of the Localization 
of Free Effusions, the Potentialities of Diaimosing Minimal Quantities of 
Fluid and Its Existence under Physiological Conditions. By Ingemar 
Hess6n. Acta radioiogica, supplementum 86. Translated by K. M. Lind- 
skog. Paper. 20 Swedisit crowns. Pp. 80, with 98 illustrations. Appelbergs 
Boktryckeriaktiebolag, Uppsala, 1951. 

This supplement begins with a review of the literature, with 
special attention devoted to infrapulmonic localization of pleural 
fluid. This is followed by a discussion of the techniques used to 
demonstrate minute amounts of fluid in the pleural spaces, of 
which the inclined side position, “hip raised,” is considered the 
best. The normal physiologic occurrence of small amounts of 
pleural fluid forms part of the study. The author concludes that 
pleurisy cannot be diagnosed from the presence of fluid alone. 

Case histories and details of experimental studies are given. 
The bibliography and the reproductions of roentgenograms are 
good. The supplement is well written and will serve as a valuable 
addition to the references on this subject. 

The Scientific Paper: How to Prepare It, How to Write It, A Handbook 
for Students and Research Workers In All Branches of Science. By Sam 
F. Trelease. Second edition. Cloth. $2.50. Pp. 163, with 8 illustrations. 
Williams & Wilkins Co., Mt. Royal & Guilford Aves., Baltimore 2, 1951. 

This book is not limited to medical papers but applies to other 
fields as well. The author discusses 'th'e' arrangement and treat¬ 
ment of scientific data as well as the process of first outlining 
then rewriting scientific papers so that they are in proper form 
for publication. Some of the details considered are ways of 
making the paper interesting, the preparation of tables, foot¬ 
notes, and legends, the use of abbreviations, punctuation and 
capitals, and the preparation of graphs and illustrations. This 
handy, pocket-sized book sh- ■! ’ to scientific writers, 

especially those not familiar ments of the better 

journals. ’ 
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Precepts and Counsels of Scienfffic Investi'Eation: Stimulants of the 
Spirit By S. Ramdn y Cajal. Translated by J. M». Sanchez-Perez, M D 
Edited and annotated by Cyril B. Courville, M.D., Professor of Nervous 
Diseases (Neurology), College of Medical Evangelists, Los Angeles. Cloth. 
p.SO. Pp. 180. Pacific Press Publishing Association, Mountain View, Cali¬ 
fornia, 1951. 

This book consists of a series of essays designed to convey 
encouragement and counsel to the young scientific investigator. 
The text is an adaptation of the address by Dr. Cajal at the time 
of his appointment to the Royal Academy of Medicine in 1893. 
Dr. Cajal’s observations and advice are of such a fundamental 
and ageless nature that they can be read in the United States 
today with the same enjoyment and enthusiasm that greeted 
their first appearance in Spain over a half century ago. The 
author’s style is clear and forceful and is leavened with many 
deftly humorous passages. A wide variety of subjects are 
touched upon. These include a consideration of the moral qual¬ 
ities desirable in the investigator, social conditions favorable to 
scientific work (with a discussion of the type of wife best suited 
to the man of science), steps in scientific investigation, writing 
for scientific publication, and the “illustrious failures” in science, 
“the dilettantes or contemplators, the erudite or bibliophiles, the 
instrument addicts, the megalophiles, the misfits and the con¬ 
structors of theories”! This book can be recommended to stu¬ 
dents, research workers, and physicians with the expectation that 
it will be read .with profit and entertainment. 


Personality & Psychosis. By Otho W. S. Fitzgerald, M.A., M.D. Cloth. 
$2.50. Pp. 134. Williams & Wilkins Company, Mount Royal and Guilford 
Aves., Baltimore 2; Bailliere, Tindall & Cox, 2-8, Henrietta Street, Covent 
Garden. London, W.C.2, 1951. 

This book discusses the need for a more distinct method of 
personality typing, which would enable the psychiatrist to cor¬ 
relate the psychotic manifestations of patients with prepsy- 
chotic types. A list of 24 possible combinations of three acquired 
traits and three clusters of genetic types that make up the per- 
mality type is presented. The three genetic types are the im- 
uous extravert personality, the deliberate extravert personal- 
and the introvert personality; the three acquired traits are the 
SI rical, obsessional, and paranoid. Case examples of each 
type are presented. This system appears to be based primarily 
on original concepts of the author formed in an attempt to ex¬ 
tend the principles of Kraepelinian diagnostic methods. In this 
sense the author appears to move away from the more modern 
concepts in psychiatry, which tend toward diagnosis on an 
individual basis, and away from the more rigid diagnostic 
groupings. 


The Control of Cross Infection in Hospitals. By Cross Infection in 
Hospitals Committee o£ Medical Research Council. Medical Research 
Council memorandum no. 11. Nesv Edition. Paper. Is. 9d. Pp. 49, with 
6 illustrations. His Majesty’s Stationery Office, Box 569, London, S.E.l, 
1951. 


In addition to embodying the main recommendations for the 
control of cross infections contained in the original edition, this 
pamphlet presents various practical procedures in greater de¬ 
tail. Subjects discussed include types of infection, sources and 
i modes of infection, prevention and control of cross infection, 
\ and general measures and special precautions to be taken when 
I specific cross infections develop. Included in the appendixes is 
\ information concerning techniques of disinfection and steriliza- 
\ tion, rules for isolation and for wound dressing, special precau- 
tion for maternity units, and the application of dust-laying oils 
\ to floors, blankets, and linen. An extensive bibliography is 
! provided. 


Ptoceedtags of the Swond Clinical ACTH Conference. Vol. I; Research, 
Pn ' A,.Mote, M.D., editor. Cloth. $17 per set. 
r»ni Ki V iUustrations. The Blakiston Company (Division of 

ezouDleday & Company, Inc.), 1012 Walnut St., Philadelphia 5, 1951. 


I 

\ 


Many of the dtstrepancies in arrangement of the first pro- 
cee mgs have been overcome by the editor in the transcript of 
' (corticotropin) conference. Wisely, the con- 

\ in thc^fo*rme^^ divided into research and therapeutic volumes. 
\ cordinp to discussed by various authors ac- 

1 bolic elTect anatomic systems and meta- 

ellect upon protein, carbohydrate, fat, vitamins, and elec- 
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trolytes. Certain pathologic conditions are also included'm ■ 
first volume, since fundamental studies on alterations of ' 
immunologic response during corticotropin therapy are 
yolved. In the volume on therapeutics, the many nccepted\| 
icai indications for corticotropin are reviewed, but the 0:23 
zation is by no means as clear cut as in the research volm 
As with the first proceedings, the most serious discrepancy 
the second is the lack of an index. Short of thumbinc throi 
the entire fable of contents or acquiring thorough familiai 
with the papers presented, the reader is at a loss to find ct 
references. Nevertheless, this minor hardship does not deii 
from the value of the volumes as an e.\cellent source referc 
for the latest corticotropin experience. 

Children’s Radiographic Technic. By Forrest E. Shurtlefl, r.t ci 
$3.75. Pp. 80, with 32 illustrations. Lea & Febiger, 600 S. Wiishiiminn 
Philadelphia 6, 1951. 

Although this small volume carries important informa 
about the small area of roentgen ray examinations for inf 
and children, still one finds many good and simple instruct 
that will help both technician and radiologist. Immediately 
thinks of how useful this book would be to pediatricians an 
physicians doing their own radiography in small centers, 
posure charts are extensive, but in no instance are less than 
ma. used. Such high-powered equipment is rarely avail 
except in large hospital installations. Again, experience 
proved that sedation, anaesthesia, and even a better psy 
logical approach are required for babies and children. These 
not in the index and are not discussed, although such words 
found in the text, at least once. There are a great many additi 
techniques for infant and preadolescent radiographic proced 
in other institutions, and it would not be amiss for a second r 
tion to describe some of them and also tell how these exarr 
tions are conducted with 100 ma. technique, because Ih 
possible. The book describes the techniques successfully use 
the author but allows no flexibility or duplication, except ih'i 
in which similar apparatus is available. 

Medical Treatment: Principles and Their Application. Edited by 1 
frey Evans, M.D., F.R.C.P., Consulting Physician, St. Batihoton 
Hospital, London. Cloth. $20. Pp, 1464, with 51 illustrations, C, V. M 
Company, 3207 Washington Blvd., St. Louis 3; Butterworth & Co., I 
4-6 Bell Yard, Temple Bar, London, W.C.2, 1951. 

This is a compendium of medical treatment contributed 
most exclusively by British authorities that presents the treatn 
preferred by the individual authors. Nevertheless, a surprisii 
even presentation has been secured by the editor in all sect 
of the text. Valuable sections ordinarily not found in siir 
volumes concern addiction, industrial diseases, nuclear rz 
tion, and toxicology. Because of its organization, treatmen 
a disease is not considered as an entity; thus, treatment of te 
culosis is described separately under children’s diseases, u 
each system, and again under infectious diseases; Still’s 
ease is separated from rheumatism and allied disorders. 1 
space is devoted to diagnosis, with the major emphasis e 
to treatment, including general measures, prophylaxis 
curative, remedial, and supportive measures. This would h 
excellent reference text except that the rapid progress in a 
biotic and hormonal treatment of disease in the past 
made certain sections obsolete. 

Progress in Neurology and Psychiatry: An Annual Review. Volum 
Edited by E. A. Spiegel, M.D., Professor and Head of Deparlmt 
Experimental Neurology, Temple University School of Medicine, 
delphia. Cloth. $10. Pp. 562. Grune & Stratton, Inc., 381 Fourth 
New York 16, 1951. 

The editorial board of this annual review attempts in 
volume to develop an up-to-date encyclopedia of neun 
and psychiatry that will provide an easy reference to ai 
progress in these disciplines, particularly for the specialist 
volume has four main parts, which concern clinical neurc 
clinical psychiatry, related basic sciences, and neurosui 
A total of 72 contributors participate in providing a wme 
erage of newest developments in the fields mentioned. Tn< 
tors have performed a useful service by supplying a quid 
easy reference to much that is new in these fields m the 
year for both the specialist and the general practitioner. 
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ijbcr die I’alholosic der >eKctati>en nerviisen Peripherie iind ilirer panB- 
rnaren RcBiiIalionssliitten. Von F. Feyrtcr, 0 . Professor der Patliologie 
I der Universitiil Gottingen. Boards. S5.70. Pp. 201. with 58 illustr.alions. 
ilhclm Maudrich. Spitalgasse IB, Wien IX/2, 1951. 

Although this book is written primarily for the pathologist, 
has some interest for the clinician, as it reflects the great em- 
hasis at present being given in Germany (greatly under the 
iflucnce of Stoehr) on abnormalities of the vegetative nervous 
'Stem as a cause of various diseases. This book is not easy to 
ad, but it does present in very logical fashion the abnormal 
langes of the vegetative nervous system, including that of the 
itramural and extramural ganglions. Such changes are found 
many diseases, such as certain forms of appendicitis, neuro- 
iromatosis, leiomyomas, lipomas, carcinoids, and adenomatous 
flyps of the intestine. In view of the great importance of the 
chnique used, a chapter dealing with histologic technical prob- 
ms is welcome. The last chapter, which deals with the general 
inciple of neurons and cells, emphasizes the syncytial char- 
der of the body structures. The many illustrations, technically 
jt too well reproduced, assist in the presentation of the author’s 
lallenging arguments. 

AnBiocardiography as a Diagnostic Aid in Congenital Heart Disease* 

1 J, W. C. de Grool, M.D. Cloth. Pp. 108, with 20 iliustralions. Keesing. 
■lysdaeistraat 71, Amsterdam, 1951. 

This brief volume is divided into two major sections. The first 
art is devoted to a rather detailed review of the literature, cov¬ 
ing history, apparatus, contrast material, risk, and a discussion 
f the value of angiocardiography; this section is based on the 
ork of others and is complete from this standpoint. The second 
;ction is devoted to examples from the author’s experience in 
lany different types of congenital heart disease, in both cyanotic 
nd acyanotic. An example of each type of heart disease is given, 
icluding history, laboratory work-up, and an angiocardio- 
•aphic example. The value of the angiocardiogram and differen- 
al diagnosis is discussed in each case. Illustrations are limited, 
id the reproductions are fairly good. A diagnostic sketch pre- 
;nted with each illustration greatly enhances the interpretation, 
hose interested in a review of angiocardiography and case his- 
iries of Various types of congenital heart disease will find the 
Dok valuable. 

Psychology and Its Bearing on Education. By C. W. Valentine. M.A., 
.Phil. Cloth. S6. Pp. fi74. Philosophical Library, Inc., 15 E. dOih St., 
ew York 16, 1951. 

This introduction to the study of psychology is presented in 
form that will be useful primarily to-teachers, leaders of youth 
lovements, social workers, and other persons interested in mod- 
rn education. The material relates to practical applications of 
le interrelated psychological problems of teachers and students 
s well as the psychological principles involved in processes such 
s learning and remembering. The author has stressed most 
trongly the phases of application of psychology to basic edu- 
ation that have been accepted most generally by competent 
isychologists. A section of the book on appreciation of beauty 
nd aesthetic education in relation to visual art, music, and 
oetry is given considerable space in the book, because of a 
ecognized lack of such material in many textbooks. Teachers, 
articularly in the more progressive schools of education, should 
erive much practical value from this book. 

The Early Diagnosis of the Acute Abdomen. By Zachary Cope, B.A., 
.D., M.S., Consulting Surgeon to St. Mary’s Hospital, Paddington, 
enth edition. Cloth. $3.50. Pp. 270, with 38 illustrations. Oxford Uni- 
irsity Press, 114 Fifth Ave., New York 11; Amen House, Warwick Sq,, 
andon, E.C.4, 1951. ’ 

This monograph has become a classic in surgical literature, 
rom the physiological point of view, it is lacking, but from the 
oint of view of straight surgical diagnosis, it is a magnificent 
ttle volume, which will prove as useful as its previous editions, 
Ithough some new material has been inserted, this edition does 
ot represent a major revision. The illustrations remain the same, 
ith the exception of one new roentgenogram. This volume will 

2 useful not only to medical students, assistant residents, and 
isidents but to the \atge group of suigicaf piactitioners who 
ish to have at hand, in a small, concise monograph, some of 
le major practical diagnostic features of the acute abdomen. 


The Child Unborn. By R. J. Harrison, M.A.. D.Sc., M.B. Cloth. S3. 
Pp. 226, with 62 illustrations. The Macmillan Company, 60 Fifth Ave., 
New York 11. 1951. 

The author of this book, an anatomist, describes in simple 
language the advances made during the last 50 j'ears in the 
knowledge and understanding of reproduction, anatomy, and 
embryology. He describes, explains, and illustrates the events 
that take place when a child is conceived, carried in the uterus, 
and finally born. The data presented here are based on studies 
made by physicians, biologists, biochemists, physicists, pharma¬ 
cologists, and more recently by workers with radioactive tracer 
elements. Such subjects as sex and reproduction, the reproduc¬ 
tive organs, the control of the reproductive cycle, ovulation and 
fertilization, the early days in the life of the embryo, develop¬ 
ment and growth of the fetus, the mother and pregnancy, birth 
of the baby, and twins and multiple births are discussed. 

Although the title of the book is “The Child Unborn,” there is 
a short chapter devoted to the birth of the baby and half a 
chapter devoted to the child before and after birth. Both of 
these parts are excellent. In the stimulating chapter on practical 
problems, the author discusses sterility and fertility and the 
meaning of these words, predetermination of sex, planned par¬ 
enthood, artificial insemination, early marriage, and the ideal 
number of children. At the end of the book there is a bibliog¬ 
raphy of well-known works dealing with reproductive anatomy 
and physiology, embryology, and antenatal and postnatal care. 
There are 62 clear and highly instructive illustrations. The paper 
is sturdy, and the type is clear. Lay persons will not only learn 
a great deal from this book but will also have many hours of 
pleasure. 

The Will to Lhe. By Arnold A. Hutschnecker, M.D. Cloth. $3.50, Pp, 
278. Thomas Y. Crowell Company, 432 Fourth Ave., New York 16, 1951. 

The author, who has been in practice for 25 years, outlines 
his successful methods in combining the general practice of 
internal medicine with the newer theories and practical knowl¬ 
edge in the psychosomatic techniques of handling patients. The 
emotional components of the diseases discussed are related to 
and traced through the original theories of Freud concerning 
the life and death instincts. Discussion concerning the emotional 
components in, and the psychodynamics of, the phenomena of 
exhaustion seems particularly well presented. Case reports se¬ 
lected from the author’s practice clearly portray the operation 
of the passive, or self-destructive instincts. This interesting book 
may be advantageously read by both the medical profession 
and the laity. 

Statistical Methodology Reviews. 1941-1950. Edited by Oscar Krisen 
Buros, Director. Institute of Mental Measurements School of Education. 
Rutgers University. New Brunswick, N, 3. Cloth. $7. Pp. 359. John Wiley 
& .Sons. Inc.. 440 Fourth Ave., New York 16; Chapman & Hall, Ltd., 
37-39 Essex St.. Strand, London, W.C.2, 1951. 

This book is the third in a series intended to give ready ref¬ 
erence to statistical methods described in current publications. 
It is restricted to reviews of books on statistical methods and does 
not include special scientific papers. It gives critical reviews of 
these books, reprinted from scientific journals. It is cross- 
indexed by author, journal, publisher, subject, and title. The 
book is written with the same care and accuracy that char¬ 
acterized the previous editions; it will be a useful tool for any 
research worker interested in modern statistical methods. 

Industrial Health and Medical Programs. Selected and compiled by 
Margaret C. Klem, Margaret F; McKiever and Walter J. Lear, M.D. 
Federal Security Agency, Public Health Service, Division of Industrial 
Hygiene, Public Health Service publication no 15. Paper. $1. Pp. 397. 
Superintendent of Documents, Govern. Print. Off., Washington 25, D. C., 
1950. 

This publication contains reprinted material from a wide 
variety of sources, with particular emphasis on statistical repre¬ 
sentations of the labor force, kinds and sizes of industrial es¬ 
tablishments, health status of the working population, plant 
health and medical services, professional personnel, and costs 
and extension of service in the form of general medical and 
hospital coverage. It is definitely not a manual of procedure, 
although the specific recommendations of official agencies re¬ 
garding many aspects of industrial health services are included. 
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MINOR NOTES 


TETANUS TOXOID BOOSTERS 

To THE Editor:— Is it advisable or necessary to give booster 
doses of tetanus toxoid to children at intervals of one year, 
and if not, what interval is advisable? At what age would you 
advise discontinuing booster doses? The older age group often 
show reactions of varying degrees, whereas the younger group 
show almost none. Do you advise using plain, fluid, or alum 
precipitated toxoid for such booster doses? 

John F. Simmons, M.D., Greenville, S. C. 

This inquiry was referred to two authorities, whose respective 
replies follow. —Ed. 

Answer.— ^The first booster injection of tetanus toxoid should 
be given one year after the primary immunization. Then a 
booster or recall injection may be given every three years through 
the grammar school period. Actually, this would not be necessary 
if every minor injury were known and received prompt atten¬ 
tion. However, by means-of periodic recall injections the titer 
of tetanus antitoxin is kept at a high level, affording protection 
at all times. Ordinarily, alum-precipitated or aluminum hydrox¬ 
ide adsorbed toxoid should be used for active immunization 
and recall injections. However, in the case of a known injury 
in a person who has had a primary immunization, some believe 
it is preferable to use fluid toxoid as a booster. This is because 
with more rapid absorption, it is contended, there is a quicker 
rise of the circulating tetanus antitoxin. For the armed forces 
and persons employed in hazardous occupations added protec¬ 
tion is afforded by annual booster doses of tetanus toxoid. 

Answer. —Because of marked variability in individual im¬ 
munological response, it is difficult to be dogmatic concerning 
the exact interval between booster injections of tetanus toxoid. 
Studies in progress in various clinics indicate the desirability of 
repeated, minute, recall doses. If 1/10 cc. of purified alum- 
precipitated toxoid is injected subcutaneously yearly, an ade¬ 
quate level of immunity can be maintained as a protection 
against both clinical and subclinical traumas frequently con¬ 
ducive to infection with Clostridium tetani. The simplicity and 
relative harmlessness of this procedure would support its use 
in place of the irregular injection of tetanus toxoid under con¬ 
ditions of apparent injury. The available data would indicate 
that as many as five booster doses, in the amounts indicated, do 
not guarantee prolonged immunity. 

These frequently repeated injections should be discontinued 
when the tendency to repeated injuries becomes less pronounced. 
This would be determined not only by age but also by the par¬ 
ticular occupation and avocation of the person concerned. When 
the yearly recall doses are stopped, it would be desirable to 
maintain at least a two-year schedule, employing l/20th to 
1/lOth cc. of refined-fluid or alum-precipitated tetanus toxoid, 
either alone or combined with correspondingly refined diphtheria 
toxoid. 

The refined products, now commercially available, are to be 
preferred to those not prepared by the more modern techniques. 
Under these provisions, and with the employment of the small 
doses indicated, it is not particularly significant whether the 
fluid or alum-precipitated materials are used. Nevertheless, it 
is the opinion of some investigators that the fluid tetanus toxoid 
is preferable to the alum-precipitated variety as a recall injec- 
lion following an injury likely to lead to contamination with 
) spores of Cl. tetani.. Under the following circumstances, the com- 
1. bined use of tetanus antitoxin (minimum of 5,000 to 10,000 
units) and tetanus toxoid is indicated: delayed seroprophylaxis, 
c, ^^lensive or multiple injuries, debilitated states (cachexia, mal- 
IV- 

published have been prepared by competent authorities. 
I specificaC'« , represent the opinions of any official bodies unless 

cc postal catds M reply. Anonymous communications and queries on 

h, name and answered. Every letter must contain the writer’s 

5. but these will be omitted on request. 


nutrition, and anemia), and acute blood loss. Tetanus am - 
does not interfere with the action of the toxoid in a pt' 
actively immunized subject; whereas in the person not adeq^v 
inoculated with tetanus toxoid before, the antito.xin apni -• 
impedes the action of the toxoid. 

It is not desirable to give booster injections of any ar.i,:'. 
during the poliomyelitis season. This routine is to be comb'! 
until a definitive statement is made concerning the allecei ' 
effects of local traumas in precipitating paralysis due to po’' 
myelitis during poliomyelitis seasons. 

KERATOCONUS 

To THE Editor: — My son has the eye condition known ns 
toconus. Please give me the details of this condiiion, (\ 
its prognosis and its treatment. Let me know about ihc’ 
of contact lenses^ for the restoration of normal sight in 
condition. 

A. Silva Navarro, M.D., Quebradillas, Puerto Rico 

Answer. —^The cornea in keratoconus is irregularly cun; 
so that it is more cone-shaped than spherical. There are al! c 
grees of severity of the condition. In the milder forms visi, 
may be nearly normal with an ordinary spectacle lens that c( 
rects the marked astigmatism. In the severer cases, contaetkr. 
may be required for maximal vision. In the severest types, ih; 
is ectasia of the cornea, which is markedly thinned and scam 
and vision may not be improved, even with a contact lens. 

There is no treatment that will reverse the condition. Mi 
therapy is directed toward correction of the refractive cii 
caused by the differences in resolving power of the cornea 
its different meridians. In many cases, contact lenses impw 
vision to normal, since a symmetrical surface is substituted I 
the irregular cornea. In persons who do not tolerate cont; 
lenses for a useful wearing period or whose vision is correct 
to less than 20/200 with contact lenses, corneal transplant 
recommended. Corneal transplant in keratoconus has a mu 
better prognosis than transplant for any other ocular conditic 
It is difficult to individualize for any patient with the conditio 
Frequently it progresses rapidly for a short time and then f 
comes stationary. In other patients, the condition may proge 
so far that there is rupture of the inner layers of the corn; 
allowing fluid to enter the corneal stroma itself. 

MANAGEMENT OF HABITUAL ABORTER 

To the Editor: —A white woman, 37, is a habitual akr.: 
(gravida 3, para 0). She is now eight and. one-halj irrr 
pregnant and has been taking up to 125 mg. daily of didy 
stilbestrol, and progesterone and estrogens intramim'r:' 
twice a week. Clinically, her pelvis is of adequate si:i: h 
x-ray (pelvoencephalograms) a normal female pehis is k 
ported, with the proportion of fetal head to pelvis 
for delivery from below. In view of age and abortions vo't 
this patient be a candidate for cesarean section? 

M.D., Louisma. 

Answer. —^The three previous abortions and the patients: 
need not be deterring factors to a successful delivery throt 
the birth canal. They should, however, put the physician 
guard to do everything possible to obtain a living baby, 
patient should be allowed to go into labor spontaneously. 1 
head engages easily, the labor mechanism is normal, and p 
progress is made, an uneventful outcome can be expecte . 
the other hand, if, at the end of 12 or 15 hours t e 1 
senting part remains high and unengaged, if the utei 
motility is poorly coordinated and progress is very slow an 
cervix fails to efface and dilate satisfactorily, a cesarean sec 
can be done. 
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PREGNANCY FOLLOWING PNEUMONECTOMY 

To THE Editor: —A woman aged 33 had a total pneumonectomy 
and extensive thoracoplasty about three years ago for uni¬ 
lateral pulmonary tuberculosis. Since that time there has been 
no indication of constitutional activity of the disease or in¬ 
volvement in the remaining lung. Her present vital capacity is 
about 65% of normal. She is able to do ordinary housework 
without difficulty. She is extremely anxious to become preg¬ 
nant. Is any 'information available that would allow me to 
estimate the risk she would obviously be taking? 

N. J. Roberts, M.D., Orange, N. 3. 

This inquiry was referred to two authorities, whose respective 
:plies follow.—E d. 

Answer. —^There is no good reason why this patient should 
ot become pregnant. Since she is free from any evidence of 
ctive tuberculosis and since her vital capacity is about 65% of 
ormal, she should go through a normal pregnancy without any 
ifficulty. The fact that she is able to do her ordinary housework 
'ithout difficulty is very important in evaluating her ability to go 
irough pregnancy and labor. Many women have had children 
jccessfully after the removal of a lung. 

If it should be desired to be somewhat more certain about 
le risk of .pregnancy and labor, functional studies could be 
lade of the remaining lung in order to determine the percentage 
f oxygen saturation of her blood under normal conditions and 
nder strain, such as exercise on a treadmill. Also studies could 
e made on her alveolar oxygen. There are only a few thoracic 
jrgical centers in the country that are equipped to evaluate 
le patient completely from such a standpoint. In this case, it 
'ould seem to be unnecessary, because the patient’s ability to 
0 her housework is a fairly good indication that she is oxygen- 
ting her blood satisfactorily with her remaining lung. 

Answer. —Clinical experience with women who have had a 
omplete pneumonectomy is limited. Extensive thoracoplasty 
nd bilateral collapse therapy have not proved to be serious haz- 
rds to the pregnant patient. Most women encounter little diffi- 
utly during gestation. In one patient who had a pneumonectomy 
or tuberculosis and in a second who had the whole of one lung 
nd one lobe of the other removed because of bronchiectasis, 
regnancy was uneventful, except for some dyspnea in the latter 
aonths. If this patient is anxious to have a family, and the 
uberculosis is entirely quiescent, the hazard of a pregnancy need 
lot be great. It is difficult to estimate the risk, but this can be 
educed to a minimum by careful medical management. 

iPHENOPALATINE GANGLION NEURALGIA 

To THE Editor; —A married woman has what several ear, nose, 
and throat specialists think is a left sphenopalatine ganglion 
neuralgia, because injecting the left ganglion with cocaine 
affords relief from the typical left-sided headache. When the 
applicator first touches the left ganglion, the typical head¬ 
ache either is precipitated or, if already present, is greatly 
aggravated. This patient has been examined thoroughly by 
otolaryngologists, ophthalmologists, gynecologists, internists, 
and neurologists and has had all the laboratory work indi¬ 
cated, with no relief. She is almost an invalid because of severe 
headaches, which have been occurring almost daily for three 
years. Please outline the latest treatment for sphenopalatine 
ganglion neuraigia and the hazards or complications of such 

M.D., California. 

Answer.— It would be easier to answer this question if there 
.vere unanimity of opinion on the existence of the clinical entity 
5t sphenopalatine ganglion neuralgia. There are many who be- 
ieve that disease of the ganglion cannot cause the complaints 
issigned to it and base their beliefs on the findings of micro- 
icopic embryological and neurological studies. It is thought by 
lome observers that tracts subserving certain areas in the head 
lo not make a stop in the ganglion but that they merely pass 
hrough it and are hence no part of it. Such evidence was not 
ivailable when the concept of sphenopalatine ganglion disorders 
irst arose; the evidence at that time was based largely on gross 
inatomical studies. Further evidence of loss of confidence and 
■vaning interest in this clinical entity is the decrease in the num¬ 


ber of articles appearing on the subject in the various otolaryn¬ 
gology journals. From. 1936 to 1947 not a single reference to 
this topic appeared in the Archives of Otolaryngology. A change 
in concept is evidenced by the rather general acceptance of 
William’s thesis that the neurological and sympathetic phe¬ 
nomena formerly ascribed to sphenopalatine ganglion neuralgia 
can now be regarded as manifestations of physical allergy. 

As for the relief that follows intranasal cocaine anesthetiza¬ 
tion of the ganglion region, there are some who feel that this 
may be a post hoc propter hoc situation, aided by the euphoria 
which cocaine may give and which is not altogether safe. As to 
alcohol injection of the ganglion, some observers have not 
noticed the good results claimed for this method and have seen 
considerable discomfort following this intervention, which is not 
lacking in danger. 

Until there is more definite opinion, then, on the whole topic, 
and since the conventional treatment described above has not, 
in the hands of many competent observers, yielded the expected 
results, it may be worth while in the instances above to start all 
over again, ruling out, if possible, such things as vascular head¬ 
aches, headaches originating from suppurative sphenoiditis and 
from intracranial pathology, and psychogenic disorders. 

SYMPTOMS FROM TEETHING 

To THE Editor: —During the eruption of the first teeth in a 
child, every imaginable symptom that the infant, may show 
is widely blamed on "teething.” The dentists of my acquain¬ 
tance can produce no good evidence of any relationship be¬ 
tween these manifold symptoms and normal dentition or any 
valid reasons why there should be such varied symptoms. 1. 
Is normal dentition known to produce symptoms such as 
cough, fever, and diarrhea? 2. Are there pathologic reasons 
for such an interconnection? 3. Is there definite evidence of 
a scientific nature for this theory, or is it merely time-sanc¬ 
tioned "empiric” belief? m.D., Pennsylvania. 

This inquiry was referred to two authorities, whose respective 
replies follow.—E d. 

Answer. —The eruption of the primary teeth into the oral 
cavity is a physiologic process, and the eruptive process has 
often been blamed for a number of disturbances that happen 
to occur at the same time. There is no conclusive evidence of 
their interconnection. In fact, when both eruption and fever are 
concomitant, it is possible that the fever stimulated the erup¬ 
tion. A short discussion of this problem is given on page 773 
in Nelson’s “Mitchell-Nelson Textbook of Pediatrics” (Ed. 2, 
Philadelphia, W. B. Saunders Company, 1950). 

Answer. —It is generally agreed that normal dentition does 
not produce such symptoms as 1. cough, fever, and diarrhea. 2. 
There is no known pathologic reason for such interconnection. 
3. Blaming the rash, cough, diarrhea, and fever on teething 
probably is a time-sanctioned empiric belief. 

OVULATION IN MAN AND LOWER ANIMALS 

To THE Editor:— What reasons are offered for the differences 
between the ovulatory-menstrual-fertile period in human and 
lower forms of animal life? Specifically, why in the dog is the 
period of impregnation most likely just after the stoppage of 
menstrual blood flow and in women midway between men¬ 
strual periods? Also, is there any agreement regarding the 
level of libido during the fertile period versus the period of 
menstruation in women? 

Earl Parsons, M.D., Little Rock, Ark. 

Answer.— ^There are no great differences in ovulation between 
the human and other animals in general. Menstruation in the 
human is commonly confused with heat (flow of blood) in lower 
animals. Some animals, including humans, ovulate in a fairly 
regular cycle, while others, like the rabbit, may ovulate at copu¬ 
lation. Some women spot or have a show of blood at ovulation. 

The question of libido in the human is so confused by psy¬ 
chogenic factors that it is difficult to evaluate, but many do be¬ 
lieve libido is accentuated during ovulation. In animals it is often 
the only time the female will accept the male. 
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URINARY TRACT INVOLVEMENT IN SPINA BIFIDA 

To THE Editor: —A boy, aged II, with spina bifida of the lum¬ 
bar spine is paralyzed from the hips down. At first he had 
partial control of the bladder and bowels to the extent that 
he voided at intervals and did not soil. In the past fotir months 
he has lost all bladder control and dribbles continuously, espe¬ 
cially if standing. The bowel function is all right if he is kept 
constipated. There is pyuria most of the time. He has had 
no surgery except for a straightening of the left foot, so that 
he could wear a shoe and braces. He can walk with the braces 
by supporting himself on furniture but has not learned to use 
crutches yet. He is normal mentally and doing fifth grade 
work. What is the prognosis in a case of this type as to further 
renal involvement or failure? Is there any device to be worn 
for the incontinence other than the Cunningham incontinence 
clamp? Would any further surgery be advisable in this case? 
There is no sac present but merely a pedicle about 3 by 5 
cm. and elevated about 2 cm. M.D., Minnesota. 

Answer. —In order to determine the exact condition of the 
urinary tract, it would be essential to determine whether urine 
is retained in the bladder and to have plain films, as well as 
urograms, made of the entire urinary tract. It would also be 
advisable to make cystoscopic examination to, determine the 
condition of the bladder neck. Incontinence in cases of spina 
bifida may result from overflow, with urinary retention, or from 
weakness ih the musculature at the bladder neck. Such reten- 
tion may be caused by a spastic condition with hypertrophy and 
cicatricial changes in the bladder musculature. If this is the case, 
transurethral resection may be of value. In offering a prognosis, 
it would of course be necessary to have an estimate of renal 
function as well as the extent of renal and ureteral pathology 
as visualized in the urograms. Absence of residual urine would 
indicate paralysis of the musculature involved in urinary con¬ 
trol, a condition not amenable to local surgery. In regard to the 
spina bifida itself, the spinal cord may be involved in cicatricial 
changes caused by the deformity, and surgical repair occasionally 
may benefit innervation of tissues involved, 

RECURRENT CONDYLOMATA ACUMINATA 

To THE Editor: —A woman, 40 years of age, had condylomata 
acuminata of the vulva and anus three times within a year. 
I removed the condylomas by electrodesiccation and curet¬ 
tage. Podophyllin was not applied because of the extensive 
area around the anus involved by the condylomas and because 
of fear of possible long-lasting irritation. There is no dis¬ 
charge from rectum or vagina and no evidence of tricb- 
omoiiads or gonococci. The male partner allegedly has no 
warts or condylomas. What is the explanation for the recur¬ 
rence of the condylomas? 

Paul C. Rost, M.D., Los Angeles, Calif. 

Answer. —Condyloma acuminatum is caused by a filtrable 
virus and accordingly is infectious and autoinoculable. Many 
experts have had experiences similar to that of the inquirer, in 
that recurrences following treatment are common. These re¬ 
currences may be due to (1) having overlooked some new small 
lesions at the time of the destructive treatment, (2) dissemina¬ 
tion from the treated lesion, or (3) reinfection from the original 
source such as bowel or vagina. For these reasons, prophylactic 
measures for prevention of recurrences should be instituted at the 
time the . lesions are destroyed, whether by cautery, electro¬ 
desiccation, or a chemical caiiterant. The oral use of aureomycin 
_or_terramycin may be of value in this regard, and the use of 
' idal soap on the genitalia also has some merit. A dusting 
■ ' containing equal parts of thymol iodide, bismuth, and 
dd be applied twice daily to the anogenital area after 
with soap. X-ray therapy following removal of the 
s some advocates, who believe that small lesions may 
stroyed. Cleanliness is essential in preventing recur- 
. d a search for the source of the infection in the vagina 
or in the spouse should be made. In spite of such 
there will be recurrences, so that it is necessary to see 
■ Iv and destroy the new lesions while they are 


INTERMITTENT VENOSPASM 

To THE Editor:—-/I patient presents the umisual comnt ■ 
mternuttent engorgement of the large superficial rSf'^ 
arms and legs accompanied by severe pain. The , ^ ' 
resemble those reported in Mirlmel _. 


resemble those reported in Michael Smith’s case inT^’?'' 
nal (134:924 [July 5] 1947). My patient gives „ 
severe abdominal pain that has led to two lanamm- ' 
one for a suspected cholecystitis and another for anew 
pancreatic disease. In both instances exploration revel?' 
mal structures. F. Parkes Weber, in "Further Rare 
briefly suggests that large veins may become spastic ami'', 
symptoms. In speaking of visceral symptoms he uses ih/f 
"haemangiospastic," so that one does not know wkcl 
thinks that venospasm may be the etiologic factor ffi^' 
reference is presumably to a paper concerning svmiZ!: 
necrosis of the renal cortex, and this would be due to mi,v 
spasm. Has anyone ever described intermittent venospasZ 
elusive of post-tratimatic spasm) similar in nature to Ranm 
disease of arteries? Mayer Hyman, M.D., Tucson, Ari- 

.Answer.—T he data given are insufficient to permit ohj 
say whether or not the condition described should be con 
ered intermittent venospasm. Additional information might 
obtained by (1) determining venous pressure in one of the 
gorged veins during an attack and in the interim between atta 
and (2) by noting whether the gross appearance of and pres; 
within one of the engorged veins would change during an all 
on administration of an autonomic blocking agent or use 
some other method for blocking sympathetic impute. 
Veins are well supplied with autonomic nerves, and it 
spasm is recognized as occurring normally in response to ra 
types of chemical and physical stimuli. Pure venospasm una 
ciated with arterial spasm and sufficiently severe to cause sy 
toms has rarely been described. In his “Monograph on V« 
(Springfield, Ill., Charles C Thomas, 1937) Franklin brieiij 
views the subject and discusses the early case reports by Ma 
ner (1864) and Weiss (1822). de Sousa Pereira recently revie 
the problem of the innervation of the veins and its role in j 
venospasm, and collateral circulation {Surgery 19:731, 1< 
Humble and Belyavin have reported experiences in which 
observed venospasm severe enough to interfere with the li 
fusion of blood {Lancet 2:534, 1944). Naide and Sayen ' 
presented evidence that venospasm is an important factor it 
attacks of Raynaud’s disease {Arch. Int. Med. 77:6, 1946). 
suspected case of intermittent venospasm deserves the most i 
ful study before one assumes that the symptoms and signs | 
ent are the result of such spasm. 


ALEXIA AND DYSLEXIA 

To THE Editor: —/ have a patient with developmental ah 
I. What tests are necessary for a thorough Invesfigat'w, 
this condition? 2. What treatment is considered most 
cacioiis? 3. How frequently should this method of udi 
tion be used? 4. Would a severe attack of pertussis ol 
age of 3 months have any causal relation to this type of i 
bility? The patient is a boy of 8 years in good general In 
with the exception of seasonal bronchial asthma. He is 
ticiilarly susceptible to dust and spring grasses. 

William P. Clark, M.D., Mount Vernon, N. 

Answer, —The information given about this patient is h 
quate, but it is presumed that the “developmental alexia 
appeared recently, perhaps after he entered school. Befort 
accepts the diagnosis as alexia, which presupposes an or 
basis for the difficulty, all other avenues should be invest! 
thoroughly to rule out possible functional disorders. Dyi 
(reading difficulty) has been described under. various no 
clatures. This has led to misunderstanding of the problem 
Dyslexia, alexia, dysphasia, aphasia, and strephosymbohi 
used synonymously, wrongly conveying the idea that the 
identical conditions. 

Dyslexia is a syndrome characterized by inability to 
properly despite normal or superior intelligence. The abm 
causative factors are functional, preventable, and corrcc 
in contradistinction to alexia. 
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Jxaminalion and investigation of the child and his problem 
:very point of view must be made, with a complete history 
every aspect: physical and mental examination, including 
ctual and emotional appraisals; social investigations; and 
tional achievements, including special abilities or disabilites 
abits at work and at play. 

The method of treatment would consequently depend on 
iagnosis. Usually the problem is complex and requires 
ncc from various fields of science; medicine, psychology, 
ducation. Should the causative factors be functional, the 
lents can be administered according to the ingenuity of 
involved in the case. If the difficulty is due to an organic 
, then a highly specialized teacher in that particular field 
:ntial. 

The child should be allowed to continue in his regular 
I program. The period required for recovery from dyslexia 
iable, and it depends on many things, particularly on the 
ment and cooperation of parents and the physical status 
patient. Sometimes weekly counseling and treatments are 
ent. Recovery from alexia requires prolonged treatments. 
The medical literature of the last 10 years contains no re- 
I evidence of causal relationship between pertussis and 
, or dyslexia. 

;rgy to alfalfa seed 

IE Editor: —Please comment on a symptom in a patient 
7 had taken alfalfa seed tea (IV 2 tablespoons of seed in 
r Clips of water boiled 15 minutes and taken three cups 
ly) for rheumatism? She said the arthritis pains were greatly 
>roved after 3 weeks. Then, suddenly, swollen glands de- 
7ped, then a rash, which seemed to subside when tea was 
'.ontinued. Later, the patient tried the tea again, and worse 
iptonis developed. Is this first an allergic reaction? Have 
I a record of others having allergic symptoms on taking 
■ concoction? C. 1. heavy, M.D., Freeport, III. 

SWER. —Alfalfa is related to the bean family. Hence it is 
)le that anyone who is allergic to beans might be allergic 
alfa seed. It is possible that the rash was allergic; however, 
is no certainty of it. It may be that an exhaustive search 
: literature might disclose a case or two of alfalfa sensi- 
, but it is certainly not recognized as an entity distinct from 
types of allergy. 

iesses under the nails 

TE Editor; —A boy, age 316 years, has had generalized in- 
itile eczema since he was 6 months old. An allergist siis- 
•ted hypothyroidism and prescribed small doses of thyroid, 
e father states that abscesse.s develop under the boy's nails 
iry time thyroid is administered. These ahsces.ses subside 
nnptly on cessation of the medication. Is this a known .sign 
thyroid toxicity? 

Matiro Rosenberg, M.D., Sherman Oaks, Calif. 

lis inquiry was referred to two consultants, whose respective 
:s follow.—E d. 

tswER. —Such a complication is not mentioned in any of 
;andard works on thyroid disease. It might be well to verify 
ather’s statement. 

iswER. —The administration of desiccated thyroid as far 
lown, has not been associated with the development of in- 
ms under the nails. Mild or latent diabetes may become 
e when desiccated thyroid is administered, and it might 
:11 to check the patient carefully for the presence of diabetes. 

IID WEATHER AND ACNE 

HE Editor; —Does humid weather affect the incidence of 
Robert L. McKenna, M.D., New York. 

ISWER.— It has long been observed that humid weather has 
Iverse effect on acne. A paper by Wiley M. Sams (Humidity: 
lion to Problems in Dermatology, South. M. J. 44:140 [Feb.] 
) covers the subject fully and contains some 15 pertinent 
ences. 


HEADACHE FROM SACCHARIN 

To THE Editor: —A patient, aged 42, has had persistent occipital 
headaches on awaking in the morning. Physical examination 
revealed no abnormality. When he discontinued taking I grain 
(60 mg.) of saccharin tablets in his coffee he stopped having 
headaches. He estimates he took five of the I grain tablets per 
day over a period of two years. Is saccharin ever a causal 
factor ip the production of headache.s? 

E. H. Meisel, M.D., Midland, Mich. 

Answer. —No instances of headache following the use of sac¬ 
charin are recalled in a wide experience with many diabetics 
who used this substance over many years. In the days before 
the use of insulin, an occasional patient would use 12 to 24 
saccharin tablets in 24 hours, but no untoward symptoms re¬ 
sulted. It is unusual that this patient used 1 grain (60 mg.) tablets, 
since a 'A grain (15 mg.) tablet is equivalent to 1 teaspoon of 
sugar. 

(The possibility of idiosyncrasy must still be considered in 
this patient.—E d.) 

PSEUDOHYPERTROPHIC MUSCULAR DYSTROPHY 

To THE Editor:— A woman who has had one child has two 
brothers suffering from pseiidohypertrophic muscular dys¬ 
trophy. She asks about the possibility of her child or further 
children having this disease. Please inform me as to the heredi¬ 
tary pattern of the muscular dystrophies. 

Charles S. McCulloch, M.D., Chico, Calif. 

Answer.— Pseudohypertrophic muscular dystrophy is an in¬ 
herited familial disease, the inheritance of which is, however, 
so variable in different families as to render any definite answer 
to the question impossible. According to recent studies (Tyler, 
F. H., and Stephens, F. E.; Ann. hit. Med. 35:169 [July] 1951) 
progressive muscular dystrophy of childhood appears to be a 
sex-linked, recessive characteristic transmitted predominantly 
by the female and chiefly to male offspring. The proportion 
between males and females is probably at least 5 or 6 to 1. How¬ 
ever, many sporadic cases are dependent on mutations without 
evident inheritance. 

The sex of the questioner’s child is not stated; a male is much 
more likely to have dystrophy than a female. This holds true 
for any other children that may be born. In any case, inheritance 
of the disease is by no means certain. If the parents are will¬ 
ing, it would be much safer to enlarge the family by adoption. 

ANASTOMOSIS OF SEVERED VASA DEFERENTIA 
To THE Editor:— A man, aged 32, had a vasectomy in 1946. 
He remarried in 1949, and had the severed vasa anastomosed. 
The sperm count has steadily risen to 80 million per cubic 
centimeter, but all sperm are dead. What is the prognosis for 
live sperm appearing? The man ii’o.v previously fertile, having 
had four children by his first wife. The urologist can find no 
abnormalities. ^ D ^ California. 

Answer. —A sperm count of 80,000,000 per cubic centimeter 
following surgical anastomosis of the severed vasa would indi¬ 
cate that the operation was successful. Occlusion of the vasa 
during a period of three years could be a factor in causing 
necrospermia. There may be, however, some other factor present 
to explain it. Further data, including testicular biopsy, are nec¬ 
essary in order to determine the prognosis. If immature sperms 
are found in the testicular tubules, the prognosis might be more 
favorable. Diethylstilbestrol may be of help in such cases. Re¬ 
peated sperm counts should be made, with proper precautions 
in securing fresh specimens. If necrospermia and low counts per¬ 
sist, the outlook is not good, 

THYROID AND SEDIMENTATION RATE 

To THE Editor:— Will the taking of thyroid tablets over a period 
of months elevate the sedimentation rate of the blood? 

Paul Russell, M.D., Inglewood, Calif. 

Answer.— ^There is not much information on the effect of 
thyroid tablets on the sedimentation rate. The data available 
indicate that there is no effect in physiologic doses. 
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QUERIES AND MINOR NOTES 


MENSTRUATION AT THE MENOPAUSAL AGE 

To THE Editor:-/,, the Sept. 22. 1951 issue of The Journal, 

“ <ii‘ery on "Menstruation at the Menopausal 
The answer states in part, "Generally, surgical treat¬ 
ment IS neither required nor satisfactory for frequent or heavy 
menstrual periods near the menopause. In most women the 
bleeding ceases completely without the necessity for surgical 
therapy. Of course, if there is any bleeding between the 
periods, cancer must be ruled out by curettage and cervical 
biopsy.” 

May I refer you to an article entitled "A Decalogue for 
Early Diagnosis of Pelvic Cancer,” by John Y. Howson and 
Leib J. Golub, in the Pennsylvania Medical Journal (53:696 
[July] 1950), which states, "Assume menopausal cycles to be 
normal only when the amount of bleeding and the frequency 
of occurrence of the periods decrease or remain constant. 
Any variations from this, or any post menopausal bleeding 
lequiies a diagnostic dilatation and curettage and biopsy of 
the cervix." 

It is conceded by all gynecologists that metrorrhagia is an 
abnormal symptom requiring further studies, including dila¬ 
tation and curettage and biopsy of the cervix to rule out can¬ 
cer of the genital tract; however, menorrhagia and frequent 
menstrual periods are occasionally regarded as harmless symp¬ 
toms, They arc, however, definitely abnormal symptoms and 
frequently the first symptom noted in cases of fundal, cervical, 
and occa.sionally ovarian carcinoma. 

Of 1,580 cases of pelvic cancer studied by the Philadelphia 
Pelvic Cancer Committee, menorrhagia was a prominent 
symptom in 99 patients, or 6.2%. In reviewing 22 case rec¬ 
ords of the Philadelphia Pelvic Cancer Committee of cancer 
of the fundus of the uterus in which menorrhagia wns the 
first symptom of which the patient complained, I found seven 
cases of uterine fibroid, four with sarcomatous degeneration 
and three with adenocarcinoma. In our ovarian group of 210 
cases, menorrhagia was the primary symptom of eight pa¬ 
tients, or 3.8%, and was associated with other symptoms in 
three patients, a total of 5.2%. 

It seems imperative, therefore, that any patient with 
menorrhagia should have a diagnostic dilatation and curet¬ 
tage and exploration of the cervix to rule out early pelvic 
cancer prior to administration of therapy. 

Leib J. Golub, M.D. 

422 Medical Arts Bldg., Philadelphia 2. 

ENTERITIS IN TOURISTS 

To THE Editor: —The recent replies in The Journal (Sept. 22, 
1951, page 358] concerning the enteritis of tourists in Mexico 
does not cover the whole situation. I have been there a num¬ 
ber of times and have suffered from the complaint fust as 
many times. It is most certainly caused in many persons by 
the peppers and tomatoes. When this food is not taken, there 
is no trouble. Liberal doses of bismuth constitute the best 
treatment. L. Pellman Glover, M.D. 

1200 Fourteenth Ave. 

Altoona, Pa. 

> 

To THE Editor: —In The Journal (Sept. 22, 1951, page 358} 
in Queries and Minor Notes the replies to the question about 
enteritis in American tourists in Mexico did not mention one, 
and possibly the most important, factor. The condition is 
puzzling in many respects. It is true that one cause is staphylo¬ 
coccic contamination of food. Fortunately, only a fraction of 
cases are due to a bacillary infection, amebiasis, or to infection 
with Salmonella and other members of the paratyphoid 
group. 

An important cause for the harmless but often disabling 
diarrhea is the use of varied oils in the preparation of the 
food, which has the cathartic effect of castor oil in many 
Americans. In addition, certain Mexican dishes contain herbs 
which act as a laxative. For the same reason, some American 
tourists experience similar difficulties in traveling in Latin 
countries of Europe. A tourist in Italy, who has been plagued 
by this inconvenience, on entering France will suddenly be 
cured, because the food in France is mainly prepared yvith 
butter instead of oil. If the susceptible tourist should then con- 
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tinue into Spain, the diarrhea will prompth return ti 
leave France in the evening, cat dinner on the train a >■' 
he arrives the next morning in Madrid will I,mi f"*'' 
repeated dashes to the bathroom. On the other } I'' 
native traveler, who ate the same meal, has no ' 
digestion. . 

With the increasing number of Americans travd' 
Mexico and other Lathi countries the diarrhea nrohr'- 
become important. I have attended fellow travelers 1 ,)^'' 
JTO ill that they felt the end was near. After thev r "*" 
they immediately left the country, never to rcturn'T^- 
the incidence of two American college girls who 
severely ill with this condition in one of the best I,on 
Florence, Italy. Being in a foreign country and not spell 
the language, they developed a panic reaction and called 
parents over the transatlantic telephone. The parents in fS 
anxiety consulted the family physician, who, not knowhws, 
it was all about, merely added to the confusion. 

Walter L. Bruetsch, 

3000 W. Washington St. 

Indianapolis, 22, 

DILATATION OF PUPIL 

To the Editor: — The query in The Journal March J, h 
page 688, stated the precautions that should be taken hi 
general practitioner in the dilatation of the pupil for jin 
examination. 

Any mydriatic may precipitate an attack of glaucotn 
one who is predisposed to this disease, particularly in paii 
over the age of 35. For dilatation of the pupil for jinuliu 
amination, nothing in my experience e.scels the use i 
specially prepared ophthalmic tablet of eucatropine (euph 
mine®) hydrochloride, 1.5 mg. This product is a iim 
ester related to eucaine and, when applied to the conjm 
causes a prompt mydriasis, with little paralysis of accomm 
tion and rarely an increase of intraocular pressure or coi 
irritation. In 20 minutes, it causes a very effective dilataik 
the pupil, which passes off entirely in two to four hours, 
preparation of eucatropine hydrochloride is available ii 
form of 10 very small round compressed white disks, inai 
tube, which are easy to carry and convenient to use. I 
placed in the eye they dissolve rapidly. 

I use a small Davill lens eye spoon, and place one ill 
the conjunctival sac at the outer canthiis. The paiieni 
keeps the eyes closed and holds a small piece of moist n 
firmly over the inner canthus for three minutes, wliih 
disk dissolves; this keeps the solution from running lion 
the nose. After the dilatation of the pupil, one or twoi 
of a miotic, such as 1% pilocarpine hydrochloride soli 
or 0.25% physostigmine salicylate solution, must ahro) 
instilled. A piece of moist cotton must be held firmly ost 
inner canthus, with the eyes closed for three minutes, 
patient should not be allowed to leave the office iiiilii 
pupils are contracted once more and the finger tension is 
mal. I have been using this product for 28 years, wiilioiiii 
lications and with much convenience and comfort lopoii 

Carl Hobart, U,l 
3601a Gravois As 
St. Louis. 

TREATMENT OF BURSITIS 

To the Editor:—/,, The Journal, August 25, page 16 
question svas asked concerning the value of diathermy, 
therapy, and procaine hydrochloride injections into (he 
in cases of acute calcific bursitis. The answer discusses 
caine injections at length and casually mentioned the ^ 
x-rays after procaine injections and fenestration of the 
Radiologists and referring physicians have observed, exi 
results in virtually all cases of acute calcific bursitis, p 
larly when no previous treatment, such as procaine mie 
has been employed. Failure to give proper credit to a 
dure that-is undoubtedly the procedure of choice in u 
dition is misleading to the many physicians who tw 
proper answer to Dr. Archer’s question. 

William A. Henkin, M.D. 

Receiving Hospital of the City of Del 
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ANTIBACTERIAL MANAGEMENT OF URINARY TRACT INFECTIONS 

Paul S. Rhoads, M.D., Carl E. Billings, M.D. 
and 

Vincent J. O’Conor, M.D., Chicago 


r In'a study not yet completed, our data at present indi- 
1 - cate that at least 20% of all patients coming to autopsy 
‘ at Wesley Memorial Hospital had gross or microscopic 
‘ evidence of active or healed pyelonephritis. The condi- 
, tion was diagnosed ante mortem in only 6% of the cases. 

; These figures are in agreement with those of other work- 
•• ers.^i Such findings, together with our frequent inability 
■ permanently to control urinary tract infecticms, led to the 
' present study, which is a critical evaluation of the prob- 
lems in our own cases of the past 18 months. 

'■ Current medical literature abounds with enthusiastic 
I reports of'the' efficacy of the antibiotics, sulfonamides, 
and sulfonamide mixtures in urinary tract infections. Im- 

- mediate results with these new agents have prompted us 
; to share this enthusiasm, but a careful review of our long- 
j term observation has shown that favorable effects often 
• are only temporary. . 

All patients on our own services who had cultures of 

- catfieterized urine because of known or suspected urinary 
tract infection were studied. The majority of these pa¬ 
tients whose infection did not clear up quickly—as 

< dernonstrated by routine examination and culture of 
•i catfieterized. urine and the other usual clinical criteria— 
r were studied by roentgenograms and cystoscopy. The in- 
' fections are classified roughly into various groups as 
accurately as our data would permit (Table 1). Probably 
■' in a high percentage of those listed as primarily infections 
' of the lower urinary tract there was considerable involve¬ 
ment of the kidneys and ureters also. 

It is well recognized by urologists that-regardless of 
•' the care with which an antibacterial agrat is chosen, 
and the persistence with which it is used, urinary tract 
■■ infections will not clear up unless obstructive lesions are 
corrected and infecting foci such as urethritis, vaginal in¬ 


fections, prostatitis, and infections of the gastrointestinal 
tract are eliminated. It will be seen that the large majority 
of these patients—at least 75%—had urinary tract ob¬ 
structions or infectious foci of one type or another. 

Table 2 reveals that a total of 332 various micro¬ 
organisms were cultured from the 325 patients studied. 
In 24 instances the patients had pyuria and other sym- 
toms of the type usually associated with urinary tract in¬ 
fections, but cultures were sterile before treatment was 
instituted. In 63 instances two or more different bacteria 
were present in the original culture before therapy was 
begun. Often when one was eliminated by treatment the 
other remained. In 74 instances the single micro-organ¬ 
ism present on pretreatment cultures was eliminated by 
treatment, but a different organism appeared on cultures 
taken aftej the first course of therapy. In 26 instances 
Escherichia coli was eliminated by appropriate therapy, 
but Streptococcus faecalis was present in pure culture 
after treatment. In 16 instances the order was reversed. 

CHOICE AND DOSAGE OF ANTIBACTERIAL THERAPY 
IN PRESENT STUDY 

Since the object of the present study was to get some 
comparison of results with the different antimicrobial 
agents commonly used for urinary tract infections, no 
selection of particular remedies was made other than that 
the agent used should have been expected from current 
information to be effective against the bacterium in ques¬ 
tion and that its use should be practicable. The latter con¬ 
sideration is important. Some of the antibiotics may not 
be practicable because they cannot safely be given par- 
enterally. Since in their present form bacitracin, aero- 
sporin,® polymyxin, and neomycin often produce paren¬ 
chymal kidney damage, they were excluded from the 


Doris M. Adair provided technical assistance. ' ' ’ 
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present study. Another important consideration, is the 
cost of the orally administered antibiotics.' This com¬ 
pletely precludes th'elf use in adequate dosage by many 
patients arid prornpts the physician to prescribe them al¬ 
ways in minimum dosage. Penicillin was used only in 
hospitalized patients and usually in those undergoing sur¬ 
gery. It was never given orally. Likewise, streptomycin 
was given only to hospitalized patients, in some instances 
not because it was considered the agent of choice but be¬ 
cause of the inability of the patient to take anything by 
mouth. The adult dosage range considered by us to be 
acceptable for forming opinions as to the efficacy of treat¬ 
ment is listed in Table 3. All of the patients listed in this 
study were treated within the dosage ranges indicated. 
With very few exceptions the daily dose of all oral prepa¬ 
rations was divided into four equal parts given at six-hour 
intervals day and night. Penicillin and streptomycin were 
usually given at 12-hour intervals. Many patients were 
given smaller doses, with good symptomatic relief, but 
the results are not included in the tables. In a few in¬ 
stances the drugs—especially penicillin and streptomycin 
—were given over periods of three to four weeks. 

Table 1.— Location and Classification of Urinary 
Tract Infections 


Upper Urinars’ Tract 

Infections Ca.'cs 

I^ycHtis with renal or ureteral 

calculus . 32 

Pyelitis with hydronephrosis 
—obstruction at uretoropcl- 

vie junction . 21 

Pyelitis with hydronephrosis 

due to nephroptosis. 15 

Pyelitis with tumor in kidney 
or bladder obstructing ureter 9 
Pyelitis with double kidney 
and ureter . 5 

Pyelitis with ureteral stricture 5 
Pyelitis of pregnancy. 1 

Pyelitis with no roentgeno- 
graphic evidence of obstruc¬ 
tion . 25 

-'rculous pyelitis with sec- 
^ ary invaders . 9 

votals. 122 


Lower Urinary Tract 
Infections 


Cases 


Cystitis, anatomic etiology 

not determined . 58 

Cystitis associated with Ijcnign 

hypertrophy of prostate_ 12 

Cystitis associated with cysto- 

urethrocele . 19 

Cystitis associated with ure¬ 
thral stricture or urethritis 35 
Cystitis with cord lesions and 

indwelling catheter . 17 

Cystitis with carcinoma of 
bladder or prostate, or pap¬ 
illoma of liladder. 17 

Cystitis associated with acute 

prostatitis . 4 

Hemorrhagic cystitis, etiology 

not determined . 1 

Interstitial cystitis and elusive 
ulcer . 7 
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bacteriostatic effects were roughly comparable aoain „ 
those of sulfadiazine and. two of the comtnonlv ,r!t 
sulfa mixtures." More important, its solubility‘'in 
ranges of 4.5 to 6 is considerably greater than thit = 
sulfadiazine ^ and slightly greater than the solubility 
the sulfa mixtures which we tested ■’ (Table 4).'Thui'i- 

Table 2.— Distribution of Micro-organisms in Urbwn- Tr, - 
Infections in 325 Patients" ' ' 

K O ^ 

Id r?— 


Upper urinary 

tract___ 49 

Lower urinary 
tract. 102 
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* Evidence of infection, no niicro-organisms on original ciiltarf a 
Multiple micro-organisms in original cultures: 03 ' ' 

Change in bacterial flora of urine of patients under trcntaicnt; 7 i 

appears to be the sulfonamide of choice in most iirinar 
tract infections, 

Methenamine mandelate (mandelamine®) and ca' 
cium mandelate were used chiefly in the early phases c 
this study. For most urinary tract infections they are les 
effective than sulfonamides and antibiotics. For mildt 
colon Bacillus and Str. faecalis infections, in which reai 
tions or expense make the other drugs impracticable, the 
have a field of usefulness. 

Simultaneous administration of two or more age'n 
was carried out almost exclusively in hospitalized p; 
tients. The scatter in the various combinations used i 
this study is too great to permit conclusions regardir 
any of them. Considering the large number of multip 
infections and the very frequent elimination of or 
micro-organism with the emergence of'another undi 
therapy, intensive study of the possibilities in this moi 
of attack seem clearly needed. 


Results of therapy in the same patients appear in two 
or sometimes three of the groups listed according to caus¬ 
ative organism, because, as the culture results shifted 
after therapy, a new therapeutic attack was begun on the 
new organisms encountered. Sometimes they appear 
more than once in the same group, because when one 
therapeutic agent failed a second was used, and each 
trial is recorded separately. 

It will be noted that 3,4-dimethyI-5-sulfanilamido- 
isoxazole (gantrisin®) was used more often than other 
sulfonamides, because previous studies" had shown it to 
have about the same range of bacteriostatic activity as 
sulfadiazine, and studies since indicated that its in vitro 


2. Schweinburg, B., and Rutenburg, A. M.: NU 445 in Treatment of 
Infections Due to Gram Negative Bacilli, Proc. Soc. Exper. Biol. & Med. 
71:20 (May) 1949. Rhoads, P. S.; Svec, F. A., and Rohr, J. H.: Clinical 
Evaluation of a New Sulfonamide—Gantrisin, Quart. Bull. Northwestern 
Univ. M. School 33: 104, 1949. 

3. These results will be summarized in another communication. 

4. Svec, F. A,; Rhoads, P. S., and Rohr, J. H.; A New Sulfonamide 
(Gantrisin): Studies on Solubility, Absorption and Excretion, Arch. Int, 
Med. 85 : 83 Uan.) 1950. 

5. The Bratton Marshall method of sulfonamide determination was 
employed, using the same batch of normal urine (adjusted to the various 
pH levels) as the solvent in each determination. 


Table 3. —Dosage of Various Antibacterial Agents Used 

Dura¬ 
tion ol 



Range 

(Daily) 

.Average 

Therapy 

(Minimal), 

Day? 

Xw 

m, 

Cap 

Gantrisin® . 

4-9 gin. 

Ogm. 

5 

)» 

Sulfadinzinc . 

4-G gm. 


» 

w 

Comhinctl sulfonamides 

4-0 gni. 

4 gm. 

r» 

If 

ilnnclelnmiae® . 

C-8 gm. 


8 


Calcium mandelate. 

0-8 gm. 


8 


Penicillin . 

400,01)0 to 
1,200,000 U. 

000,000 u. 

5 


Streptomycin . 

1-2 gm. 

1.5 gm. 

5 

10 

Chloramphenicol . 

1.5-3 gm. 

2gm. 

5 

1 

1 

Aureomycin . 

1.5-3 gm. 

2 gm. 

5 

Terrnmycin . 

1..5-3 gm. 

RESULTS 

2 gm. 

5 


There was no case of acute pyelitis in which there v 
not quick improvement—subjectively and objectively 
by the use of antibacterial agents, but in no instance v 
the infection regarded as controlled unless one or iw 
cultures taken 48 hours to three weeks after completi 
of therapy gave no growth, and there was no reappe 
ance of clinical symptoms. Often these observatii 
extended over many months. 
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The same criteria were used for the more chronic 
nfections. In Table 5 our estimates of the clinical results 
jbtained in the series with recultures after treatment 
s given. As might be expected, the therapeutic results 
vere much better in the “lower urinary tract infections” 
han in those in which pyelonephritis was demonstrated, 
t will be noted that a high percentage (47.5%) of pa- 
ients having cystitis with no important obstruction to 
he outflow of urine made a permanent recovery. Con¬ 
versely only 9 (7.6%) of 119 patients with evidence of 
irinary tract obstruction appear to have been completely 
;ured of infection. In these nine patients cultures became 
terile only after removal of the obstructing lesions. 

Rational approach to therapy must begin with recog- 
lition of the causative micro-organism and, if possible, 
)f the pathological condition favoring its growth in the 
irinary tract. It is for this reason that results of therapy 
ire listed according to the responsible bacteria. The 
eries is far too small to permit final conclusions regard- 
ng the efficacy of one drug as compared to the others. 

It is seen that Escherichia coli was the most frequent 
nlcro-organism encountered in infections of both the 
ipper and lower portions of the urinary tract (Table 2), 

Table 4. —Solubility of Sulfonamides and Sulfonamide 
Combinations in Normal Urine at Various pH Levels 


llg. per 100 Cc. 



pHl.S 

pHO 

pH 7.5 

Sulfadiazine . 


47.G 

100 

Sullnincrazlne . 


:i0 

120 

BuUainethazInc . 


80 

120 

SuUathlazole . 

. G1 

00 

1.70 

Gantrisin® . 


2(i0 

m 

Equal parts ot; 

Sulladlazlno ) 

. 54 

101.0 

176 

Sulfamethazine ] 



Equal parts of: * 

Sulfadiazlno ] 


108 

205 

Sulftiinerazine ) 



Its vulnerability to most of the agents used was greater 
han was that of the other organisms studied both by 
u vitro and in vivo tests. However, its frequent associa¬ 
tion with other micro-organisms is striking—especially 
in infections due to obstructive lesions (Table 6). Theo¬ 
retically, agents effective against both gram-negative and 
gram-positive organisms would seem indicated in such 
Esch. coli infections. The good results obtained with 
aureomycin and the combination of gantrisin® (^Tables 
6, 7) and penicillin appear to support this idea. Gant¬ 
risin® alone is effective clinically against many Esch. coli 
strains, but obviously not against most strains of Str. 
faecalis (Tables 6, 7, 8). The tendency of two or more 
agents used together to be more effective than therapy 
with a single one is illustrated in the Esch. coli series 
(Tables 6, 7). For the most part, patients receiving com¬ 
bined therapy were hospitalized because of pyelone¬ 
phritis due to obstructive lesions and had severe infec¬ 
tions not likely to respond permanently to any type of 
therapy other than surgery, yet the emergence of other 
arganisms during treatment and the proportion of posi¬ 
tive recultures for Esch. coli was much less frequent in 
patients treated with two or more agents simultaneously 
than in the less severely infected group receiving a single 


drug. The remarkably low incidence of permanent 
“cures” with any type of drug therapy except in the 
patients having cystitis without obvious obstruction is 
striking. 

Str. faecalis infections (Table 8) are for the most part 
confined to the lower portions of the urinary tract. In 


Table 5. —Analysis of Results in Urinary Tract Infections 


Results of Recultures After a SIntrle 
Course of Therapy 


r 


Change 


In fec- 



in 


tlon 

Nega¬ 

Posi¬ 

Micro¬ 

Total 

Con¬ 

tive 

tive 

organism 

Cases 

trolled 


Infection of ujiper urinary tract 
Dy»titl8 with orj'stnicting lesions 
of bladder or urethra, or 

9 21 

21 

51 

3 

tumor of bladder. 

17 32 

19 

08 

0 

Cystitis or urcthriti.4 with no 

evidence of obstruction. 

21 13 

0 

40 

19 

Total . 

47 

(29.0%) (41.0%) 

40 

(28.9%) 

159 

28 

(17.0%) 


our experience they were found in the absence of exces¬ 
sive numbers of leukocytes in the urine much more 
commonly than was the case in infections with other 
micro-organisms. The great difficulty in eliminating them 
from cultures may be that they so frequently reside in 
the urethra and thus are not in contact with the drug¬ 
laden urine for long periods during treatment. Also they 
are relatively insusceptible to sulfonamides. When mild 
disorders of micturition persist after Esch. coli have been 
eliminated, they are the micro-organisms most frequently 
encountered in catheterized urine. It is seen that even in 
the absence of obstructive lesions Str. faecalis infections 
did not respond well to most of the agents used. Local 
treatment to the urethra and bladder usually is needed 
to eliminate them completely. 


Table 6.— Results of Therapy in Esch. Coli Infections 
(One Agent Used Alone) 


Results of Reoiiltuivs After a 
SfnRle Course of Therapy 


Xeiju 

tivo 


Aureomycin . 

Chloramphenkol . 3 

Streptoinydn . 3 

Terrnmycfn .. 1 

PeotfilHn . 

Gantrisin® . 6 

Coinbineil sui1onnini(le.« . 

Calcium inandclato. 1 

Mandcluinine® . 2 


Po.«I- Infec¬ 
tive for Orguni.«ms tion 

Esch. Changed Under Con- 
('oll Treatment trolleil 

3 3 Str, Faecalis 

4 1 Str. Faecalis and 2 

1 A. aerogenes 

2 1 Str. Faecalis and 1 

1 P«. acroginosa 
2 . 1 


0 30 Str. Faecalis and 2 

1 B. Proteus 
3 1 Ps. aeroginosu 

3 Str. Faecalis and .. 
1 A. acrogenos 
0 . 


No. of cases. 72 21 28 23 

Results of comlnnod therapy— 

No. of cases.. 27 11 lo G 


Totals 


00 


32 


O 


As in the experience of most authors, our efforts to 
eliminate Ps. aeruginosa from the urinary tract were 
largely unsuccessful (Table 9). This organism is found 
almost exclusively in obstructive lesions, particularly 
those involving primarily the kidney and ureters, and 
very commonly in association with calculi and tumors 
the urinary tract. In vitro tests show it to be uite inse.. 
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tive to all the commonly used antibiotics.® Reports indi¬ 
cate that polymyxin, aerosporin,® and neomycin are rela¬ 
tively effective against Pseudomonas aeruginosa in vitro," 
but we did not use these antibiotics because of their 
toxic effects. In our tests some strains were sensitive to 
the sulfas, especially gantrisin.® The only patients in 
whom the urine was cleared of Pseudomonas were three 
with cystitis and one who also had tuberculosis of the 
kidney. The only “cures” were in the two cases of cystitis 
associated with acute prostatitis without obstruction: 

Our experience with the other organisms is too limited 
to permit much discussion. The two “cures” in the 
Proteus infections were after fairly vigorous treatment 
and in patients in whom the obstructive lesion was re- 


Table 7, — Results of Therapy in Esch. Coll Infections 
(Two or More Agents IJsed Simidtaneoiisly) 


Results of Recultures After a 
Single Course of Therapy 

r--V 

Posi- Infec¬ 

tive for Organisms tion 
Xega- Esch. Changed Under Con- 


Gantrisin® ’’and'penicillin . 4 

Gantrisin,® penicillin, and chlor¬ 
amphenicol .;. 

Gantrisin® and streptomycin. 

Gantrisin® and chloramphenicol.. .. 
Gantrisin® and sulfaguanidine. 

Gantrisin® and mandelamine®.. .. 

Siilfadiaaine and penicillin. 

Coinhined sulfonamide and peni¬ 
cillin . 

Snlamyd® and penicillin. 1 

Comh/ned sulfonamide and strep¬ 
tomycin . 

SiiUagiuinidine and mandelamine® .. 
SnUaguanldine and streptomycin .. 
Sulfathalidine® and aureomycin 1 
Aureomycin, streptomycin, and 


penicillin .. 1 

.Aureomycin and streptomycin.... 1 
Chloramphenicol and penicillin. 


■hloramphenicol, penicillin, and 


treptomycin . 1 

, eptomycin and penicillin. 

reptoinycia and terramycin— 1 

'i’erramycin and mandelamine®.. 1 

Total . U 


'e Coll Treatment trolled 
. ■ 1 A‘. aerohactor 3 ' 

1 . 

. 1 Staph, altms 

1 . 

. 1 Str. Paecalis and .. 

Staph, alhiis 
1 Str. Faccali.s 
1 . 

1 . 


1 1 Ps. aeruginosa 

1 . 

1 . 


. 1 

. 1 Ps. aeruginosa 

. 1 

2 (cord bladders) 



moved. In one young woman who was unable to empty 
her bladder completely during the acute phase of polio¬ 
myelitis the infection cleared after ability to empty the 
bladder was restored. She took 3 gm. of chloramphenicol 
and 1 gm. of streptomycin daily for a lO-day period. 
The other patient had a transurethral resection for pfos- 
tatic hypertrophy. After he had taken gantrisin® in 1.5 
gm. doses every six hours for 16 days, the culture became 
negative and remained so. In the four patients with 
Aerobacter aerogenes infections treated with combined 
sulfonamides, gantrisin,® calcium mandelate, and aureo¬ 
mycin, respectively, the bacterial flora changed under 
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treatment in all, but the infection was not termin- 
One attack of pyelitis caused by Staphylococcus n 
cleared up under treatment with combined sulfonant 
An attack of ulcerative cystitis due to Staph, albu 
curred after treatment with chloramphenicol plus < 


Table 8.~ResiiIts of Therapy in Streptococcus 
Faecalis Infections 


Rosults of Recultures Alter 
Single Course of Thcriipj 


It 


Posi¬ 
tive for 
Negn- Str. 
five Faecalis 


Gantrisin® . 2 4 

Sulfadiazine . 4 

Combined sulfonamides. 2 

Mandelamine® . 2 7 

Streptomycin . 1 1 

Aureomycin . 2 

Chloramphenicol . 1 2 

Terramycin . I 

Xo. fi 20 

Gantrisin® and penicillin. 1 

Gantrisin® and ehioramphenicol J 

Gantrisin® and mandelamine®.. .. • 1 

Gantrisin® and streptomycin_ 1 

Streptomycin and penicillin. 

Streptomycin and chloramphenicol 1 1 


Streptomycin, aureomycin, and 
penicillin . 

Chloramphenicol and aureomycin .. 1 

Mandelamine® and sulfaguanidine .. 
Mandelamine® and penicillin. 


„ Organisms 

Changed Under 
Trctttinent 
1 Efch. roll 


3 Escli. f()!i 


1 Ksdi. colt anil 
1 H. Protcic. 
t E.-icli. coli 


10 


1 Esch. coli 


2 Esch. coll 


1 Esch. coli 
1 . 


Xo. (combined therapy) . f 3 r> 

Total . 30 i'i 15 


Table 9. — Results of Therapy in Pseudomonas Infec 


Results of Recultures After it 
Single Course of Therapy 


Pos'itive 


for Ps. 

Orgualsmf 

Xega- Aeni- 

Changed Undei 

tivc ginosa 

Treatment 


Streptomycin . 



2 str. faeralls 



1 


Gantrisin® . 

0 

1 



Combined sulfonamides. 


2 1 .A. Aerogenes 

and Esch. CO 


Calcium mandelate, 


1 


Penicillin and aureomycin. 

Penicillin and streptomycin. 1 

Streptomycin and chloramphenicol ., 
Streptomycin and aiireoniyein. 

Gantrisin® and aureomycin. 

Gantrisin,® aureomycin, and 

strep tom j'cin . 

Gantrisin,® penicillin, and strep¬ 
tomycin . 

Gantrisin,® penicillin, and chlor¬ 
amphenicol . 

Combined sulfonamide and strep¬ 
tomycin . 

Chloramphenicol and calcium 

mandelate . 

Chloramphenicol, terramycin, 
aureomycin, ami calcium 
mandelate . 


1 . 

3 . 

1 , . 

1 . 

3 . 

3 . 

1 A. Acrogcnc- 

1 . 

1 . 

1 . 


Total (.30) 


21 5 


6 . (a) Carroll, G.; Allen, H. N„ and Flynn, H.: Aureoffiycin: -A Clinical 
and Laboratory Study of Its Effect in Urinary Infections, J. Urol. 63: 514 
(Oct) 3949. (b) Frank, P. F,; Wilcox, C., and Finland, M.; In Vitro 
Sensitivity of Bacillus Pioteus and Pseudomomas Aeruginosa to 7 Anti¬ 
biotics (Penicillin, Streptomycin, Bacitracin, Polymyxin, Aerosporin, Aureo¬ 
mycin, anti Chloromycetin), J. Lab. & Clin. Med. a5:205 (Feb.) 1950. 
(c) Felscnfcld, O.j Volini, I. F.; Ishihara,' S. J.; Bachman, M. D., and 
Young, V. M.: A Study of the Effect of Neomycin and Other Antibiotics 
on Bacteria, Viruses and Protozoa, ibid. 35 : 428 (March) 1950. 

7. Carroll et al."" Frank ct ai.»i> Kagan, B. M.; Krevsky, D.; Milzer, 
A., and Locke, M.: Polymyxin B and Polymyxin E.: Clinical and Labora¬ 
tory Studies, J. Lab. & Clin. Med. 37 : 402 (March) 1951. 


bined sulfonamide and chloramphenicol alon 
original culture from a patient with bilateral p 
phritis revealed Klebsiella pneumoniae, and after 
lin therapy the reculture showed a Ps. aerugino 
hemolytic Streptococcus in a patient with chronic 
with no obvious obstruction cleared up after a cc 
penicillin. 
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PLAN OF TREATMENT FOR URINARY TRACT 
INFECTIONS 

The data given above illustrate many of the problems 
arising in the diagnosis and treatment of urinary tract 
infections. The steps necessary in the planning of logical 
therapy are obvious. As previously stated, the organism 
or organisms responsible for the infection must be accu¬ 
rately identified. Foei of infection in direct contact with 
the urinary tract or those which maintain the supply base 
for bacteria gaining entrance to the kidneys via lym¬ 
phatics or blood stream must be eradicated. If roent¬ 
genograms, rectal examination, tests for residual urine, 
or cystoscopy reveal the presence of a lesion which inter¬ 
feres with proper drainage of the urinary tract, such 
lesions must be corrected before permanent cure of the 
infection can be effected. 

Chemotherapy or antibiotic therapy must be carefully • 
fitted to the bacteriological problem presenting itself. 

Table 10 Indicates our judgment regarding the use of 
antibacterial agents, based on information gained on our 


were used as against 37 % in the controls. Our observa¬ 
tions at this time are too limited to say more than this. 

Without question, the sensitivity tests are of utmost 
value in planning treatment for patients whose urinary 
cultures have not become sterile following one round of 
chemotherapy or antibiotic therapy, or for those whose 
original culture reveals two or more responsible micro¬ 
organisms. Aureomycin, terramycin, and chlorampheni¬ 
col have proved a most important addition to the thera¬ 
peutic attack because they are effective against both 
gram-positive and gram-negative urinary tract invaders 
—with notable exceptions, such as the ineffectiveness of 
aureomycin against Pseudomonas and of terramycin 
against Bacillus proteus. For the same reason, and be¬ 
cause they are relatively inexpensive, sulfa drugs occupy 
an important position in the therapy of these conditions. 
Gantrisin,® sulfadiazine, and the combined sulfas are, 
however, strangely ineffective against Str. faecalis. Both 
penicillin and sulfonamides are effective against hemo¬ 
lytic Streptococcus infections, but against staphylococci. 


Table 10. — Choice of Antibacterial Agents in Urinary Tract Infections* 


Adult 

Minimum daily dose.... 
Minimum duration Rx.. 

Aurco- 

mycin 

2 Gin. 

7 Days 

Tcrrn- 

myem 

2Gm. 

7 Days 

Chtoram- 

pbcnlcol 

2Gm. 

7 Days 

Strepto¬ 
mycin 
1-2 Gin. 

7 Days 

Peni- ' 
cUllQ 
800,000 U. 
7 Days 

Gan- 

trisin® 

C Gm. 

10 Days 

Mnndcln- 

mine® 

8 Gm. 

10 Days 

Rational Combinations 


Organism 

Eseb. coU. 

1 

1 

1 

2 


2 

3 

Aureomycin, terramycin, or chloramphenicol 

+ 

str. faecalis. 

1 

I 

1 

2 

2 

3 

3 

Kuntrlsin® 

Aureomycin, terramycin, or chloramphenicol 
trantrisin® or penicillin 

Terramycin or streptomycin -f- gantrisin® 

+ 

Ps. aeruginosa 1. 

3 

2 


2 


2 



B. proteus. 

3 

.. 

1 

2 

2 

1 


Chloramphenicol + gantrWn® 


A. aerogciies t. 

3 

2 

2 

2 


2 


'Terramycin, chloramphenicol, or streptomycin 

+ 

K. pneumoniae t..... 

2 

2 

2 

2 




gantrisin® 

Chloramphenicol + streptomycin 

St. aureus or albus.. 

1 

1 

3 


2 

3 


Aureomycin -p penicillin 


Str. hemolytlcus. 

2 

2 



1 

2 


Penicillin + gantrisin® 



* 1 =51st choice. 2 s= 2d choice. 3 ^ Sd choice. 

1 Polymyxin, acrosporln,® and neomycin appear most eftcctlve In thCse inlecUons, but are not in general use because of their toxicity. 


own cases by the trial and error method, on our own 
titrations of the sensitivity of the various micro-organ¬ 
isms to the various antibiotics and sulfonamides (sum¬ 
maries of these titrations will be shown in another com¬ 
munication), and on the titrations and clinical results 
reported by a number of authors.® Because in our earlier 
work our titration technique did not always give con¬ 
sistent results, and because it has been possible to set 
up the titrations no more often than once a week, the 
information gained by these tests was not always util¬ 
ized. When it was possible to administer the drug found 
by in vitro tests to be most effective, the clinical results 
were as a rule better than when the micro-organisms in 
question were relatively insensitive. For instance, in 
Esch. coli infections when a given strain was sensitive 
to a given antibiotic in a titer below 20 y per milliliter— 
usually less than 10 -y—and that antibiotic was admin¬ 
istered in adequate dosage, recultures revealed no growth 
of the micro-organism in question in 70% of the cases. 
In the cases in which the sensitivity was above 25 y per 
milliliter or in which no sensitivity tests were done, 
39.9% of the colon bacilli were eliminated. In the Str. 
faecalis cultures the differences were not so great, 43% 
of the recultures being negative for Str. faecalis when the 
antibiotics shown by in vitro tests to be most effective 


aureomycin and terramycin are usually more successful. 
In vitro tests may reveal, however, that the sensitivity of 
any given strain within a species to antibiotics may differ 
sharply from the sensitivities of the majority of the 
strains. 


8. Schweinburg and Rutenberg; Rhoads et al.“ Svec et al.^ Carroll 
et al.“» Frank cl al."'- Felscnfeld et al.“' Kagan et al.'' (a) Frank, P. F.; 
Wilcox, C., and Finland, M.: In Vitro Sensitivity of Coliform Bacilli to 
7 Antibiotics (Penicillin, Streptomycin, Bacitracin, Polymyxin, Aerosporin, 
Aureomycin and Chloromycetin) 1. Lab. & Clin. Med. 35: 188 (Feb.) 1950. 

(b) Carroll, G.; Discussion of Terramycin in Urinary Tract Infections, 

}. Urol, 343 (Feb.) 1951. (c) Thompson, H. T.: Clinical Evaluation 
of Gantrisin (NU-44S), ibid. 62 : 892 (Dec.) 1949. (d) Carroll, G.; Allen, 

H. N.. and Flynn, H.; Gantrisin: An in Vivo and in Vitro Study in Urinary 
Infections, Ujol. & Cutan. Rev. ^3 : 677 (Nov.) 1949. (e) Logan, G. B.: 
Urinary Infemons in Children, Pfbe. Staff Meet., Mayo Clin. 24: 562 
(Oct. 26) 1949. if) Cook, E. N.: Symptoms, Diagnosis and Treatment of 
Urinary Infections of Tract, M. Clin. North America 33:1071 (July) 1949. 
is) Birchall, R., and Alexander, J. E.: Medical Aspects of Pyelonephritis, 
Medicine 29:1 (Feb.) 1950. (h) Nichols, A. C.; Bactericidal Action of 
Streptomycin-Tenicillin Mixtures in Vitro, Proc. Soc. Exper. Biol, & Med. 

69 : 477 (Dec.) 1948. (0 Lazarus. J. A., and Schwarz, L. H.; Clinical 
Study of a New Sulfonamide (NU 445) in Treatment of Urinary Tract 
Infections, J. Urol. 61:649 (March) 1949. if) Stewart, B. L., and Lash, 

J. J.: The Clinical Use of NU.445 (Gantrisin) in the Treatment of Urinary 
Tract Infections: A Report of 100 Cases, ibid. 64 : 801 (Dec.) 1950. (k) 
Adcock, J. D., and Plumb, R. T.: Streptomycin for Urinary Tract Infec¬ 
tions. J. A. M. A. 133 : 579 (March 1) 1947. (0 Pulaski, E. J., and 
Amspacher, W. H.: Streptomycin Therapy in Urinary Tract Infections, 
Surg., Gynec. & Obst. 85: 107 (July) 1947. (m) Garvey, F. K.; Cline, 

W. A., and Meads, L.: Chloramphenicol in Bacillary Infections of the 
Urinary Tract, South. M. J. 43 : 85 (Feb.) 1950. in) Chittenden, G. E.; 
Sharp, E. A.; Vonder Heide, E, C.; Bratton, A. C.; Glazko, A. J., an^^»»—- 
iFootnotc 8 continued on next page) 
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Vaginal, urethral, prostatic, and enteric infections 
must be eliminated, and diabetes, if present, must be 
under good dietary and insulin control if the associated 
urinary tract infection is to be eliminated by chemo¬ 
therapy or antibiotic therapy. 

What we consider minimal dosage schedules are indi¬ 
cated in Table 3. In our own work, however, we have 
increased the dose of the oral antibiotics to 3 gm. daily 
and the duration of the treatment to 10 to 14 days in the 
patients who can afford it. We have already shifted to a 
dose of 2 gm. of gantrisin® every six hours and are at¬ 
tempting to continue therapy as long as 14 days. The 
dose of streptomycin has not been increased. 

Our own experience suggests that the use of proper 
combinations of antibiotics with sulfas and with each 
other may prove a more efficient way of controlling 
urinary infections than the use of a single antibiotic or 
sulfa alone. One of us has shown that in Esch. coli infec¬ 
tions, especially those associated with infectious colitis of 
long standing, the simultaneous use of succinylsulfathia- 
zole (sulfasuxidine®) and streptomycin over consider¬ 
able periods has given much better results than either 
agent used alone.®" It is hoped that eventually the toxic 
factors which adversely affect the kidneys and nervous 
system will be eliminated in aerosporin, polymyxin, and 
neomycin, as in vitro studies indicate their great effective¬ 
ness against Pseudomonas, A. aerogenes, and K. pneu¬ 
moniae infections, as well as Esch. coli. 

SUMMARY 

In our series more than 75% of the patients with 
urinary tract infection had demonstrable obstructions in 
the urinary tract. The actual incidence was probably 
higher. In this series it is shown that, with the present 
^ methods of treatment commonly used for urinary tract' 
■> ections, in the commonly employed doses, in slightly 
ore than half the urine was rendered bacteriologically 
: 've for the micro-organism found in cultures before 
treatment, except in Pseudomonas infections. The recul¬ 
tures were made not earlier than two days to three weeks 
after course of therapy was completed. The patients were 
observed over a period of several months, and it was 
found that only 8 to 15% were permanently “cured.” 
The “cures” were in persons who had no obstruction 
to urinary outflow originally, or who while under our 
observation had urinary tract obstructions corrected. 
In 15 to 30% of cases the original micro-organisms 
found in cultures disappeared under treatment, but a dif¬ 
ferent species emerged. 

Despite these discouraging results, the promptness 
with which fever, back pain, d^suria, and frequency were 
relieved and the urine rendered temporarily free of pus 
by the use of modern antibiotics and sulfonamides was 
striking. It is confidently believed that the percentage 
of patients in whom infection can be permanently eradi¬ 
cated can be increased by beginning treatment with (1) 
identification of the responsible micro-organism, (2) 
locating all lesions interfering with free flow of urine 
through the urinary tract, and (3) recognizing foci of 
infection in contact with or draining into the urinary tract 
by the lymphogenous or hematogenous routes. After 
taking whatever additional steps are necessary in rela¬ 
tion to steps 2 and 3, the antibiotic or chemotherapeutic 
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agent—or combination of agents—shown by prev' 
experience most likely to be effective against the 
ism in question should be given in full doses for notf- 
than one week. Table 10 contains suggestions for 
most rational choice of antibacterial agents after it! 
responsible bacteria have been identified. If cultu'^' 
taken 48 hours after the last dose of the drue are po!; 
tive, sensitivity tests should be made to determine whi'' 
of the various antibiotics are most effective asainst tl 
micro-organism in question. The next agent to be us'l 
should be chosen on this basis. Often, a combination ^ 
two therapeutic agents will be found more effective tha 
a single one, especially in infections due to more tha 
one micro-organism. Suggestions for the most promisin 
combinations to use depending on the responsible mictc 
organism are made. The present dosages and duration t 
treatment may have to be increased to improve tl 
results in the treatment of urinary tract infections. 

720 N. Michigan (Dr. Rhoads). 
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The Golden Age of Medicine.—^The rapid advances made 
scientific medicine and the extraordinary accumulation 
knowledge in the present century were made possible larji 
owing to the fundamental discoveries of a few men during I 
latter half of the nineteenth century. Of these the most oulstai 
ing was unquestionably Louis Pasteur. . . .’He pointed I 

way not only to the causation but also to the prevention a 
treatment of the microbic diseases. He discovered and appli 
the principles of active immunization by using attenuated c 
tures. . . . Lister revolutionized the practice of surge 

. . . Then came Koch, who with Pasteur was the co-foum 

of the modern science of bacteriology. . . . Ehrlich int 

duced neW methods of staining blood smears and laid the foun 
tions of the modern science of hematology. He was also the f 
to set out to produce synthetically a drug for a specific purpe 
and thus established chemotherapy. . . . Takaki pro 

the dietetic origin of beriberi and outlined measures which 
to its eradication from the Japanese navy. Shortly aftenva 
Eijkmann produced beriberi experimentally in fowls, thus pr 
ing beyond all question the importance of accessory food I 
tors. Von Behring in 1890 discovered antitoxins and theprinci 
of passive immunization. Ro'ntgen in 1893 discovered X-ia 
. . In 1896 Ross proved that the anopheles mosquito' 

the vector of malarial parasite and devised methods for the en 
tive prevention of malaria, and in the same year Sir Ato 
Wright and others introduced antityphoid inoculation. . ■ 
At the close of the century in 1898 the Curies isolated radi 
It is apparent, therefore, that although the treatment of disi 
at the beginning of this century was largely based on empirici 
the original and brilliant discoveries, the further developn 
of which was responsible for the rapid advances in the twen 
century had already been made. . . . The present cen 

grasped this rich heritage with both hands, and proved 1 
unworthy of the gifts it had received.—Leslie Hurley, 
Golden Age of Medicine, The Medical Journal of 
Sept. 22, 1951. 



RENAL TUMORS 


O. A. Nelson, M.D. 
and 

L. H. Mousel, M.D., Seattle 


In dealing with renal tumors the urologic surgeon 
ind the anesthetist often encounter major difficulties. A 
:ommon understanding of-individual problems brought 
ibout by joint discussions will result in better teamwork. 
Their cooperative efforts will be reflected in the statis- 
ical analyses of morbidity and mortality. In this discus- 
iiqn a simple classification of renal tumors will be 
Allowed. The principal types of renal tumors are hyper¬ 
nephroma, carcinoma of the renal pelvis (papillary, non- 
nfiltrating, or infiltrating) sarcoma, and Wilms’ tumor. 

In the past the use of the term hypernephroma has 
been criticised; however, this term serves as well as any 
3 ther to designate the type of renal tumor that has certain 
biologic and histological characteristics. According to 
McDonald,^ Bell,= and others, small adenomas are pre- 
:ursors of hypernephroma. They occur frequently in the 
renal parenchyma, but only after they have increased in 
size to approximately 3.5 cc. or larger do they become 
malignant. At that stage the tumor usually invades the 
vein, and metastases result. The cellular pattern of hyper¬ 
nephromas is similar to that of the smaller adenomas. 
McDonald ^ believes that metastasis from hyperne¬ 
phromas takes place mainly by vein, never by artery and 
rarely, if ever, through the lymphatics. In reviewing a 
series of 600 renal tumors at the Mayo Clinic he found 
hypernephromas in 82% of the cases. Small adenomas 
were also found in 16% of the hypernephromatous kid¬ 
neys. About 4% of the kidneys examined at routine post 
mortem also contained benign adenomas. 

Biologically and histologically, tumors of the renal 
pelvis are usually similar to those of the bladder. The 
prognosis in cases of infiltrating tumors of the kidney 
is grave. Wilms’ tumor is an embryonal adenocarcinoma. 
Whether it occurs in children or adults is irrelevant in 
the final outcome, for the prognosis in all cases of Wilms’ 
tumors is unfavorable. Sarcoma of the kidney is similar 
to sarcoma of other parts of the body. 

SYMPTOMS AND DIAGNOSIS 

Patients who have renal neoplasm may have symp¬ 
toms of hematuria, pain, and mass in the loin. These 
three symptoms are found simultaneously in approxi¬ 
mately 40% of cases. In the remaining instances only one 
or two of the above-mentioned symptoms may be mani¬ 
fested. Any one of these three symptoms requires a study 
of the upper urinary tract, including pyelography. In 
searching for the cause and site of hematuria, the clini¬ 
cian must not be misled if on cystoscopy he sees a bleed¬ 
ing point in the bladder or on the prostate gland. Unfor¬ 
tunately, many patients with renal tumor have no 
symptoms referable to the kidney, but come to the phy¬ 
sician complaining of .symptoms directly attributable to 
a metastatic lesion. Pyelography, intravenous or retro¬ 
grade, is mandatory when renal neoplasm is suspected. 
A carcinoma of the renal pelvis rarely escapes detection 
in a well-made pyelogram. However, a tumor in the renal 


parenchyma may be so located that it causes neither pye- 
lectasis nor caliectasis. 

If renal function is satisfactory, excellent delineation 
of the calices and pelvis can be obtained by intravenous 
pyelography, using compression over the lower abdomen 
to obstruct the ureters. A rubber bag from the arm band 
of a blood pressure cuff is placed between the abdomen 
and a wide canvas belt. The belt encircles the patient but 
is not attached to the x-ray table. As soon as the contrast 
medium has been injected into the vein, the compression 
bag is distended to 100 mm. Hg. To maintain the pres¬ 
sure both tubes from the bag are clamped to prevent 
leakage of air. After the desired series of exposures has 
been made, including the 25-minute film, the compres¬ 
sion is released and a second 25-minute film is exposed. 
A few minutes later a third 25-minute film is made. The 
technique of retrograde pyelography is so well known 
that it need not be mentioned at this time. Whatever type 
of x-ray examination is done, the technique should be 
such that the film shows the soft tissue shadow of the 
renal parenchyma. Again, let us emphasize that a normal 
outline of the renal pelvis and ureter does not rule out 
renal neoplasm. Such a lesion may be located in the renal 
parenchyma so far from the pelvis that it causes no de¬ 
formity of the calices or pelvis. 

When hematuria or other clinical signs of renal neo¬ 
plasm are present, arteriography is the most valuable 
diagnostic procedure at the physician’s command. The 
majority of kidney tumors have blood sinuses. Therefore, 
if a radiopaque solution is injected into the aorta prox¬ 
imal to the renal arteries and the film is exposed while 
the opaque medium is in the sinuses of the tumor, a stip¬ 
pling will be seen in the pyelogram. Such a pooling seen 
in the roentgenogram of the kidney is pathognqmonic of 
renal neoplasm. By arteriography a vascular tumor can 
be demonstrated, even though it is very small. 

Our technique for arteriography ^ is as follows. The 
evening before the examination the patient is given 2 oz. 
(60 cc.) of castor oil; no food is allowed until after ex¬ 
amination the following day. With the patient in the 
prone position on the x-ray table, a 14 by 17 in. (36 by 
43 cm.) film of the upper abdomen and lower chest is 
made. After the control film has been developed and 
found satisfactory as to the position of the patient and 
the x-ray technique, the patient is anesthetized, usually 
by thiopental (pentothal®) sodium. The skin is prepared, 
and the patient is draped over the left lumbar and lower 
thoracic regions. An 18-gage, 12 cm. needle is passed 
through the skin about 5 cm. to the left of the spinous 
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process of the vertebra and about 1 cm. distal to the 
12th rib. The needle is advanced toward the patient’s 
right axilla. As the needle is advanced,'the vertebra is 
usually encountered. After the point of the needle has 
passed over the body of the vertebra, the stylet .is re- ' 
moved and the needle slowly advanced. Blood coming '' 
through the needle signifies that the aorta has been en¬ 
tered. One of the hazards of arteriography is injection of 
the opaque medium into a smaller artery. .To prevent 
entrance into branches of the aorta' the' needle is directed • 
cephalad, so that it will enter the aorta well above the 
celiac axis. Two small tubes are then connected to the 
needle. One tube is attached to a syringe filled with iso¬ 
tonic sodium chloride solution. Barbotage will ascertain 
whether the needle is in the aorta. ' . ; 

The other tube is used for injecting the contrast 
medium. We use 6 to -10 cc; of an 80%' solution of 
sodium iodide or 10 to 20 cc. of 70% iodopyracet con¬ 
centrated solution (diodrast®) or methiodal fskiodan®) 
sodium. The amount.used is governed by the size of the ' 
patient. The injection must be made ra’pidly; otherwise’, 
dilution by the blood stream fake's place so quickly that 
delineation of the arteries is indistinct.'The x-ray equips 
ment should permit exposure of two or more filrhs in‘a 
matter of a few seconds. A single roentgenogram must 
never be relied upon, especially if it does not reveal ,'any 
abnormality. The flow of blood through th^'renaf circular 
tion is very rapid. Unless the exposure of the fiirn is made 
at the instant the'opaque medium reaches the sinuses of 
the tumor, the pooling or stippling will hot be visualized. 
The first film should be made at the instant the opaque 
medium is injected. Other films should follow every sec¬ 
ond or two. 

During the past 14 years in many instances we have 
emonstrated the presence of a renal tumor by arteri- 
graphy in patients whose pyelograms showed a normal 
outline of the renal pelvis and ureter. In our patients no 
false-positive diagnosis has been made by arteriography. 

It is advisable to administer intravenously 1,000 cc. of 
5% dextrose in distilled water as soon as the patient is 
returned-to bed. We believe the incidence of iodinism has 
been less following the use of parenteral fluid. Finally, 
if arteriography is not feasible, surgical exploration 
should be performed without undue delay. The practice 
of doing pyelography every few weeks or months when a 
definite diagnosis has not been established should be 
condemned. Procrastination jeopardizes the patient’s life. 
The neoplasm may advance from a curable to an incur¬ 
able stage. 

PREPARATION FOR SURGERY 

Many patients with a diagnosis of renal tumor are in 
excellent physical condition and need little preparation 
for surgery other than a thorough study of their condition 
and the type of treatment indicated in their specific cases. 
However, patients who are debilitated and anemic from 
prolonged blood loss or who have other unrelated con¬ 
ditions, such as cardiac or metabolic diseases, must re¬ 
ceive adequate preoperative treatment if the surgical out¬ 
come is to be satisfactory. In these patients anemias are 
corrected by the administration of whole blood. The elec¬ 
trolytic balance, serum protein levels, and hydration are 
brought within normal limits, if possible, before opera¬ 
tion. Many patients who are operated oh for removal of 


J.A.1M.A., Jan. 19 ^ jj., 

renal tumors lose large quantities of blood durins ov 
tion, usually because of the vascularity of the kidnef k' 

■ occasionally because the kidney pedicle slips'f. 
the, cjahnp or an aberrant vessel is inadvertently sectio'^^ 

■ previous to ligation. The surgical treatment of re^'v 
tumors'can always be carried out more safely if an a”' 
quate quantity of blood is available, so that blood canK 
replaced at once if hemorrhage occurs. It is important i 

, most instances to replace even moderate amounts r 
blood lost during surgery, so'that the patient will notr 
into shock. Any condition of shock may result in oliou^ 
or anuria. This condition is serious in normal patiem 
and can be doubly serious in patients who have only oti 
remaining kidney. Shock must be prevented at all cost 
for bipod replacement inay not be adequate if it is poj 
poned until the postoperative period. 

. ; . ' ; ■ ANESTHESIA 

V Anesthesia for arteriography may be secured simpl 
' provided the anesthetist is thoroughly familiar with tl 
drug used and the conditions necessary for obtaining su 
cessful arteriograms. Our patients are placed on the x-r: 
table in the face-down position; 2% thiopental sodiu 
solution is administered intravenously and rather rapid 
‘ until the superficial reflexes are absent and respiration 
' normal. The patient should be well anesthetized, fort 
slightest-movement before or during the injection of t 
iodide solution may result in the dislodgement of t 
needle from the aorta, with a resultant extravascular i 
jection. After the x-ray exposures the patient may 
turned on his back, and he usually responds to stimul 
tion within a few minutes. In most instances 0.5 gm. 
thiopental sodium is sufficient. 

Anesthesia for the surgical removal of renal-tumc 
may be carried out by using spinal, inhalation, or inti 
venous anesthesia with gas,or curare in the majority 
adult patients. We prefer spinal anesthesia in most cai 
so that the surgeon will have optimal operating con 
tions. Spinal anesthesia produces muscular relaxati 
that cannot be duplicated by any other method with 
seriously depressing cardiorespiratory function. Spii 
anesthesia also contracts the gut so that it falls away fr( 
the operative field, allowing adequate exposure with 
the use of many abdominal packs and vigorous retr; 
• tion. During the past few years we have used a light dil 
caine (nupercaine®) hydrochloride anesthesia in the n 
jority of our cases. Our preoperative medication in th 
patients is conservative. A small dose of pentobarb 
sodium, usually \V 2 grains (90 mg.), is given two he 
before operation. Morphine or meperidine (demero 
hydrochloride is used as a narcotic agent. We do not 
morphine in doses greater than Ve grain (10 mg.), not 
we exceed 75 mg. doses of meperidine hydrochlori 
Atropine and scopolamine hydrobromide are usui 
avoided. We believe these drugs contribute nothing to 
patient’s safety during spinal anesthesia, and certai 
their drying effect on the mucous membranes adds 
postoperative discomfort. 

The patient is first placed on the operating table m 
lateral position with the operative side up. An in 
venous infusion of 5% dextrose in distilled wate 
started. The patient is then given thiopental sodium 
travenously until the eyelid reflexes have been abolis 
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Following preparation of the skin of the back, a 21-gage 
or 22-gage spinal needle is inserted into the subarachnoid 
space. The dose of dibucaine hydrochloride solution to 
be used is determined and cerebrospinal fluid approxi¬ 
mately equal in volume to the solution to be injected is 
removed from the subarachnoid space and discarded.The 
dibucaine hydrochloride solution, which has been pre¬ 
viously warmed to body temperature, is injected into the 
subarachnoid space very slowly, so that it will tend to 
collect in the uppermost portion of the dural sac. The 
spinal needle is removed, and the table is tilted to raise 
the shoulders to a point where the spinal column makes 
an angle of approximately 10 degrees with the horizontal. 
Thus the dibucaine hydrochloride is allowed to flow 
slowly cephalad to the level of the fourth or fifth dorsal 
vertebra. If this is not done, traction on the renal pelvis 
may result in severe shoulder pain, necessitating adminis¬ 
tration of large quantities of thiopental sodium during 
manipulation of the kidney. The table is returned to the 
horizontal position approximately 20 seconds after the 
drug has been injected. The dose of dibucaine hydro¬ 
chloride for a given patient depends entirely on the height 
of that individual. Amounts as small as 8 or 9 cc. of 
1:1,500 solution have been used on patients 5 ft. (152 
cm.) in height. This dose may be increased to as much 
as 13 or 14 cc. in patients who are 6 ft..6 in. (198 cm.) 
tall. The average dose in the male of 5 ft. 11 in. or 6 ft. is 
12 cc. All of our spinal punctures are made with the 
lateral approach. Our impression has been that the inci¬ 
dence of spinal headache has been reduced and the ten¬ 
der point of which patients frequently complain following 
lumbar puncture has been almost completely eliminated. 

After the return of the operating table to the normal 
horizontal position the patient is lifted from the table by 
attendants and a firm wedge-shaped pillow designed for 
this purpose is placed between the crest of the ilium and 
the lower ribs. Adequate exposure can be obtained in 
many patients without the kidney rest by using this pil¬ 
low routinely. If the kidney rest must be raised, the 
pillow tends to prevent severe trauma to the lower ribs 
and compression of the dependent lung by its cushion¬ 
like action. The patients are always kept in an amnesic 
state by the intermittent administration of small amounts 
of thiopental sodium, and oxygen is given frequently. 
Anesthesia usually lasts more than two and one-half 
hours. Small amounts of vasopressor drugs may be indi¬ 
cated occasionally in order to sustain blood pressure 
within normal limits. However, we have observed that 
blood pressure falls are not profound when this technique 
is used. 

Anesthetists accepting the responsibility of maintain¬ 
ing anesthesia and administering replacement fluids to 
patients operated on for renal tumor must be well 
grounded in the fundamentals of intratracheal intubation 
and supported respiration, for occasionally the pleura is 
intentionally or inadvertently opened. This is especially 
true if the tumor is large or involves the superior pole of 
the kidney. A sudden collapse of the lung, if not recog¬ 
nized and reexpanded, might result in a fatality. Occa¬ 
sionally patients are encountered for whom the use of 
spinal anesthesia is contraindicated. These patients may 
be safely anesthetized by using gas-oxygen-ether or thio¬ 
pental sodium-gas-curare anesthesia, provided the airway 
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is kept patent and severe depressions are avoided. If in¬ 
halation or intravenous methods are used, we prefer 
intratracheal techniques. In this way obstruction can be 
prevented and respiratory depressions, which might be 
brought about by attempts to produce profound relaxa¬ 
tion, can be corrected by the intermittent compression of 
the anesthetic bag to the extent of assuring an adequate 
tidal ventilation. In our hands the spinal technique de¬ 
scribed has been far superior to any of the general anes¬ 
thetic techniques we have used. If a transthoracic ap¬ 
proach is planned, endotracheal anesthesia is necessary. 

Wilms’ tumors in adults may be removed with the pa¬ 
tient under spinal anesthesia by a technique similar to 
that described, or with any other spinal anesthetic drugs. 
A transabdominal incision is used for the removal of 
these tumors. Adequate exposure is essential for satis¬ 
factory completion of the surgery. Small children under¬ 
going surgery for Wilms’ tumor must be operated on un¬ 
der general anesthesia. We prefer to use tribromoethanol 
(avertin®) as a basal nareotic agent in most cases. 
Children under 7 years of age are not given any narcot¬ 
ics or belladonna drugs, and doses of 70 mg. of tribromo¬ 
ethanol per kilogram of body weight are never exceeded. 
After the administration of tribromoethanol in the child’s 
room he drops off into light sleep. He is then taken to the 
operating room where anesthetics are given by inhala¬ 
tion. Intubations are done in children routinely. If the 
child is under 5 years of age, he will probably undergo 
anesthesia more safely if the anesthetic agents and oxy¬ 
gen are administered to him through a Digby-Leigh 
valve. This valve allows the child to breathe more freely 
than he would be able to do through most anesthetic 
machines, for resistance to respiration has been reduced 
to a minimum and there is no rebreathing. If the pleura 
is opened, complete expansion of the lung can be main¬ 
tained by manual compression of the anesthetic bag. 

Blood loss must be evaluated accurately and replaced 
during operation. Too frequently the size of the patient 
is not taken into consideration when blood loss is esti¬ 
mated. A loss of 300 cc. from the circulation of a 40 lb. 
(18.1 kg.) child is equivalent to 25% of his total blood 
volume. This amount, which is frequently lost without 
producing significant circulatory changes in adult pa¬ 
tients, may result in severe shock in children. 

TREATMENT 

Nephrectomy is the recognized treatment for renal 
neoplasm. The question of preoperative and postopera¬ 
tive irradiation of renal tumor has not been settled. Ir¬ 
radiation will shrink a Wilms’ tumor, making it amenable 
to surgery, but irradiation alone does not destroy all the 
neoplastic cells; therefore, nephrectomy is imperative if 
the patient is to survive. Another factor concerning ir¬ 
radiation is illustrated by an unpleasant experience we 
had with postoperative irradiation in an 8-year-old boy 
whose preoperative diagnosis was Wilms’ tumor. The 
diagnosis of this huge tumor was never clearly estab¬ 
lished., The young man is still living and is apparently 
well 16 years after the operation. Unfortunately, there is 
a marked scoliosis owing to the fa'! ' ■ adi- ‘cd tissue 
.to grow with the remainder of ’ this re¬ 
sulted from i I . . ,, irradiaC prepared 

to say, b ■■ ? ation -.ind. 
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When nephrectomy is done, it is of utmost importance 
to expose and ligate the renal veins and arteries before 
manipulating the tumor mass. If veins are involved in the - 
growth, as frequently is the case, they must be removed 
with the tumor if at all possible. An abdominotransperi- 
toneal approach has been, in the past, the recognized 
way to deal with bulky renal tumors. However, within 
the last few years two types of thoracic approaches have 
been devised by two different surgeons. Since the major 
portion of the kidney and its pedicle is within the thoracic 
cage, it has been found that by severing the 12th, 11th, 
and sometimes the 10th rib posterior to the angle the 
lower thoracic cage may be mobilized to make exposure 
of the renal pedicle quite satisfactory. Chute ‘‘ has de¬ 
vised an operation in which he removes the 10th or 11th 
rib and then traverses the pleural cavity and goes through 
the diaphragm and into the peritoneal cavity. Chute and 
his co-workers have excellent exposure of the renal ped¬ 
icle. Nevertheless, we must admit, being too unfamiliar 
with chest surgery, we have not used his incision. 

Nagamatsu ® has devised an approach involving ex¬ 
posure of the lower two or three ribs at the posterior 
angle. After severing the ribs at that location, he removes 
a short segment from each rib, so that after the operation 
there will be no overriding of the rib ends to cause pain. 
He injects each intercostal nerve exposed with beta-di- 
ethylaminoethyl-para-ethoxybenzoate hydrochloride (in- 
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tracaine®) in oil or pinches the nerve with forces-, 
prevent postoperative pain. The incision is extendedV^ 
teriorly under the 12th rib, as far as necessary for sat 
factory exposure. He does not intentionally enter tV 
pleural or peritoneal cavity. We have used the incision ' 
Nagamatsu and found it more satisfactory than thetrair 
peritoneal approach. However, in one patient with' 
bulky tumor extending medially from the upper polcv^it' 
an aberrant artery in the lower pole, the loss of blooi 
from the sinuses was greater than it should have been 
Fortunately, this patient survived and made a good rc 
covery. '' 

SUMMARY 

We believe it is important to make a detailed pre 
operative diagnosis of the extent and location of th 
tumor in relation to the kidney and also to know the exac 
location of the renal blood supply. This information ca 
be obtained readily by arteriography. Careful preopen 
tive preparation is essential in patients who are debit 
tated. Carefully planned anesthetic management reduce 
morbidity and mortality. Blood loss should be replace 
during operation. 
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The number of patients afflicted with recognized dis¬ 
orders of the adrenal glands is obviously small. Even 
smaller at present is the number with adrenal disturb¬ 
ances who are candidates for surgical treatment As 
knowledge, including improved diagnostic measures, 
concerning these disease .processes is developed, oper¬ 
ative intervention will probably be increased in scope 
and frequency in the care of these patients. However, 
the statistical incidence of these diseases in no way re- 
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fleets the interest or importance of the adrenal glands i 
clinical medicine and surgery. These small glands e? 
ercise widespread influence on many physiological at 
justments of the body to the environment. Studies ha\ 
demonstrated some of the effects of the adrenals on ci 
culation/ electrolyte metabolism,- renal function,® carbt 
hydrate metabolism,* and other endocrine organs.® R 
cently there has been extensive interest and speculatk 
on the relationship of adrenal activity to a large variC' 
of apparently unrelated diseases and environment 
stresses.® 

In view of the intrinsic interest in.the effects of tl 
adrenal glands on the body economy and the difiicv 
and complex problems their dysfunction may produce 
patients who require operative intervention, it w 
thought that a consideration of anesthetic problems ai 
some surgical implications' for patients with abnorni 
adrenal activity would be profitable. This paper co 
cerns the principles of practical aspects of the manag 
ment of. patients with, adrenal diseases who require oper 

HYPOFUNCTION OF THE ADRENAL CORTEX 

Addison’s Disease.—It has been reported that p 
tients with Addison’s disease are susceptible to infectior 
to the loss of sodium’ chloride and sensitive to certa 
drugs (narcotics, sedatives, insulin, and thyroid c 
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mone). They are considered as grave a risk for anes¬ 
thesia and operation as any in clinical practice. On the 
basis of previous experience, the hesitation to subject the 
patient with Addison’s disease to the strain of anesthesia, 
operation, or childbirth is entirely understandable. As 
recently as 1929 Snell and Rowntree ’ believed the risk 
of operation in these patients prohibited any expectation 
of success. Even as minor a procedure as dental extrac¬ 
tion was fraught with the possibility of Addisonian crisis 
and death. In fact, Greene and his colleagues ® in 1933 
reported the first known survival of operation by a patient 
with Addison’s disease. In the 15 operative cases re¬ 
ported by these authors, only 4 patients survived rela¬ 
tively minor surgical procedures. Only within the past 
two decades, with better comprehension of the role of 
sodium chloride therapy in adrenal cortex insufficiency 
and the availability of extracts of the adrenal gland and, 
more recently, cortisone, have a number of survivals after 
operation been reported in the literature. However, 
even with increased understanding of this disease and its 
proper management, surgical intervention has never been 
undertaken lightly in patients with hypofunction of the 
adrenal cortex. 

It is not difficult to understand why these patients, 
if inadequately treated, withstand anesthesia and opera¬ 
tion so poorly. The specific chain of biochemical events 
leading to Addisonian crisis may be precipitated with 
relative ease in. the patient subjected to anesthesia and 
operation. Loeb - and Harrop ® demonstrated that the 
events preceding crisis begin with the loss of sodium and 
chlorides in the urine and the consequent loss of relatively 
large quantities of water. Since the plasma volume is also 
depleted, the available circulating fluid in the blood is 
reduced. Fasting, nausea, vomiting, and occasionally 
diarrhea, which are accentuated if not caused by anes¬ 
thesia and operation, contribute significantly to the pri¬ 
mary derangement, leading to a further loss of circulating 
blood dehydration, and, finally, circulatory collapse. 
Even though this series of events in the Addisonian crisis 
is well documented, it is not completely clear why pa¬ 
tients with adrenal cortex insufficiency respond regularly 
in this fashion to the various stresses of infections, opera¬ 
tions, and other abnormal environmental situations. 
Perera has suggested that these patients may have a 
defect in the response of the autonomic nervous system 
that contributes to their inability to react normally to 
altered environmental conditions or even to minor 
stimuli. 

Anesthetic and surgical experiences in patients with 
Addison’s disease are not many. Recently, one of us 
(E. M, P.) examined the influence of anesthesia and 
operation on morbidity and mortality in 19 patients sub¬ 
jected to 23 anesthetic procedures at the Presbyterian 
Hospital in New York and the Peter Bent Brigham Hos¬ 
pital in Boston. These patients represent, as nearly as 
could be determined, the total number of operative cases 
at both institutions in the last two decades. Dental extrac¬ 
tions were not included. The youngest patient was 12 
years old and the oldest 59. Ten.patients were males and 
nine were females. The known duration of adrenal cortex 
insufficiency varied from three months to six years. . 
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The presence of Addison’s disease was not recognized 
prior to operation in five patients. Of these five patients, 
one died on the operating table, two died following post¬ 
operative circulatory collapse, and operation was can¬ 
celled for one because of uncontrollable hypotension 
during anesthesia. The fifth patient suffered a severe post¬ 
operative circulatory collapse but recovered. None of 
these patients was prepared with sodium chloride or spe¬ 
cific hormone therapy prior to anesthesia and operation. 
The 14 patients whose disease had been diagnosed were 
prepared with adequate doses of desoxycorticosterone 
acetate and/or adrenal cortex extract and sodium chlo¬ 
ride before operation or obstetrical delivery. In the pa¬ 
tients who were properly treated with sodium chloride 
and desoxycorticosterone acetate or adrenal cortex ex¬ 
tract, premedication with belladonna drugs, morphine, 
meperidine (demeroF) hydrochloride, or a barbiturate 
appeared to be satisfactory and did not produce undue 
depression. This finding was rather surprising in view of 
the traditional expectation that potent hypnotic or seda¬ 
tive drugs might precipitate Addisonian crisis. In fact, 
difficulty with depressant drugs was observed only in the 
patients whose disease was unrecognized prior to the ad¬ 
ministration of anesthesia. 

Various anesthetic agents and techniques were used. 
Ten patients were anesthetized with ether, eight with 
cyclopropane, one with thiopental sodium and nitrous 
oxide, and four were given local or regional anesthesia. A 
thorough analysis of the physiological changes that oc¬ 
curred during anesthesia or in' the postoperative period 
demonstrated comparatively little relationship between 
the anesthetic agent or technique employed and the 
complications that arose. All of the unprepared patients 
who died had been anesthetized with ether. However, it 
must be reemphasized that no patients who died had re¬ 
ceived adrenal cortical hormone or sodium chloride ther¬ 
apy prior to or during anesthesia and operation. 

The single greatest compheation that occurred during 
anesthesia or postoperatively was hypotension. There 
was no specific relationship between hypotension and 
the type of anesthesia employed. It was rather striking 
that hypotension usually appeared suddenly during anes¬ 
thesia. The hypotension was vigorously treated as pre¬ 
sumptive evidence of an impending Addisonian crisis. 
Hypotension was managed by the intravenous adminis¬ 
tration of water-soluble whole adrenal cortex extract, 
whole blood, or plasma. In fact, the maintenance of satis¬ 
factory arterial blood pressure appeared to be a most use¬ 
ful clinical guide to the administration of adrenal cortex 
extract as well as parenteral fluids. Two patients showed 
fluid retention, edema, and definite evidence of conges- 

7. Snell, A., and Rowntree, L.: Clinical Experience ■with Addison’s 
Disease, Ann. Int. Med. 3:6-28, 1929. 
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176 ADRENAL GLANDS—PAPPER AND CAHILL 

live heart failure postoperatively. These two patients had 
received excessively large doses of desoxycorticosterone 
acetate, and the edema and congestive failure disap¬ 
peared only when the drug was withdrawn. 

The conclusion from this study was that a specific re¬ 
lationship could not be established between the precipi¬ 
tation of Addisonian crisis and the anesthetic agent or 
operative procedure. There was also little doubt that 
circulatory collapse was the most dangerous and the 
most frequent complication and that it occurred regard¬ 
less of the type of anesthesia and operation. Circulatory 
collapse was minimized by proper preparation before 
operation with adrenal cortex extract in large doses and/ 
or desoxycorticosterone acetate and sodium chloride. 
Furthermore, hypotension during the anesthetic period 
could be controlled best by the administration of aqueous 
adrenal cortex hormone extract together with sodium 
chloride and whole blood. The postoperative manage¬ 
ment of circulatory collapse was essentially that outlined 
by Thorn.^^ Apparently patients with Addison’s disease 
respond to the stress of operation and anesthesia in the 
same manner as other patients but with a considerably 
narrower range of compensation. In order to minimize, 
from the anesthetic and surgical standpoint, the possi¬ 
bility of Addisonian crisis, great precision must be ex¬ 
ercised in the administration of anesthesia to avoid 
anoxia, asphyxia, or hypotension. Agents or techniques 
that'regularly produce significant falls in arterial pres¬ 
sure or are frequently associated with anoxia are best 
avoided. Gentleness and care in surgical manipulation to 
minimize hemorrhage and excessive trauma are equally 
essential. However, there is little question that the sur¬ 
vival of anesthesia and operations by patients with 
", ' renal cortex insufficiency depends on good preoper- 
e preparation and the continuation of intelligent 

pervision and replacement therapy with adrenal cortex 
xtract, sodium chloride, dextrose, and water to maintain 
electrolyte and circulating blood volume as hear normal 
levels as possible. The anesthesiologist and the surgeon 
can do comparatively little in a positive constructive way 
in helping the patient through operation and anesthesia; 
however, inept or mismanaged anesthesia and operation 
are potentially very harmful, so that the operating team 
must exercise its greatest judgment and skill in the tech¬ 
nical management of the patient with adrenal cortex in¬ 
sufficiency. 

Suprarenal Apoplexy {Waterhouse-Friderichsen Syn¬ 
drome). —Although this almost uniformly fatal disease 
has been known since 1894,“ it was first summar¬ 
ized in a review by Waterhouse in 1911.^“* Most authors 
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familiar with this syndrome agree with Martland »ti,-. 
the classic syndrome of cyanosis, purpura, petechiae and 
bilateral massive adrenal hemorrhage is associated h 
the large majority of cases with a meningococcic sept 
cemia. The disease is fulminating and usually terminate' 
fatally within 24 to 48 hours. Its termination is chat' 
icterized by hyperpyrexia and circulatory collapse. Treat 
ment usually consists of combating sepsis, control of tb 
vascular collapse, and supportive adrenal cortex therapy 
This lesion has a slight but curious interest for anes 
thesiologists and surgeons. Occasional cases of the Water 
house-Friderichsen syndrome are associated with surei 
cal lesions, e. g., peritonitis, arterial embolism, and othe 
surgical catastrophes. Although, to the best of our know! 
edge, no patient with massive bilateral adrenocorlic; 
hemorrhage has successfully been subjected to operath 
treatment of an acute surgical situation, it seems possibl 
with the availability of potent adrenal cortex hormone 
such as cortisone, that successful operative cure may I 
hoped for in the future. 

One such case was observed recently at the Presb 
terian Hospital.“ The patient was a middle-aged whi 
man with embolism in a femoral artery. Acute ai 
rapidly fatal circulatory collapse developed. At autop 
severe bilateral adrenal hemorrhage was found. Possil 
adequate hormonal replacement would have permitt 
successful embolectomy. In the light of present knov 
edge, nothing further can be stated, except that t 
amelioration by operation of an occasional serious sur, 
cal lesion associated with severe, apparently spontaneo 
suprarenal hemorrhage is possible with hormonal thi 
apy. 

ADRENAL CORTICAL TUMORS 
Nonhormonal Tumors. —^The surgical and anesthe 
implications of these lesions must be contrasted brie 
with those of other tumors of the adrenal cortex, whi 
pose much more serious problems. Nonhormonal tumt 
produce signs and symptoms referable to any large reti 
peritoneal growth. One of us (G. F. C.) in a previc 
communication has described the clinical picture of thi 
lesions in some detail.^'' Essentially, the presenting syir 
toms are abdominal or flank pain, loss of weight, a 
malaise. Since the tumors are usually malignant, met 
tases in the regional nodes, lungs, and liver are not i 
usual. The tumors can be outlined satisfactorily by p£ 
renal insufflation according to the method of Cahil 
An unfortunate characteristic of nonhormonal tumor* 
that they grow extremely large before the diagnosis 
made. At operation the problems are extensive bisi 
loss, the circulatory depression associated with the 
moval of large intra-abdominal or retroperitoneal mas* 
and, occasionally, the anesthetic and surgical problc 
incident to operations within the pleural cavity. From 
anesthetic standpoint, the essential principle is the \ 
vision of safe and adequate relaxation with minimum i 
turbance of other physiological activities. No anesth 
agent or method proved superior to another in our har 
In general, inhalation anesthesia with an endotracl 
airway is preferred because of the greater flexibility 
management of the problems described. Transfus 
must be adequate and planned well in advance of 
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)perative procedure. The ultimate outcome of patients 
vith nonhormonal adrenal cortical tumors depends on 
he presence or subsequent development of metastases 
ind not primarily on the anesthetic or surgical manage- 
nent immediately at operation. 

The Adrenogenital Syndrome .—^The adrenogenital 
lyndrome usually results from hyperplasia of the adrenal 
:ortex but may be assoeiated with a cortical tumor. The 
)resence of a tumor and the need to examine the pelvic 
eproductive organs directly for the establishment of the 
rue sex of the pseudohermaphrodite are the chief indica- 
ions for operation and anesthesia. 

The adrenogenital syndrome may occur at any age, 
)ut is commonest in the female at birth. In the female 
he signs and symptoms are referable to masculinizatioo. 
h the male the chief characteristics are precocious sexual 
md musculosteletal development. Cottical tumors are 
nost frequently found in the prepubescent years. The 
najority of patients with the adrenogenital syndrome 
rose no problems in anesthetic management. They with- 
;tand operation and anesthesia ryell, since the disease 
las no untoward influence on vital metabolic processes. 
There are two important exceptions to this generaliza- 
ion. First, an occasional patient with virilism may also 
rave Addison’s disease. Three such patients have been 
studied at the Presbyterian Hospital. The anesthetic and 
surgical problems in the presence of Addison’s disease 
are grave, as indicated above, if specific treatment is 
inadequate or neglected. Therefore, all patients with 
the adrenogenital syndrome should be studied to uncover 
complicating Addison’s disease, and appropriate therapy 
should be instituted.^® Second, the patient with the ad¬ 
renogenital syndrome may have a coexisting Cushing’s 
syndrome. This syndrome presents serious problems that 
will be considered below. 

Cushing’s Syndrome .—In 1932 Cushing ®® described 
the syndrome that bears his name. The characteristic ex¬ 
tensive metabolic derangements are hypertension, gly¬ 
cosuria, hyperglycemia, osteoporosis, and a peculiarly 
distributed painful obesity. These signs and symptoms 
sometimes occur in association with virilism. Although 
Cushing’s original description referred to adenomatous 
change in the basophilic cells of the anterior pituitary as 
the etiological factor, adrenal cortical tumors are fre¬ 
quently associated with this syndrome. Despite consider¬ 
able controversy as to the exact etiology of Cushing’s 
syndrome, it is now generally accepted that certain 
adrenal cortical tumors may produce the characteristic 
disease pattern. The results of operative excision of 
adrenal cortical tumors responsible for the Cushing syn¬ 
drome are extremely satisfactory. There is some dis¬ 
agreement as to the therapeutic efficacy of the resection 
of a single hyperplastic adrenal gland in the cure of Cush¬ 
ing’s syndrome. The partial resection of both adrenals, 
however, is a much more difficult procedure technically 
and is quite unpredictable in terms of the extent of re¬ 
maining adrenal cortical tissue. Resection also carries 
the risk of tlie production of Addison’s disease, which 
must then be treated by substitution hormonal therapy. 
In contrast to the surgical therapy of the uncompli¬ 
cated adrenogenital syndrome, operative correction of 
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Cushing’s syndrome, in terms of either resection of a 
cortical tumor or an extensive resection of hyperplastic 
adrenals, is a serious risk to the patient. The incidence 
of severe postoperative shock following the resection of 
adrenal cortical tumors responsible for Cushing’s syn¬ 
drome is high. The mortality rate has been reported to 
vary from 39%®^ to almost 50%.=® Of the six patients 
reported on by Soffer, three died shortly after the com¬ 
pletion of the operation.®® This high mortality occurred 
despite apparently adequate preoperative preparation 
with adrenal cortex extract and isotonic sodium chloride 
solution given intravenously. Death was probably the re¬ 
sult of shock which, in turn, was associated with acute 
adrenal insufficiency. This type of adrenal insufficiency 
may result from acute lack of adrenal cortical factors 
other than the salt-retaining factors. These substances are 
as yet unidentified. Since death usually occurs within 48 
hours of the time of operation, the evidence suggests that 
the classic Addisonian crisis with the loss of sodium chlo¬ 
ride and fluids is not entirely, and perhaps not chiefly, 
responsible for the pattern of difficulty and ultimate death 
in the postoperative period. It is of some interest that in 
the experimental animal Kleinberg and his co-workers -* 
have shown that postadrenalectomy shock can be pre¬ 
vented by thorough block of the adjacent sympathetic 
fibers with procaine hydrochloride prior to extirpation of 
the adrenals. A similar protection against collapse is af¬ 
forded by spinal cord section at the first or second thor¬ 
acic levels. The implication that there is an autonomic 
nervous system faetor in the catastrophe following 
adrenal cortex resection in Cushing’s syndrome needs 
further study. Another factor of great significance in the 
high mortality of Cushing’s syndrome is that the contra¬ 
lateral adrenal gland is frequently atrophic. In contrast, 
patients with the adrenogenital syndrome rarely have 
controlateral atrophy of the adrenal glands. 

Preparation for operation of patients with Cushing’s 
syndrome, either with or without an adrenal cortical 
tumor, is extremely important. These patients are pre¬ 
pared with liberal doses of adrenal cortex extract and 
sodium chloride at least two days prior to operation. 
During the operative procedure dextrose and isotonic 
sodium chloride solutions are administered in addition 
to larger doses of whole adrenal cortex extract. The 
tempo of replacement therapy is increased to coincide in 
time with the actual removal of the tumor. In the post¬ 
operative period vigorous replacement therapy with 
adrenal hormones as well as sodium chloride is of great 
help. The development of serious hypotension after the 
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removal of the tumor has been treated with varying de¬ 
grees of success, not only by the intensification of specific 
hormone replacement but by intravenous drips of epi¬ 
nephrine or arterenol as well as whole blood and plasma 
transfusion. Replacement therapy with some of the newer 
steroids and hormones such as cortisone offers consider¬ 
able promise. The results of cortisone therapy wiU be of. 
interest as more data are accumulated. 

Comparatively little has been learned about the most 
satisfactory type of preanesthetic sedation for these pa¬ 
tients. Our practice in general has been to employ a nar¬ 
cotic such as morphine or meperidine hydrochloride and 
scopolamine hydrobromide in doses somewhat smaller 
than might ordinarily be used. The actual anesthetic 
agents and techniques are not clearly decided upon, since 
clinical experience is not extensive enough for evaluation. 
However, to facilitate the transperitoneal exposure found 
eminently satisfactory by one of us (G. F. C.) in tumor 
cases, the nitrous oxide-ether sequence through an endo¬ 
tracheal airway has been satisfactory. Great care is taken 
to avoid agents and methods that may regularly produce 
sudden hypotension, since this is a serious complication 
of the operative procedure in any event. Therefore, spinal 
anesthesia, despite its possible theoretical advantages of 
autonomic denervation, has not been employed. Basal 
anesthesia with tribromoethanol (avertin®) has been 
used either not at all or sparingly. Cyclopropane has not 
found particular favor, because of the frequent need for 
therapy of a hypotensive state with epinephrine or ar¬ 
terenol. Since these substances produce ventricular ar¬ 
rhythmias of a serious nature more commonly with cyclo¬ 
propane than with ether, the former agent has been 
avoided. No experience has been acquired with the use 
f thiopental (pentothal®) sodium and nitrous oxide with 
ygen or with the various curariform relaxing agents. 
Combinations of the adrenogenital syndrome and the 
metabolic changes associated with Cushing’s syndrome 
are possible. These situations are managed in the light of 
the more serious complications of Cushing’s syndrome. 

ADRENAL TUMORS OF MEDULLARY ORIGIN 
Sympathogonioma and Neuroblastoma. —The sym- 
pathogoniomas and the neuroblastomas are derived from 
sympathetic nervous tissue. The former are usually highly 
malignant, occur in infancy, and grow to extremely large 
size. Surgical therapy is often unsuccessful. The surgical 
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and anesthetic problems are those associated with mas 
sive. resection of intra-abdominal tumors. The surcicai 
exploration has been transabdominal. The sincle mot* 
important factor in operative management is^replace' 
ment of blood in fairly large quantities. The neuroblas¬ 
tomas occur in children, are usually highly malisnant 
and present anesthetic and surgical problems similar to 
those of the sympathogoniomas. 

Pheochromocytoma .—^Tumors of adrenal medullan 
cells of chromaffin origin have been known since 1886=' 
However, the first correctly diagnosed and successful!' 
removed tumor was reported in 1929.-“ Histologically 
the vast majority of pheochromocytomas are beniun, bu 
functionally they are quite malignant, because of the ex 
cessive secretion of epinephrine and/or arterenol. A1 
though the tumor is usually found in one of the adreni 
glands, it may occur in the lumbar area in the region c 
the sympathetic chain, in the organs-of Zuckerkandl, am 
rarely, in the chest or brain. The outstanding clinic; 
features have been summarized recently by Smithwic 
and his associates.Hypertension, paroxysmal in 3011 
or continuous in 70%, is prominent. Hyperhidrosis 
frequent and severe. Signs of peripheral vascular coi 
striction during attacks are a constant finding. Objecth 
findings are those associated with an elevated metabol 
rate, high blood pressure, and a retroperitoneal tumo 
There are many specific tests for the presence of phei 
chromocytoma. The most useful are the antagonist 
piperoxan (benzodioxane®) hydrochloride test describt 
by Goldenberg,-® the cold pressor test, and the provoc 
tive tests, such as the histamine test.^® 

In a recent review of the literature reports of 91 p 
tients who had been operated on were studied. In tl 
cases in which pheochromocytoma was suspected ai 
proper preparation made, the mortality was 24%. In p 
tients whose adrenal lesion was not suspected, a varie 
of operative procedures resulted in a mortality of 50/ 
Clearly therefore, unrelated surgical operations are a d 
tinct hazard to the patient with pheochromocytoma. 

Preoperative preparation of these patients is based i 
the need to correct as far as possible the hypersecreti 
of epinephrine or arterenol prior to the induction of am 
thesia. An adrenolytic drug, N,N,-dibenyl-beta-chloi 
ethylamine (dibenamine®), 5 mg. per kilogram of bo 
weight, has been administered intravenously 24 hours 1 
fore the scheduled time of induction of anesthesia.®' T 
procedure is not without risk, because of a possible s 
tained hypotension. Premedication can be given acco 
ing to accepted principles. Morphine or meperidine 1 
drochloride and scopolamine hydrobromide are usu: 
chosen. The selection of anesthetic agents and mcth 
has not in the past been given serious consideration. D 
are not available in more than half of the reported cai 
In the 41 cases in which anesthesia is mentioned, aim 
all known agents were used. The relationship betwi 
anesthesia and the results of operative treatment is 
possible to evaluate from the evidence available. 

Our own experience includes 12 operations on 
patients with proved pheochromocytoma. Eight patie 
survived; 14 other patients were explored without 



179 


Vol. 148, No. 3 

lesion being demonstrated. In the 12 operations in the 
proved cases, ether was administered to nine patients, 
cyclopropane to two, and thiopental sodium with nitrous 
oxide and oxygen to one. The two patients who died 
during operation received cyclopropane and ether re¬ 
spectively. 

The problems in anesthetic management largely con¬ 
cern four important elements; The need for adequate re¬ 
laxation, the possibility of accidental pneumothorax, the 
physiological effects of excessive secretion of epinephrine 
or arterenol during manipulation of the tumor, and the 
sudden circulatory depression that may occur after ex¬ 
tirpation of the secreting mass. Relaxation can be secured 
in many ways. We have elected moderate depths of ether 
anesthesia as a reasonable approach. No ill-effects from 
the sympathomimetic action of ether have been noted. 
Curare has not been employed in this series. An endo- 
traeheal airway is regularly established to aid in the care 
of pneumothorax should it occur. 

The problem of the physiological effects of excessive 
medullary secretion is more serious than those mentioned 
previously. No matter what anesthetic regimen is fol¬ 
lowed, anoxia must be avoided at all costs. Anoxia ap¬ 
pears to be as potent a stimulus to medullary secretion as 
tumor manipulation. The potential causes of anoxia are 
many and well known. Agents which, in the presence of 
epinephrine, produce serious ventricular arrhythmias 
must also be avoided. Cyclopropane, chloroform, and 
ethyl chloride are therefore unwise choices, in our 
opinion, for these patients. Despite all precautions, in¬ 
cluding meticulous isolation of the adrenal from the sys¬ 
temic circulation, paroxysmal hypertension may ensue. 
Piperoxan hydrochloride (20 mg. or more) is used intra¬ 
venously to combat this unusual hypertension. The 
marked hypotension and circulatory collapse following 
excision of the tumor is best controlled by the injection 
by intravenous drip of arterenol (4 mg. per liter) The 
drip is usually given at a rate that will maintain a moder¬ 
ate hypertension. It is an essential therapeutic aid in the 
first three days of postoperative convalescence. 

BILATERAL ADRENAL EXTIRPATION 

Total or subtotal adrenalectomy has been considered 
and completed for reactivated carcinoma of the prostate 
by Huggins and Scott.== This operation has also been 
considered as a method of therapy for malignant hyper¬ 
tension in a small number of patients by Thorn and 
Zintel.'" In the latter instance the rationale is the elimina¬ 
tion of unknown hypertensive factors of the adrenal 
gland. The procedure is thought possible because of the 
availability of adequate substitutive hormonal therapy 
(cortisone, desoxycorticosterone acetate and sodium 
chloride) to control the surgically induced Addisonian 
state. 

Thorn, in an unpublished communication to one of 
us (G. F. C.), has summarized the preliminary results in 
total adrenalectomy on 12 patients with malignant hyper¬ 
tension and chronic nephritis.®^ There were four deaths. 
Six of the eight survivors were improved subjectively and 
j objectively. Preoperative preparation consisted of a salt- 
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free diet, diuretics, digitalization, and sedation. Corti¬ 
sone (100 mg. intramuscularly) was given the night be¬ 
fore operation and repeated in the morning prior to 
induction of anesthesia. During operation, which was 
performed in the prone position, 100 to 200 cc. of 
aqueous whole adrenal cortex extract and 20 to 50 mg. 
of phenylephrine (neo-synephrin®) hydrochloride were 
given by intravenous drip. Cortisone (50 mg. every six 
hours intramuscularly) was injected the first 48 hours 
poJtoperatively and gradually reduced to a daily main¬ 
tenance dose of 37 to 25 mg. Later in convalescence, 
sodium chloride (3 gm.) was added to the diet with or 
without desoxycorticosterone acetate (1 mg. daily three 
to six times a week). Continuous spinal anesthesia was 
advocated as “safer,” but intratracheally administered 
ether provided the best possible exposure. 

Difficult as it is to predict the ultimate utility of adren¬ 
alectomy in the treatment of some disease states, evi¬ 
dently means are at hand in the form of hormonal re¬ 
placement to make this type of surgery possible. Future 
experience is necessary before judgment can be passed 
on the wisdom of this kind of radical surgery as effective 
treatment for uncontrolled hypertension. 

SUMMARY 

The surgical and anesthetic problems incident to the 
operative treatment of patients with disorders of the 
adrenal gland are reviewed. The conditions considered 
are lesions producing hypofunction and hyperfunction of 
he adrenal cortex, hypersecretion of the adrenal medulla, 
and complete absence of adrenal activity. 

The vital importance of replacement therapy in pa¬ 
tients with hypofunction of the adrenal cortex prior to 
operation is demonstrated. This principle can be ex¬ 
tended to those clinical situations in which hypofunction 
can be expected in the postoperative period (Cushing’s 
syndrome and bilateral adrenalectomy). The value of 
aerograms for the localization of adrenal tumors is 
pointed out. The utility of electrolyte studies and the 
exploitation of autonomic drugs in the diagnosis of 
adrenal lesions is described. 

Emphasis is placed on the avoidance of anesthetic 
agents and techniques that may regularly precipitate cir¬ 
culatory depression or are associated with the dangers 
of anoxia or asphyxia. Meticulous anesthetic manage¬ 
ment is considered of prime importance and the specific 
agents and techniques secondary. The uses of adrenal 
cortical extract, sodium chloride, autonomic blocking 
agents, and sympathomimetic pressor agents are de¬ 
scribed in the light of the physiological disturbances pro¬ 
duced by the adrenal lesions under consideration. The 
factors pertaining to hormonal and drug therapy after 
operation in the various adrenal disorders are presented. 
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ANESTHESIA IN PEDIATRIC UROLOGY 

Stevens J. Martin, M.D. 
and 

Thomas M. Feeney, M.D., Hartford, Conn. 


During the past two decades, significant advances have 
been made in pediatric urology. While many difficulties 
have been resolved, the problem of a satisfactory and 
optimum anesthetic management still remains a challenge 
to some. Thus, published reports on uropediatric anes¬ 
thesia are meager, limited to a few pediatric centers, and 
controversial in many respects.^ In an attempt to clarify 
this problem, an analysis was made of the pertinent liter¬ 
ature and the clinical experiences in the anesthetic man-' 
agement for pediatric urology. 

A survey of the progress in anesthesia is of paramount 
importance to the urologist interested in pediatrics. It 
reveals several fundamental facts inadequately stressed 
and not fully appreciated clinically. To begin with, there 
is no ideal anesthetic agent and/or technique per se. All 
have their advantages, disadvantages, limitations, con¬ 
traindications, and complications. Accordingly, for safe 
and optimum anesthesia, the anesthetic management for 
each operative procedure must be individualized. Sec¬ 
ondly, there is no anesthesia that is singularly specific for 
uropediatric cases alone. A properly selected anesthetic 
management can be optimum for surgery other than 
urology. Lastly, from the anesthetist’s point of view, the 
requirements of the urologist for his pediatric patient do 
not differ materially from those of other surgeons con¬ 
cerned with children. Thus, at one time or another, all 
geons desire for their younger patients analgesia, am- 
. ia, or unconsciousness with muscular relaxation, con- 
1 of adverse reflexes, and timely, adequate prophylaxis 
r therapeusis for anesthetic complications during sur¬ 
gery and the recovery period. 

fundamental considerations 
It may be asked, logically, what has occurred during 
the past decade to facilitate the anesthesia in pediatric 
urology? Without question, the development of pediatric 


From St. Francis Hospital. 

Read in the Symposium on Preoperative Preparation, Anesthesia and 
Supportive Therapy for Urologic Operations before the Joint Meeting of 
the Sections on Anesthesiology and Urology, at the One Hundredth Annual 
Session of the American Medical Association, June 15, 1951. 

1. («) Campbell, M. F.; Pediatric Urology, New York, The Macmillan 
Company, 1937, vol. 1, p. 88. {b) Clinical Pediatric Urology, Philadelphia, 
W. B. Saunders Company, 1951, pp. 77 and 880. (r) Dodson, A. I.; 
Urological Surgery, St. Louis, C. V. Mosby Company, 1944, p. 137. (d) . 
Hinman, F.: The Principles and Practice of Urology, Philadelphia, W. B. 
Saunders Company, 1935. (e) Holly, J. D.; Intravenous Anesthesia in 
Children, South. M. J. 37 : 631, 1944. 
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& Analg. 10:330, 1937. 
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York, The Macmillan Company, 1948. (6) Belton, M. K., and Leigh, 
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4. (a) Stephen. C. R., and Slater, H. M.: Agents and Techniques 
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M.; Complications of Anesthesia in Pediatrics, Current 
.Ir Antr-b. k Analg. 27:227, 1948. 

L'dlt-'.ed proof, 

5 JL; Psj'chic Trauma of Operations, J. Pediat. 30:262, 


anesthesia, a specialty within a specialty, has contributed 
more to the safety and to the rational approach to anes¬ 
thetic problems in the child than any other advance in an^ 
esthesia. The pioneer work of Ayres,= Leigh and Belton * 
Stephen and Slater,^ Robson,« and others,'* in correlatin’^ 
the anatomy and physiology of the child and the anes¬ 
thetic armamentarium of the anesthesiologist with lli; 
requirements of special surgical procedures, is now well 
established. Few facts are of particular significance. Toe 
much emphasis cannot be given to the physiology of th; 
central nervous system from infancy to late childhood 
During this age period, there is an alarming susceptibilit; 
to hypoxia and asphyxia, an ever-changing and matiirin! 
pattern of pain perception and response, frequent unpre 
dictable effects of hypnotic, analgesic, and analeptii 
agents, and last and of recent significance, the unapprcci 
ated psychic trauma that may result from terrifyin 
operating room experiences.® Similarly, the respirator 
system in the infant-to-childhood group is anatomicall; 
and physiologically different from that of the adult. Whil 
the pulmonary alveolar absorption surface area is greate 
in the younger group, the oxygen consumption per kilo 
gram body weight per minute is also greater, being almos 
twice that of the adult. Therefore, the oxygen require 
ments of the child are correspondingly higher. Th 
smaller glottic opening and diameter of the trachea ar 
more conducive to obstruction from mucous, blood, an^ 
foreign bodies. In infants, the respiratory center is un 
developed, unstable, and quite sensitive to variations i 
Oj and CO 2 in the bloodstream and to somatic and vis 
ceral stimuli occurring normally or during surgery, Thu; 
changes in the rate, tidal air, rhythm, and minute volum 
of respiration are common and are conducive to seriou 
disturbances in gaseous exchange. The ill-effects of ir 
creased dead space and/or increased resistance to resp 
ration caused by improper anesthetic equipment fn 
quently are overlooked in pediatric anesthesia. T1 
cardiovascular system in the infant-child group similar 
shows variations of interest to the surgeon and anesthes 
ologist. The blood volume, blood velocity, cardiac outpu 
pulse rate, and circulation time decrease as age progre 
ses, while the blood pressure increases. Cardiovasculi 
compensatory mechanisms are better developed in it 
older child and are more predictable in their response 
anesthetic and surgical reflex stimulation. Metabolic r 
quirements are more precise the younger the child, ma 
ing pre- and post-operative care of extreme importanc 
In short, the vital systems of the infant and the child a 
subject to more variations and imbalance than those 
the adult. Accordingly, they possess a narrower margin 
safety and do not tolerate anesthesia or surgery as we 
Both the surgery and anesthetic management must be e 
pecially well executed for optimum results. As Cam 
bell has said, “the anesthetic should be administere 
an expert anesthesiologist wherever possible. 
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ANESTHETIC MANAGEMENT 

Modern anesthetic management consists of three 
phases: (1) preoperative evaluation, (2) anesthetic ad¬ 
ministration, and (3) postanesthetic care of the patient. 
The preoperative evaluation of the child, as in the case 
of the adult, begins the afternoon preceding surgery. 
This is particularly significant in pediatric cases not only 
because of the poor tolerance of anesthetic and surgical 
procedures but also because of the child’s all too common 
[earful reaction to strange surroundings, hospital per¬ 
sonnel, and routine. A kindly, sympathetic approach dur¬ 
ing the preoperative visit will minimize, if not eliminate, 
such apprehension. The child, seeing the same physician- 
anesthetist in the operating room, becomes more com¬ 
placent and cooperative. 

Several other features characterize the preoperative 
visit of the anesthesiologist. The physical status of the 
patient is ascertained from (1) the history—that of the 
chief complaint, previous illnesses, birth injuries, con¬ 
vulsive episodes, and similar data, from (2) the physical 
examination—the actual versus the physical age, normal 


Belton,® most of the commonly employed agents are dis¬ 
cussed, with emphasis on the rationale of premedication, 
pharmacology of the agent, and the reasons for various 
preferences. For optimum premedication based mainly 
on weight and physical condition rather than on age,^' 
they prefer secobarbital the night before surgery, mor¬ 
phine and scopolamine hydrobromide one hour before 
general anesthesia; or morphine, scopolamine, and seco¬ 
barbital or pentobarbital one and one-half hours before 
regional anesthesia. Their elaborate table of dosages be¬ 
gins from birth and extends to 15 years of age. 

The preanesthetic medication found most satisfactory, 
providing a depression just short of sleep, is that based on 
the patient’s physical status (age, weight, and degree of 
mental excitability), the anesthetic management to be 
employed, and the surgery to be performed. The drugs 
and their dosage that are recommended are listed in the 
Table. With the variables to be considered, this is admit¬ 
tedly more a matter of experience and clinical judgment 
rather than of routine. Opiates are prescribed only when 
there is actual preanesthetic pain and never in infants 


Dosage for Preanesthetic Medication in Children* 


(Modiflcfttlon of Leigh and Belton ®) 


Opiate 

, - ^ - 

Jtorphino 

Weight /--1 Demerol® 


Age in Lb. Grain Mg. Mg. 

0.0 mo. 0-10 1/Ul 0.1 

0-12 mo. 10.21 1/144 0.4 T 

1.2 yr. 21-28 1/90 0.0 10 

2- 3 yr. 28-31 1/48 1.0 13 

3- 0 yr. 31-45 1/30 1.4 20 

0-0 yr. 45-00 1/24 1.8 37 

9-12 yr. 00-85 1/24 2.7 60 

12-14 yr. 85-105 1/12 6.4 75 


Hypnotic 


Parasympatholytic 


Nembu- Seeo- 

Scopolamine 

Atropine 

Grains 

Mg. 

Grain 

Mg. ’ 

Grain 

Mg. 

.. 

.. 


... 

1/450 

0.1 

y« 

10 


... 

1/450 

0.1 

% 

24 

1/COO 

0.1 

1/400 

0.10 

% 

32 

1/450 

0.14 

1/350 

O.Ifl 

% 

48 

1/450 

0.14 

1/300 

0.22 

% 

48 

1/300 

0.22 

1/250 

0.28 

1 

GO 

1/2^0 

0.29 

1/200 

0.33 

m 

90 

1/200 

0.33 

1/150 

0.5 


• The doses as expressed In grains and milligrams arc only approximate equivalents. 


versus actual weight, the presence of congenital defects, 
and the existence of dehydration, jaundice, edema, or 
other complications, and from (3) ail laboratory data 
and x-ray studies. The detailed preparation of the patient 
the evening before surgery is then considered. It is custo¬ 
mary for the urologist to prescribe the “surgical prep,” 
enemas, omission of breakfast, and similar measures, 
while the anesthesiologist orders the hypnotic agent 
(elixir of phenobarbital, secobarbital [seconal®], or 
pentobarbital [nembutal®] in proper dosage), if neces¬ 
sary, to insure a restful sleep, and the preanesthetic medi¬ 
cation. The literature reveals many preferences for prean- 
esthctic medication. Campbell has favored phenobarbital, 
paregoric, morphine, or codeine sulfate in proper dos¬ 
age.^ The use of rectal tribromoethanol (avertin®) fluid ” 
and intravenous hexobarbital (evipal®)^ has also 
been mentioned. Schotz,®“ Weinstein and Light,®i Bur- 
nap, Gain, and Watts,'® and Mark, Fox and Burstein,'® 
emphasize the advantages of rectal thiopental (pento- 
thal®) sodium over the use of tribromoethanol fluid. Poe 
and Karp feel that secobarbital administered rectally 
provides ideal basal anesthesia and should be employed 
for all children not amenable to reason or otherwise dif¬ 
ficult to handle. In a comprehensive study by Leigh and 


less than 6 months of age. Hypnotics, such as pentobar¬ 
bital or secobarbital, are favored in the absence of pain. 
To decrease secretions in the respiratory tract and to 
counteract adverse parasympathomimetic reflexes and, 
to a less extent, respiratory depression, scopolamine or 
atropine is added to the opiate or hypnotic agent. The 
latter two are given in slightly greater dosage if the child 
is unusually apprehensive, irritable, or if regional rather 
than general anesthesia is to be employed. On the con¬ 
trary, the dosage of the opiate, hypnotic, and parasym¬ 
patholytic agents should be decreased 25 to 50% for 
administration to underweight, chronically ill, or men¬ 
tally depressed children. 


9. Bourne. W.: Avertin Anesthesia for Crippled Children, Canad. M. 
A. J. 35 : 278, 1936. 

10. Schotz, S.: Rectal Pentothal for Basal Narcosis in Infants; Report of 
Three Cases. Current Res. in Anesth. & Analg. 21: 295, 1942. 

11. Weinstein, M. L., and Light, G. A.; Rectal Sodium Pentothal in 
2,500 Anesthesias. Current Res. in Anesth. & Analg. 27: 343, 1948. 

12. Burnap, R. W.; Gain, E. A., and Watts, E. H.; Basal Anaesthesia 
in Children Using Sodium Pentothal by Rectum, Anesthesiology 9 : 524, 
1948. 

13. Mark, L. C.; Fox, J. L., and Burstcin, C. L.; Preanesthetic Hyp¬ 
nosis with Rectal Pentothal in Children, Anesthesiology 10: 401, 1949. 

14. Poe, M. F., and Karp, M.: Seconal as a Basal Anesthetic for 
Children, Current Res. in Anesth. & Analg. 27:88, 1948. 

15. Cullen, S. C.: Anesthesia In General Practice, Chicago, The Year¬ 
book Publishers, Inc., 1946. 
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The final phase of the preoperative evaluation is con- i 
cerned with the selection of the optimum anesthetic agent 
and technique. This must always be an individualized 
procedure based fundamentally on the patient’s physical 
status and the urologic procedure to be performed. The 
requests of the urologist and of the patient (if made) are 
considered and carried out if there are no contraindica¬ 
tions or if they do not significantly alter what is con¬ 
sidered the optimum anesthetic management. 

It has been our experience that urologic procedures 
in children are best performed under general rather than 
under regional anesthesia, particularly when the children 
are under 6 years of age. In all types of general anesthesia, 
the inhalation and intravenous routes are preferred. Chil¬ 
dren are naturally inquisitive, alert, and apprehensive. 
Under regional anesthesia, these attributes are magnified, 
and children become uncooperative, excitable, or com¬ 
bative unless excessively premedicated. In such circum¬ 
stances, they do not tolerate anesthesia well. Thus, re¬ 
gional anesthesia is employed only when there are 
contraindications to the use of general anesthetic agents. 

There appears to be no doubt that the most popular 
and still the safest inhalation agent is ether. It is used fol¬ 
lowing ethyl chloride or preferably vinyl ether (vine- 
thene®) induction with an open mask in infants and 
younger children or in older ones following a nitrous- 
oxide-oxygen induction in a closed system. Ether anes¬ 
thesia is highly recommended for those urologic proce¬ 
dures that must be done without the aid of a physician- 
anesthetist. In institutions where a competent anesthesi¬ 
ologist is available, nitrous-oxide-oxygen, ethylene, tri- 
chlorethylene, cyclopropane, curare, or sodium pentothal 
with nitrous-oxide-oxygen can also be employed, depend- 
i g on the presence of contraindications.^® The authors 
^ ave favored particularly the use of vinyl ether, cyclopro¬ 
pane, or thiopental sodium and nitrous-oxide-oxygen. 
Thiopental sodium (I to 1.25 %) with N^O-O, (50:50) ' 

is reserved for cystoscopic procedures since this tech- , 
nique provides a quick induction and emergence and 
eliminates the explosive hazard while x-rays are being 
taken. Intravenous anesthesia, particularly in cystoscopic 
and transurethral procedures, in the young is encouraged 
by other groups. 

It is not an uncommon experience to find one agent 
optimum for a procedure and another anesthesia con¬ 
sidered equally so for the same procedure on the same or 
subsequent day owing to changes in the physical status 
of a child. It must be emphasized again that the selection 
of the anesthetic agent and technique is always individual¬ 
ized for each procedure and patient for optimum results. 

In all general anesthesias with the patient in the “kidney 
position,” the use of the endotracheal tube with the Ayres ’ 
or closed system techniques is highly recommended. This 
provides, added ease and safety in the control of ventila¬ 
tion and depth of anesthesia. The following cases are 
presented to illustrate variations in anesthetic manage- 

REPORT OF CASES 

Case 1.—Negro boy, aged 6 years, was admitted to the 
urologic service on Nov. 11, 1949, because of a diagnosis of 
bilateral hydronephrosis, malnutrition, marked anemia, and 

16. Leigh and Bellon.’" Stephen and Slater.'*" Stephen, C. R., ..and 
Slater, H. M.; Newer Anaesthetic Agents in Children with Special Refer¬ 
ence to Trichlorethylene and Kemithal, Anesthesiology IS: 135, 1951.- 


J.A.M.A., Jan, 19^ 

chronic tonsillitis. At 2 years'of age, he had bilateral n-- 
tomies performed at another hospital. The following pro^r 
were carried out during the next four months: 

Nov. 20, 1019 Eight ureteroneocystostomy and partial rcwMi, 
the ureter 

Premediention; pcntoharhital a; grain nn. 

one-half hours beforo 
and atropine l/;nn ernb , 
halt hour betore surgery 

Anesthesia: vinetheno® induction etliu 

dotrachcal to and frd systf 


Nov'. 21, 1919 Cystoscopy 

Same premediention 
Anesthesia: thiopental sodium 

nitrous-oxide-oxygcn'f.-.O:®' 

Dec. 2, 1949 Nephrostomy on right side: 

Same premediention and anesthesia as on ' 
20, 1949 

Jan. 3, 1950 Left Ureteroneocystostomy—Ureterotomy 

Premediention; seeoharhitnl grain and 
pine 1/200 grain one Jioui 
tore surgery 

Anesthesia: Cyclopropane cndotrachca 

and fro anesthesia 


Feb. 8, 1950 Cystoscopy 

Same premediention and anesthesia ns on 
21, 1949 

Feb. 17, 1950 Insertion of Ureteral Catheter 

Premedication: atropine 1/200 grain one 
before surgery 


Anesthesia: 


eyclopropano 


Mar. 14, 1950 Tonsilloetomy and Appendectomy 

Premedication: pentobarbital 14 grnla nn 
ropine 1/200 grain one lion 
fore surgery 

Anesthesia; cyclopropane cndotrnchet 
and fro anesthesia 

On March 22, 1950, the patient was discharged. 

Case 2.—A white male infant, 13 months old, was s 
consultation on May 5, 1951, by the urology department b 
of a complaint of abdominal swelling. Physical exami 
suggested the possibility of a Wilms tumor on the right sic 
following procedures were carried out: 

May 5 , 1951 10:30 a. m. Cystoscopy and Eetrogrnde Pylor 

Premediention: atropine 1/400 grain 30 ininut 
fore surgery 

Anesthesia; Thiopental sodium 

nitrous-oxide-oxygen (50:50) 

8:30 p. m. Removal of Wilms Tumor, right 

Premediention: 1/400 grain atropine 30 ininut' 
fore surgery 

Anesthesia: Open drop vinethcnc® Indiu 

ether iusullintion thru endotra 
tube (Ayre technii]Uo) 

On May 18, 1951, the patient was discharged (remain 
radiation therapy as outpatient). He has been in a satis 
condition since then. 

COMMENT 

Many regional anesthetic techniques have been 
useful in pediatric urology.^”’’’ They have been po 
ized in the past by various pediatric centers. Today 
procedures are less commonly employed and, as 
previously, are decidedly of second choice to u; 
procedures such as circumcisions, meatotomy, o 
rection of hypospadias, local infiltration with 5 to 
of a 0.2 to 0.5% procaine hydrochloride solutio 
been found useful. Urethral instillations with 2 to 
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jf a 2% procaine hydrochloride, 2 cc. of a 4% pipero- 
:aine (metycaine®) hydrochloride, or 6 cc. of diperodon 
[diothane®) solution for cystoscopy and retrograde 
jyelogram can be employed. For more extensive pro- 
:edures, (suprapubic cystoscopy, nephrostomy, nephrec- 
omy, and others), a paravertebral block with 1% pro- 
:aine hydrochloride at 5 to 6 levels has been recom- 
nended. Campbell has reported 92% success in a series 
)f 158 boys 4 years or olderand 80% success in a 
leries of 1,000 children,'" using caudal or sacral block 
vith 8 to 12 cc. of a 2% solution of procaine hydro- 
hloride for cystoscopy or transurethral surgical treat- 
nent of posterior canal and bladder outlet. While no diffi- 
:ulties or complications were mentioned, Campbell 
emphasizes that “the majority of urologic operations in 
nfants and children must be performed under general an¬ 
esthesia,” and that “as a rule, in children, a urologic oper- 
ition which cannot be completed in 90 minutes should be 
lone in multiple stages.” These statements may be re¬ 
garded as axiomatic today in view of the limited duration 
)f the classic caudal block, its possible psychic trauma, 
ind the greater appreciation of the child’s limited toler- 
ince to surgery as well as to anesthesia. Spinal anesthesia 
n children for major urology with 20 to 30 mg. of pro¬ 
caine hydrochloride in 1 cc. has also been suggested.'® 
While this procedure offers the advantages of a regional 
echnique with optimum muscular relaxation and minimal 
cerebral depression, it is believed that the possible psy¬ 
chic and somatic (cord) trauma, potential circulatory 
ind respiratory disturbances, and limited duration do 
lot justify the use of this method unless all types of gen¬ 
eral anesthesia are contraindicated. It is accordingly not 
commonly employed in children, particularly under 6 
('ears of age. 

Whatever anesthetic agent and technique are em¬ 
ployed, the anesthesiologist must keep a constant vigil 
of the vital systems of the body. By recording blood 
pressure, pulse and respiratory rates, the depth and dura¬ 
tion of anesthesia, the approximate blood loss during 
the progress of surgery and, in some instances, the rectal 
temperature, he becomes invaluable in instituting pro¬ 
phylactic or therapeutic measures to counteract aberrant 
reflexes or adverse changes in the vital systems of the 
body. No time need be lost to correct respiratory dis¬ 
turbances such as obstruction, cyanosis, hypoventilation, 
or apnoea, or cardiovascular changes such as vascular 
depression, peripheral vascular collapse, cardiac ar¬ 
rhythmia, or standstill. With a patent vein, fluid therapy 
as indicated, consisting of isotonic saline or dextrose, 
Hartmann’s solution or whole blood, can be carefully ad¬ 
ministered. The trained anesthetist will lighten the gen¬ 
eral anesthesia as the surgeon completes his procedure 
so that the child will either be awake or will at least have 
active swallowing, gag, and cough reflexes. Finally, in 
conjunction with the surgeon, he will write postoperative 
orders to include (1) an analgesic to be administered 
every three or four hours, as needed, and when the pa¬ 
tient is awake and actually in pain; (2) fluids as indi¬ 
cated; (3) oxygen by tent, mask, or nasal route; (4) 
antibiotics; and (5) bladder drainage and other proced¬ 
ures. 


The anesthetic management logically concludes with 
prophylactic and therapeutic measures during the post¬ 
operative interval against complications due to anesthe¬ 
sia. Such interval begins with the emergence from 
anesthesia, Requiring often several hours and extends for 
several days during the latent recovery period. Children 
should he particularly watched during emergence from 
anesthesia for (1) hypoventilation, (2) respiratory ob¬ 
struction with asphyxia, cyanosis or dyspnoea from poor 
positioning in bed, excess secretions or sluggish return 
of swallowing and gag reflexes, (3) nausea, vomiting, 
and possible aspiration, (4) excessive excitement or con¬ 
vulsions, or (5) vascular depression and peripheral vas¬ 
cular collapse. The younger the child, the more meticu¬ 
lous the care be given during the critical emergence from 
anesthesia. In the latent recovery period, adequate meas¬ 
ures should be taken by the urologist and his anesthetist 
to prevent or treat pulmonary atelectasis, pneumonia, 
abdominal distention, anuria, and other possible com¬ 
plications. Early ambulation and oral feedings, when 
possible, appear to be even more effective in facilitating 
convalescence in the child than in the adult. The inter¬ 
dependence, close cooperation, and mutual respect of the 
urologist and his anesthesiologist must be at their peak 
to make the practice of pediatric urology modern, safe, 
and sound. 

SUMMARY 

A satisfactory and optimum anesthetic management 
has been a major consideration in the progress of urologic 
surgery in children. An attempt was made in this presen¬ 
tation to correlate pertinent anesthetic and physiological 
factors in children and the requirements of urologic 
surgical techniques with the modern day concepts of 
anesthetic management. An evaluation of general and 
regional anesthesia is presented, based on published re¬ 
ports and personal clinical experiences. Recommenda¬ 
tions for an optimum anesthetic management for various 
types of urologic surgery in children are emphasized. 

114 Woodland St. (Dr. Martin). 

17. Campbell. M. F.: Caudal Ancst'.iesia in Children, J. Urol. 30:245. 
1933. 

18. Campbell.^" Leigh and BeUon."-'* 


Growth of Urban Population.—For at least a century the urban 
population of the United States has been growing more rapidly 
than the rural. . . . The Census of 1920 was the first to 

show urban residents in the majority, but only by a slender 
margin of 51 per cent of the total population. By 1950, the 
proportion in urban areas had increased to 59 per cent; a century 
ago it was only 15 per cent. Migration from our farms and from 
foreign countries has kept our cities well supplied with people. 
Even in the second half of the last century, while there was a 
wide-spread movement to farms in the West and Midwest, the 
population in urban areas grew at a rate three times that in rural 
areas; in the present century the increase has been four times as 
fast. The population in our larger cities has shown the most 
rapid rate of growth. . . . The proportion of our popula¬ 

tion in cities with 100,000 or more has grown from 5 per cent in 
1850 to 19 per cent in 1900. Since then, internal migration as 
well as the continuing stream of immigrants from abroad have 
brought the proportion of the total population in such cities to 
29 per cent. Meanwhile, the number of cities with 100,000 or 
more inhabitants rose from 6 in 1850 to 106 at present.—Rapid 
Growth of Urban Population, Stalislical Bulletin, Metropolitan 
Life Insurance Company, September, 1951, 
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The final phase of the preoperative evaluation is con¬ 
cerned with the selection of the optimum anesthetic agent 
and technique. This must always be an individualized 
procedure based fundamentally on the patient’s physical 
status and the urologic procedure to be performed. The 
requests of the urologist and of the patient (if made) are 
considered and carried out if there are no contraindica¬ 
tions or if they do not significantly alter what is con¬ 
sidered the optimum anesthetic management. 

It has been our experience that urologic procedures 
in children are best performed under general rather than 
under regional anesftesia, particularly when the children 
are under 6 years of age. In all types of general anesthesia, 
the inhalation and intravenous routes are preferred. Chil¬ 
dren are naturally inquisitive, alert, and apprehensive. 
Under regional anesthesia, these attributes are magnified, 
and children become imcooperative, excitable, or com¬ 
bative unless excessively premedicated. In such circum¬ 
stances, they do not tolerate anesthesia well. Thus, re¬ 
gional anesthesia is employed only when there are 
contraindications to the use of general anesthetic agents. 

There appears to be no doubt that the most popular 
and still the safest inhalation agent is ether. It is used fol¬ 
lowing ethyl chloride or preferably vinyl ether (vine- 
thene®) induction with an open mask in infants and 
younger children or in older ones following a nitrous- 
oxide-oxygen induction in a closed system. Ether anes¬ 
thesia is highly recommended for those urologic proce¬ 
dures that must be done without the aid of a physician- 
anesthetist. In institutions where a competent anesthesi¬ 
ologist is available, nitrous-oxide-oxygen, ethylene, tri- 
chlorethylene, cyclopropane, curare, or sodium pentothal 
with nitrous-oxide-oxygen can also be employed, depend¬ 
ing on the presence of contraindications.^® The authors 
' ave favored particularly the use of vinyl ether, cyclopro¬ 
pane, or thiopental sodium and nitrous'-oxide-oxygen. 
Thiopental sodium (I to 1.25%) with NaO-O, (50:50) 
is reserved for cystoscopic procedures since this tech¬ 
nique provides a quick induction and emergence and 
eliminates the explosive hazard while x-rays are being 
taken. Intravenous anesthesia, particularly in cystoscopic 
and transurethral procedures, in the young is encouraged 
by other groups.^'’ 

It is not an uncommon experience to find one agent 
optimum for a procedure and another anesthesia con¬ 
sidered equally so for the same procedure on the same or 
subsequent day owing to changes in the physical status 
of a child. It must be emphasized again that the selection 
of the anesthetic agent and technique is always individual¬ 
ized for each procedure and patient for optimum results. 
In all general anesthesias with the patient in the “kidney 
position,” the use of the endotracheal tube with the Ayres 
or closed system techniques is highly recommended. This 
provides, added ease and safety in the control of ventila¬ 
tion and depth of anesthesia. The following cases are 
presented to illustrate variations in anesthetic manage- 

REPORT OF CASES 

Case 1.—Negro boy, aged 6 years, was admitted to the 
urologic service on Nov. 11, 1949, because of a diagnosis of 
bilateral hydronephrosis, malnutrition, marked anemia, and 


16. Leigh and BeIton.““ Stephen and Slater.'*'' Stephen, C. R., ..and 
Slater, H. M.: Newer Anaesthetic Agents in Children with Special Refer¬ 
ence to Trichlorethylene and Kemithal, Anesthesiology 13: 135, 1951. 


J.A.M.A., Jan. 19^ jj. 

chronic tonsillitis. At 2 years’of age, he had bilateral n-' 
tomies performed at another hospital. The following'pr 
were carried out during the next four months: 


Nov. 20 , 1919 


Nov. 21, 1949 




Prcmedication; 


Anesthesia: 


half hour before sui^^ 

vinethene® induction, cth.r,. 
dotracheal to and Iti sjnea' 


Cystoscopy 

Same premedication 

Anesthesia: thiopental sodium {isrr-f, 

nitrous-oxido-oxygen (Mia)'' 


Dec. 2, 1949 Nephrostomy on right side: 

Same premedication and anesthesia as on \v 
20, 1949 “ 


Jan. 3, 1950 Left Urcteroneocystostomy—Ureterotomy 

Prcmedication: secobarbital Vi grain and Mro 
pine 1/200 grain one hour tc 
lore surgery 

Anesthesia: Cyclopropane endotracheal t 

and fro anesthesia 


Feb. 8, 1950 Cystoscopy 

Same premedication and anesthesia as on Xoi 
21, 1949 


Feb. 17, 1950 Insertion of Ureteral Catheter 

Premedication: atropine 1/200 grain one hot 
before surgery 

Anesthesia: cyclopropane 


Mar. 14, 1950 Tonsillectomy and Appendectomy 

Prcmedication: pentobarbital Vi grain and a 
ropine 1/200 grain one Itourh 
fore surgery 

Anesthesia: cyclopropane endotracheal I 

and fro anesthesia 


On March 22, 1950, the patient was discharged. 


Case 2.—A white male infant, 13 months old, was seei 
consultation on May 5, 1951, by the urology department bcca 
of a complaint of abdominal swelling. Physical examinal 
suggested the possibility of a Wilms tumor on the right side.' 
following procedures were carried out: 

May 5, 1951 19:30 a. m. Cystoscopy and Retrograde Pylorgn 

Premedication: atropine 1/400 grain 30 ralnutcil 
fore surgery 

Anesthesia: Thiopental sodium cc. 

nitrous-oxide-oxygen (50:50) 

8:30 p. m. Removal of Wilms Tumor, right f. 

Premedication; 1/400 grain atropine 30 minutes 1 
fore surgery 

Anesthesia: Open drop vinethene® 

ether insulllntion thru cndotracii. 
tube (.4yre technique) 

On May 18, 1951, the patient was discharged (remainini 
radiation therapy as outpatient). He has been in a satisfac 
condition since then. 

COMMENT 

Many regional anesthetic techniques have been fo 
useful in pediatric urology.^®’'’ They have been pope 
ized in the past by various pediatric centers. Today, s 
procedures are less commonly employed and, as sh 
previously, are decidedly of second choice to us. 
procedures such as circumcisions, meatotomy, or * 
rection of hypospadias, local infiltration with 5 to 
of a 0.2 to 0.5% procaine hydrochloride solution 
been found useful. Urethral instillations with 2 to 
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Aged persons not infrequently show the effects of 
ironic malnutrition which—added to the handicap of 
icir age and to any chronic disease which they may 
ive of the cardiovascular, respiratory, renal, or other 
^'Sterns—markedly reduces their ability to withstand 
rological—or any other—surgery. Sometimes this mal- 
atrition is due to poverty, but often it is due to lack of 
ipetite, apathy, or ignorance of the proper diet and its 
aportance. In addition, personal likes and dislikes of 
:rtain foods often play a part. Also not infrequently 
ifective or absent teeth or poorly fitting artificial den- 
ires prevent patients from taking foods requiring much 
lewing—meat in particular. Failure to eat meat is espe- 
ally undesirable in view of the fact that protein foods, 
pecially meat, in addition to furnishing a lot of the 
tamin B complex and minerals to the diet play a major 
)Ic in maintaining plasma proteins, which is particu- 
rly important during disease, wound healing, and con- 
ilescence. Under conditions of trauma, infection, and 
ver and after operations the breakdown of protein tis- 
le is excessive and may be two or three times the 
armal. If at the same time there is an inadequate dietary 
itake of protein, a lowered serum protein will result, 
his protein depletion is commonly accompanied by 
lema and by anemia. In addition, weight loss occurs, 
ad with it reduction of blood volume. Patients in such 
andition tolerate surgery poorly, are vulnerable to 
lock, and have a difficult convalescence. Also, it is 
ifficult to maintain fluid and electrolyte balance in the 
resence of diminished plasma protein. Another phase of 
lalnutrition is vitamin deficiency. Probably the most 
nportant vitamin for the aged is vitamin B complex— 
nd also ascorbic acid in view of its known effect on the 
ealing of wounds. 

These various nutritional deficiencies—^low plasma 
rotcin, anemia, edema, reduction in blood volume, loss 
f weight, and avitaminosis—should be corrected as 
auch as possible, and at least brought out of the acute 
tage, before operation, unless an acute emergency 
xists, and should also be treated after operation and 
luring convalescence. Vitamin deficiencies can be rem- 
idied by the administration of large amounts of all 
he vitamins, especially vitamin B complex and ascorbic 
cid (orally if possible, but if not, parenterally). Plasma 
trotein can slowly be raised by the administration of a 
ligh protein diet orally. However, it may be impossible 
or the patient to take in his diet the desired 100 gm. of 
jrotein daily (which can be visualized as the amount 
lontaincd in 4 fillets of beef or ^Vz qt. [3,500 cc.] of 
nilk or 17 eggs), and the desired amount can probably 
nore readily be got into the patient orally by supple- 
nentary feeding with one of the commereial protein 
lydrolysates, which are usually also fortified with vita- 
nins, minerals, and carbohydrates. This procedure may 
le all right when there is no hurry or during convales- 
ence after an operation, but usually when a patient is 
King prepared for surgery time is of the essence, so 
hat the more rapid raising of the plasma protein by 
)arcnteral injection is resorted to. Transfusions of whole 
)lood raise not only the serum protein but also the hemo¬ 
globin and blood volume, as well as supplying minerals, 
joiassium, and vitamins. In almost all instances this is 


SURGERY IN AGED PATIENTS—CHUTE 185 

undoubtedly the therapy of choice in my opinion. Blood 
plasma is expensive, does not contain the red cells and 
other beneficial qualities of whole blood, and is no longer 
used much in this connection. 

Since proteins are absorbed into the body as amino 
acids, intravenous administration of amino acid mixtures 
(which are available commercially and also relatively 
inexpensive) is an excellent way of bolstering the plasma 
protein, either preoperatively or postoperatively. Goodly 
amounts of water should be administered with the amino 
acids to assist their synthesis into protoplasm, and dex¬ 
trose should be added to aid in their utilization and to 
spare them for tissue building. 

The level of prothrombin in the plasma may be de¬ 
creased in cases of severe malnutrition with vitamin K 
deficiency, creating a tendency to abnormal bleeding. 
The prothrombin time should always be checked in 
elderly persons before operation. If it is deficient, this 
can be remedied by the administration of vitamin K. 

The psysiological processes involved in dehydration, 
acidosis and alkalosis, and depletion of body electrolytes 
are inter-related and are very complex. Their manage¬ 
ment may play a very important part in the preoperative 
and postoperative course of elderly patients. The limited 
time permitted for delivery of this paper allows for only 
the briefest, oversimplified presentation of these proc¬ 
esses. 

Dehydration may occur from the failure to restore by 
ingesting fluid the normal water loss of the body from 
the lungs, skin, and kidneys. This may be due to nausea, 
dysphagia, weakness, or impairment of mental status. 
Dehydration occurs more commonly and more rapidly 
from the failure to restore abnormal and excessive water 
loss due to fever, perspiration, and vomiting (as is some¬ 
times seen in acute pyelonephritis), to vomiting from 
other causes, or to severe diarrhea. Along with the body 
fluids, electrolytes are lost, notably sodium chloride and 
potassium. As dehydration progresses renal function is 
impaired with retention of acid catabolites, which re¬ 
sults in acidosis and a decreased carbon dioxide content 
of the serum. The blood volume decreases with a rise in 
hematocrit reading. Clinically the patient presents the 
picture of weight loss, thirst, dryness of tongue and skin, 
and a scanty output of concentrated urine. If there is 
acidosis of considerable degree, hyperpnea or hyper¬ 
ventilation will occur, and the patient may be drowsy, 
apathetic, and confused. 

Sodium is the main alkaline or basic constituent of 
blood plasma, whereas, chloride is the main acid con¬ 
stituent, and acidosis occurs when there is loss of sodium 
(base) out of proportion to the loss of chloride (acid). 
Acidosis is likely to follow a case of serious diarrhea, 
since there is a greater loss in diarrheal stools of sodium 
and other bases than there is of chloride and other acids. 
Now isotonic sodium chloride solution has one and 
one-half times as much chloride as has plasma, and 
therefore its administration in case of dehydration with 
acidosis would raise the level of the already predominat¬ 
ing acid chloride and thus make the acidosis worse. How¬ 
ever, it has been found that the intravenous administra¬ 
tion of 1 part of 1/7 molar sodium bicarbonate solution 
in 2 parts of 5% dextrose in isotonic sodium chloride 
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solution decreases the chloride and tends to correct the 
acidosis and dehydration. One-seventh molar sodium 
lactate solution is just as good as the 1 /7 molar sodium 
bicarbonate solution. 

In cases of dehydration due to vomiting the situation 
is reversed, and there is a greater loss of acid chloride 
from the stomach than there is of basic sodium, with a 
resulting tendency to alkalosis. This can be detected by 
lowered serum chloride and increased carbon dioxide 
content of the serum. In this condition the intravenous 
•administration of isotonic sodium chloride solution, 
with 5 % dextrose solution to help bodily maintenance 
requirements, increases the diminished chloride back 
toward normal. Care must be taken not to carry the 
administration of isotonic sodium chloride solution too 
far; the daily sodium chloride need of an adult is satis¬ 
fied by 700 cc. or less of sodium chloride solution, and 
the administration of an excess may result in fluid reten¬ 
tion and a urine output which is extremely small relative 
to the amount of fluid intake. Thus it can be seen that it is 
important to recognize the difference between dehydra¬ 
tion with acidosis and dehydration with alkalosis, since 
the treatment is different. 

It is obvious that renal function is very important in 
these processes. Normally functioning kidneys are able to 
conserve the sodium, chloride, and bicarbonate of the 
body in balance under usual circumstances, but in cases 
of renal disease when the kidneys cannot conserve 
sodium and chloride, these may become depleted. And 
in cases of renal disturbances in which there is loss of 
the mechanism for conserving base or in which there is 
retention of the mineral acids (phosphate and sulfate), 
acidosis, as already described, may occur. 

In the treatment of cases of dehydration with acidosis 
or alkalosis and of changes in, or depletion of the electro¬ 
lytes, laboratory studies are essential unless the treat¬ 
ment is to be "“hit or miss”—and very possibly “miss.” 
Estimations of the serum chloride, carbon dioxide con¬ 
tent of the plasma, hemoglobin and hematocrit reading, 
and nonprotein nitrogen and serum protein are guide- 
posts without which the proper treatment is difficult. 

Unlike sodium, which constitutes most of the basic 
factor in extracellular fluid (blood and interstitial fluid), 
there is very little potassium in the extracellular fluid, 
although it forms the chief basic constituent of cell fluid. 
Therefore, measurement of the potassium in extracellular 
fluid, as blood, does not necessarily reflect accurately 
the status of the majority of the potassium which is in 
the cells. Both hypopotassemia and hyperpotassemia pro¬ 
duce a characteristic abnormality on the electrocardio¬ 
gram, which may thus be used as a diagnostic aid in 
cases of these conditions. 

It has been found that potassium depletion occurs 
under the conditions of dehydration, salt depletion, and 
acidosis just described and also in association with pro¬ 
tein catabolism and after surgery when patients are 
taking, iiifle mouth and are receiving potassium-free 
parentetai ftuids. Therefore^, in such-.cases it is deemed 
important to adwCmister supplementary parenteral potas¬ 
sium in the loivtv special potassium salts which are 
added to^ the mhavcx^o^^ fluids the patient is receiving. 

Since it is i cuh parenteral fluids to.supply all 
the various minera s, such as magnesium and phosphate, 
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lost by these depleted patients which are esscnfni, 
normal intracellular metabolism, it is important to"^' 
as much oral feeding as possible as soon as this ca^i 
accomplished without nausea or diarrhea. In thos"” 
tients who will not or cannot ingest nourishment often 
■small rubber or polyvinyl tube is passed throueh'e 
nostril into the stomach, fixed in position by adhe^’ 
taping to the nose and cheek, and used for frequent fe' 
ings of protein hydrolysates or dietary mixtures hi»h 
calories, protein, carbohydrate, fat, vitamins, and 
erals, such as calcium, phosphorus and iron. For c 
ample, the so-called McLean feeding contains all tV 
elements and supplies 1,850 calories in 1,500 cc' 
fluid. Recently, in patients who have not been able 
take nourishment by stomach and in whom it was the: 
fore necessary to maintain nutritional status chiefly 
parenteral routes, intravenous administration of cm 
sions of fats to supply calories and spare protein 1 
been tried and successful results reported. 

The choice of an anesthetic is not within the provir 
of this paper, and also in this Joint Meeting with i 
Section on Anesthesiology I would not dare to do ai 
thing but keep a discreet silence. However, no mat 
what anesthetic is used, the patient should be kept v 
oxygenated during the procedure. The surgeon and 
anesthetist should cooperate in using blood transfusii 
liberally in order to keep well ahead of blood loss a 
thus try to prevent the patient ever suffering shock. I 
compensated blood loss and inadequate oxygenat 
may lead to hypotension and shock, which are tolera 
poorly by aged patients and may lead to thrombc 
and infarction or embolism. 

As for the surgery itself, the elderly are particula 
intolerant of trauma, and the surgery should be d( 
as atraumatically and expeditiously as possible. Since 
tissues may be sluggish in healing, suturing should 
careful and thorough, and skin sutures should not 
removed too early. 

In the immediate postoperative period support 
therapy, especially blood and oxygen, should be m 
than adequate. The same factors which were import 
in preparing the patient for operation are equally imf 
tant in the postoperative period—attention to orea 
weaknesses, dehydration, acidosis and electrolyte 1 
ance, and nutrition and vitamins. 

Recently, both in the preoperative preparation: 
especially in the postoperative management of debilita 
patients, the addition of a small amount (60 cc.) off 
alcohol to each 1,000 cc. of parenteral fluid being 
ministered has been advocated and practiced by so 
The alcohol adds to the patient’s sense of well-being, 
in the postoperative period has a slight sedative 
analgesic action so that less morphine is necessar) 
addition, it tends to help maintain positive nitrogen 
ance, since the readily available calories derived from 
alcohol provide a certain amount of energy which 
therefore, not have to be obtained from the body resei 

In persons with normal adrenals the injection i 
single dose of corticotropin' (ACTH) produces 
found drop in the number of eosinophils in the 
due to the action of the stimulated adrenal cortex, 
ever, if the adrenal cortex is functioning poor y, 
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ill be little or no effect on the number of eosinophils. 
I aged patients who are “doing badly” in general after 
peration and seem to be “going to pieces,” if the cor- 
cotropin test indicates poor function of the adrenal 
)rtex substitution therapy in the form of administration 
; “cortisone” (adrenal cortical extract) has sometimes 
reduced striking improvement in the patient’s general 
)ndition. Therapy must be continued for some days or 
mger until the patient’s general condition is good. At 
lat time the dosage is very gradually cut down over the 
Durse of days so that the adrenal cortex will gradually 
e stimulated to resume functioning. 

It is very important for the aged patient to get out of 
2 d beginning the day after operation or even the after- 
oon after operation, if possible. This is done no matter 
hat the operation was (unless the patient is in shock), 
ad it is necessary to have plenty of assistance to help 
jpport the patient at first. It has been found that early 
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ambulation helps prevent postoperative complications, 
such as pneumonia, phlebothrombosis, and emboli. 
Psychologically these patients are tired and discouraged 
and need a lot of encouragement. Also, I have found 
that it does more harm than good to try too hard to 
change habits or customs of many years standing during 
the few weeks the patient is in the hospital, no matter 
how illogical or undesirable they may seem. 

In conclusion, I would reiterate that the aged often 
present serious problems when undergoing surgery— 
urological or otherwise. However, despite these handi¬ 
caps—^with attention to their chronic diseases, nutri¬ 
tion, and water and electrolyte balance and aided by 
modern therapy, modern methods of anesthesia, and 
especially the liberal use of whole blood, the vast major¬ 
ity of these patients can be brought through major uro¬ 
logical surgery satisfactorily. 

203 Commonwealth Ave. 


INFILTRATING CARCINOMA OF THE BLADDER 

RELATION OF EARLY DIAGNOSIS TO FIVE-YEAR SURVIVAL RATE AFTER COMPLETE EXTIRPATION 

Hugh J. Jewett, M.D., Baltimore 


A recent study ^ of 80 cases of carcinoma of the 
irinary bladder was made in order to determine the 
nfluence of the depth of mural infiltration on the five- 
'ear results following complete extirpation of the pri- 
nary growth. Thirty-nine patients subjected to simple 
ystectomy and 41 to segmental resection (partial cystec- 
omy) prior to Feb. 1, 1946, survived operation. Of 
19 patients with tumors infiltrating less than halfway 
hrough the muscularis, 14 (74%) lived 5 to 14 years 
vithout evidence of recurrence or metastasis, whereas 
tnly 2 of 61 patients (3%) with deeply invading tumors 
jurvived 5 years (Table 1). Moreover, only 10% of the 
Datients with superficially infiltrating tumors died with 
ividence of extension of their vesical cancer, as compared 
with 85% of the patients with deep tumors. 

The histologic pattern and degree of cellular differ¬ 
entiation of each tumor, although indicating the poten¬ 
tiality of that tumor for rapid growth and metastasis, 
were found to exert somewhat less influence on the sur¬ 
vival rate than the extent to which the growth had invaded 
the bladder wall. However, it was pointed out that 54% 
of the deeply infiltrating tumors were highly malignant, 
as compared with 37% of the superficially infiltrating 
tumors. This was attributed to the fact that highly malig¬ 
nant tumors grow more rapidly and consequently are 
more likely to reach the deeper layers of the bladder wall 
before the diagnosis is made. 

The present study, therefore, concerned the relation 
of early diagnosis to the depth of mural invasion and thus 
to the five-year survival rate after extirpation of the pri¬ 
mary growth. Since the diagnosis, as a rule, is made only 
after cystoscopy, and cystoscopy is performed usually 
only after the onset of certain symptoms, the first objec¬ 
tive was to determine the nature and duration of the 
symptoms which led to the diagnosis. 


Of the original 80 patients on whom the previous 
report was based, 73 had symptoms attributable to the 
vesical neoplasm. Of the 7 patients eliminated from the 
series, two had urinary symptoms unrelated to their 
tumors; in one of these patients cystoscopy was per¬ 
formed because of a coincidental obstruction at the 
vesical neck and in the other because of a vesical divertic¬ 
ulum. In the remaining five cases the clinical history 
was not sufficiently detailed to permit inclusion. 

The following series, therefore, consists of 14 cases 
with infiltration extending less than halfway through 
the muscularis, and 59 cases with infiltration extending 
halfway through or more. Hematuria and some form of 
vesical irritability (frequency, urgency, pain, burning on 
urination, or tenesmus) were the cardinal symptoms; 
these occurred singly or in combination in all cases 
(Table 2). In the total group of 73 cases gross hematuria 
was a complaint in 65; in 7 it was a terminal symptom 
and in 2 an initial symptom. In six additional cases 
microscopic hematuria was found on urinalysis, so that 
in 71 of 73 cases erythrocytes were present in the urine. 
Vesical irritability was a complaint in 55 cases, although 
infected urine was reported in only 17 and residual 
urine, averaging less than 2 oz. (60 cc.) in only 22. 
Four patients complained of difficulty of urination, three 
of pains in the rectum, hypogastrium, or bladder, and 
one of hematospermia, which probably was coincidental. 

The histologic classification of the tumors included 
papillary, epidermoid, and undifferentiated carcinoma. 


From the James Buchanan Brady Urological Institute, Johns Hopkins 
Hospital. 

Read in the Symposium on Preoperative Preparation, Anesthesia and 
Supportive Therapy for Urologic Operations before the Joint Meeting of 
the Sections on Anesthesiology and Urology, at the One Hundredth 
Annual Session of the American Medical Association, June 15, 1951. 

1. Jesvett, H. J.: Carcinoma of Bladder: Influence of Depth of Infil¬ 
tration on the Five-Year Results' Following Complete Extirpation of the 
Primary Growth, J. Urol., to be published. 
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adenocarcinoma, and mucus-forming adenocarcinoma. 
In the papillary and epidermoid groups well-differenti¬ 
ated, moderately differentiated, and poorly differentiated 
types were recognized. 

In the accompanying chart the average duration of 
symptoms prior to operation has been determined for 

Table 1. — Relation of Depth of Infiltration of Carcinoma of 
Bladder to Five-Year Survival Rate After Complete 
Extirpation 


iso. Living 
5-14 Tr. 

^ ^ ^ No. of Without 

Depth of Infiltration Patients Tumor 

Submucosal (Group A). 14 10 

Superficial muscular (Group Bl) *. 5 4 

Total superficial infiltration. 19 14 

Deep muscular (Group B2} f. 13 1 

Perivesical (Group C). 48 1 

Total deep infiltration. 01 2 


* Group Bl represents infiltration less than halfway through the 
muscularis. 

t Group B2 represents infiltration halfway or more through the 
muscularis. 

each type of tumor, and the results in cases with super¬ 
ficially infiltrating and with deeply infiltrating tumors 
are compared. Although the number of cases with su¬ 
perficially infiltrating tumors is too small to permit final 
conclusions, the curves of the duration of symptoms 
suggest that patients with deeply infiltrating tumors, 
for the most part, have symptoms for a considerably 
longer period than those with superficial tumors. In a 
larger series of cases it would be desirable to ascertain 
for each type of tumor the longest duration of symptoms 
compatible with infiltration less than halfway through 
the muscularis. 

Furthermore, it should not be concluded from these 
curves that patients with deeply infiltrating tumors al¬ 
ways have had their symptoms for a much longer period 
an patients with superficial tumors. These curves 
icrely represent the average duration of symptoms, and 
in each histologic category there was at least one patient 
with a deeply infiltrating tumor whose symptoms had 
been present for a shorter period than is represented by 
the curve for the group with superficial tumors. More- 

Table 2. —Incidence of Gross and Occult Hematuria and Vesical 
Irritability in Seventy-Three Cases of Infiltrating 
Carcinoma of Bladder 




Hematuria 

Vesical 


No. of 

Gross Occult 

Irrita- 


Cases 

bility 

With superficial infiltration 

14 

12* 2 

7 

With deep infiltration. 

59 

631 4 

48 

Total.. 

73 

71 

55 


* In three cases hematuria occurred at the end of urination, and in 
two cases at the beginning of urination. 

t In four cases hematuria occurred at the end of urination. 


over, two cases were eliminated from this series because 
the symptoms leading to cystoscopy were not attributable 
to the tumors, which were discovered accidentally. 

The curves, however, seem to indicate that a patient 
with a deeply infiltrating tumor, although occasionally 
having no symptoms at all or symptoms of very short 
duration, generally will complain of hematuria or vesical 
irritability extending over several months. A patient 
whose symptoms have been present only for several 
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weeks is apt to have a superficial tumor. This, hoh- - 
is less likely to be true in cases of epidermoid and undS? 
entiated carcinoma and adenocarcinoma. It should t 
borne in. mind that the symptoms are not necessaA 
continuous. Their duration as recorded here is measur"^ 
from the date of the first appearance of the symptom- 
which may have disappeared promptly, only to recul ■ 
year or more later. This is especially true of hematurii 
the degree of which is not a reliable indication of ft 
magnitude of the tumor. 

When the diagnosis is made late in the course of ft 
disease, generally because significant symptoms hav 
been disregarded for a period of time, the tumor usual! 
will be deeply infiltrating. As previously pointed out, ft 
five-year survival rate following simple cystectomy c 
segmental resection for tumors of this sort is about Sfr 
The more formidable procedures, such as radical cystec 
tomy with resection of the lymphatic drainage area c 
perhaps pelvic exenteration, eventually may salvaee 
somewhat higher percentage of the cases in this gr^ 
but this is not certain since the survival rate with thes 
procedures has not yet been determined. These open 
tions furthermore may be found to result in a hie 



The average duration in months of symptoms from tumors of facS a 
type has been determined. Note the longer average duration ol s>mplc: 
in the cases svith deeply inSItrating tumors. 


incidence of postoperative disability. At present lilf 
can be offered the patient with a deeply infiltrating tunit 
other than a certain degree of temporary palliation ora 
extensive pelvic dissection of unknown efficacy. 

When the diagnosis is made early as the result of eat' 
occurrence of symptoms leading to prompt cystoscop 
examination, the tumor in most instances, if infiltralir 
at all, will be superficial. The five-year survival rate i 
this superficially infiltrating group is 74% foilowr 
complete extirpation of the local growth. This fisff 
probably can be increased still more by improveme 
in technics, especially since only 10% of the patien 
in this group died with evidence of extension of t 
vesical cancer. 

The reasonably good prognosis associated with sup> 
ficial tumors, in contrast to the very poor progno 
afforded by deep tumors, should emphasize to the genci 
public, the general practitioner, and the specialist | 
vital importance to the patient of immediate evaiuatii 
of the cause of hematuria or vesical irritability. In rega 
to the specialist, it is suggested that the treatment uj 
be designed to result in immediate eradication o 
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3 rimary growth. This should be done either by complete 
ocal destruction or by extirpation so that superficial 
umor cells will not be permitted to reach eventually 
he deeper layers of the- bladder wall. 

CONCLUSIONS 

Often hematuria or vesical irritability of some degree 
nakes its first appearance while the vesical tumor, if 
nfiltrating at all, is still superficial. In such a case imme- 
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diate cystoscopic examination after the onset of these 
symptoms makes possible an early diagnosis. Complete 
extirpation of this superficially infiltrating tumor results 
in a five-year survival rate of 74%. Late or neglected 
' symptoms or inadequate treatment after early diagnosis 
permit the inevitable infiltration of the tumor cells into 
the deep layers of the bladder wall, and complete extirpa¬ 
tion then provides a five-year survival rate of only 3%. 

1201 N. Calvert St. 


UNRECOGNIZED PITUITARY NECROSIS (SHEEHAN’S SYNDROME) 

A CAUSE OF SUDDEN DEATH 

S. Leon Israel, M.D. 

and 

Alfred S. Conston, M.D., Philadelphia 


The clear relationship between a destructive lesion of 
[le anterior portion of the hypophysis and the striking 
eficiency syndrome associated with it was first described 
y Simmonds, who attributed the ischemic necrosis to 
n infarct resulting from minute bacterial emboli lodging 
1 the sinuses of the gland.' It was subsequently sug- 
ested by Reye that thrombosis of the small sinuses of 
he anterior lobe of the pituitary could result in necrosis, 
nd that sudden hypotension would favor its occurrence.- 
le also pointed out that the enlarged pituitary of preg- 
lancy and the hypotension resulting from severe post- 
)artum hemorrhage would be an especially predisposing 
ombination of circumstances for such thrombosis.^ The 
atter suggestion was factually supported by the observa- 
ions of several pathologists who noted the association 
)f pituitary necrosis and postpartum hemorrhage.' How- 
!ver, the clinical importance of the relationship of post- 
)artum hemorrhage to pituitary necrosis was not clearly 
inderstood until the revealing studies of Sheehan.'^ He 
lot only reported the frequent occurrence of pituitary 
lecrosis in women dying late in the puerperium after a 
lilficult labor (one usually complicated by placental re- 
ention or postpartum hemorrhage) but he also demon- 
itratcd small thrombi in the sinuses of the anterior hypo¬ 
physis." Sheehan ' believes that “at a normal delivery 
there is presumably a physiological reduction of the 
blood-flow to the anterior lobe; if in addition to this there 
is a severe general circulatory collapse, it is possible that 
the blood flow to the anterior lobe may be so reduced 
that thrombosis occurs in the vessels of the lobe and 
leads to ischaemic necrosis.” Sheehan not only empha- 
bizes the importance of severe postpartum hemorrhage 
in the pathogenesis of the ischemic necrosis, but also 
stresses the fact that this lesion is always associated with 
the end of a term pregnancy. There is as yet no recorded 
instance occurring during the course of a pregnancy. It 
is also interesting that in nonpregnant patients pituitary 
iccrosis does not develop as a result of shock or hemor¬ 
rhage, although it is occasionally encountered in di- 
tbctics.'" 

The necrosis of the anterior lobe of the pituitary fol¬ 
lowing on postpartum hemorrhage develops slowly, re¬ 


quiring approximately two weeks." The fresh lesion is 
never the cause of an immediate postpartum death. The 
symptoms of such a necrosis do not appear in a clinical 
sense until at least six months have passed and may re¬ 
quire several years to develop, depending on the degree 
of destruction of the gland. It has been shown experi¬ 
mentally that it requires destruction of at least 70% of 
the anterior lobe in order to evoke the typical pattern of 
chronic hypophysial deficiency." There must, however, 
be a wide individual variation, because there are several 
reported instances of extensive pituitary necrosis found 
in patients at postmortem who had not suffered obvious 
symptoms of pituitary deficiency during life.'" There is, 
nevertheless, a correlation between the symptomatology 
and the severity of the tissue destruction. The varying 
involvement of the three cell-types (basophil, acidophil. 
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and chromophobe) may also be of importance in deter¬ 
mining the symptoms.^ If the anterior lobe is completely 
replaced by necrosis, except for a capsule-like remnant 
of normal cells surrounding the lesion, full-blown Sim- 
monds’ disease would eventuate. Such a patient would ’■ 
exhibit symptoms resulting from deficiency of all the 
hormones produced , by the anterior lobe of the hypo¬ 
physis, namely, the lactogenic, gonadotrophic, adreno- 
trophic, thyrotrophic, and the growth hormones (Table 
1). These extreme instances are not germane to this 
report; they have been recently reviewed in extensive 
surveys of the subject.^^ On the other hand, the lesion 
that does not completely destroy the anterior lobe, 
leaving some ,10 or 15% of normal glandular elements, 
may not give rise to notable symptoms. In such circum¬ 
stances, it is possible for the patient to live and to carry 
on bodily functions on a slightly subclinical level without 
apparent signs of Simmonds’ disease. On close observa¬ 
tion, however, it is possible to detect certain signposts of 

Table 1.— Symptomatology of Multiple Hormonal Deficiency 
of Massive Pituitary Necrosis 

Hormone Deprived Symptoms * 

1. Lactogenic. Absence of lactation 

2. Gonadotrophic. Amenorrhea 

3. Growth. Microsplanchnia 

4. Thyrotrophic... Absence of sweating 

Lowered basal metabolism rate 

(i. e. minus 35%), resulting in 
torpor, coldness, constipation, 
and myxedema 

Anorexia with weight loss 
Asthenia 

Lowered blood pressure 
Hypoglycemia 
Loss of sc.xual hair 
Personality change, and signs of 
mental deterioration 
Lack of sebaceous secretion 
Loss of capillary tone in skin 
(pallor) 

Decreased libido 

* Clinical pattern requires years to develop fully. It is rarely complete, 
most patients having subclinical variety with minimal symptoms. 

adrenocortical insufficiency (Table 1), which, when 
properly correlated, might unmask the presence of pitui¬ 
tary deficiency. Pituitary necrosis following postpartum 
hemorrhage, justifiably termed “Sheehan’s syndrome” in 
recent medical reports,^® may be a cause of sudden death, 
obstetric or otherwise, by obstructing essential physio¬ 
logical function. 

The human organism responds to any systemic stress, 
occasioned by a variety of nonspecific noxious agents, by 
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exhibiting part or all of a general adaptation syndrom • 
The manifestations of this reaction do not depend on li- 
nature of the stress but rather on its severity and the d -' 
tion of exposure to it. An increase of hypophysial actS- 
which, in turn, leads to augmented function of the adr'r! 
cortex is required for successful resistance to stress W! 
all-important response of the adrenal cortex depends c' 
the release of a single hypophysial corticotropin (ACTH) 
which exerts qualitatively different effects dependina 
“certain conditioning factors.” » It has been shown 
perimentally that “a hypophysectomized animal, like ft' 
adrenalectomized animal, is extremely sensitive to 2 
variety of non-specific stresses.”i« Any lesion, therefore 
which destroys most of the anterior hypophysis aut^ 
matically interferes with the secretion and discharecol 
corticotropin following exposure to stress, resulting in 
insufficiency of the pituitary-adrenocortical mechanism 
of defense. The administration of an anesthetic aaent 
during any surgical operation is an example of a stressful 
situation which demands .of the patient an adequate pitui- 
tary gland as well as a well-responding adrenal cortex, k 
pituitary necrosis large enough to interfere with the sup¬ 
ply of acutely demanded corticotropin, or the failure 0 ! 
the adrenals to secrete the essential corticoids, could, un¬ 
der surgical circumstances, result in sudden death. Thorn 
has emphasized that such a catastrophe, directly attribut¬ 
able to adrenocortical failure, occurs through the mech¬ 
anism of cardiac arrest.^® This thesis—an unpredict¬ 
able death during operation as a result of unrecognized 
pituitary necrosis—is supported by the following clinical 
experience. 

REPORT OF A CASE 

Mrs. B. B., a white woman aged 30, was admitted to Iti; 
Mount Sinai Hospital on April 19, 1949, in preparation for an 
elective cesarean section at the 36th week of pregnancy. She had 
been known as a juvenile diabetic since the age of 14, had mar¬ 
ried at 18, and had experienced four previous pregnancies, sum¬ 
marized chronologically as follows; 

1. In 1939 pregnancy had resulted in an antepartum stillbon 
infant weighing 3,629 gm. at term, following an uneventful 
gestation and an average-type labor. Her daily dosage of insulin 
throughout this pregnancy had varied from 20 to 30 units. 

2. In 1940 pregnancy had resulted in a spontaneous, complet; 
abortion at the 10th week. The insulin dosage was unchanced 

3. In 1943 pregnancy had resulted—without any obstetric or 
diabetic complication—in a normal female infant weighing 3,85.’ 
gm. at term. Assays of urinary gonadotrophins, performed ever; 
two weeks from the beginning of the fifth month, had remained 
within normal limits. The daily dosage of insulin throughout 
this pregnancy varied from 10 to 20 units. 

4. In 1947, during which assays of the urine for both pre?- 
nanediol and gonadotrophins were done every two weeks from 
the beginning of the fourth month, gonadotrophin 
mained within, normal limits, but the excretion of pregnanedK 
was consistently low, varying from 35 to 44 mg. per 24 houu 
of urine excretion in spite of the use of increasing oral 

of diethylstilbestrol, starting at 50 mg. daily in the third mont 
and attaining 110 mg. daily in the ninth month. The insuu 
dosage was similar to that employed during the previous pfit 
nancies, varying from 10 to 20 units daily. This pregnancy va 
terminated by a smoothly progressive labor of six hours w ic 
resulted in the spontaneous birth, without anesthesia, of a i' 
female infant weighing 4,762 gm., who died in 12 hours becau 
of intracranial hemorrhage. The third stage of labor was co 
plicated by a massive postpartum hemorrhage with an estima 
blood loss of 1,500 cc., resulting in shock from which the pa 
recovered in two hours following transfusion of 2,000 cc. 
whole blood. Several months later the patient’s insulin req ' 
ment began to diminish. She experienced repeated episo 
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'.insulin shock, and discontinued the use of insulin in May, 1948, 
five months after the delivery. Fasting blood sugars, taken at 
monthly intervals thereafter, ranged from 79 to 105 mg. per 

' 100 cc. ....... „ 

Aside from noting excessive fatigue, the patient had been well 
; during the fifth (current) gestation, the diabetic state apparently 
arrested. On her admission to the hospital, April 19, 1949, it 



Fig. 1.—Anterior hypophysis, showing area of necrosis which involves 
about two-thirds of the lobe (X 30). 


was'noted that urinalysis revealed a faint trace of protein but no 
sugar or acetone, the blood count was entirely normal, and the 
fasting blood sugar was 100 mg. per 100 cc. A classical cesarean 
section was performed the following morning, with the aid of 
continuous spinal anesthesia (initial dose, 50 mg. of 5% solu¬ 
tion of procaine). The incision was made at 10:58 a. m., and a 
live female infant, weighing 2,948 gm., was delivered at 11:07 
a. m., at which moment, the patient complained of weakness, 
appeared momentarily dyspneic, and then became unconscious. 
At 11:08 a. m., no cardiac action was palpable through the 
diaphragm. Various resuscitative measures, including intrave¬ 
nously administered ephedrine, continuously administered (endo¬ 
tracheal) oxygen, and the intracardiac injection of 4 cc. of 2% 
solution of procaine, were employed within a few minutes. At 
11:20 a. m., the chest wall was incised and opened widely, en¬ 
abling direct massage of the heart which responded by contract¬ 
ing ineffectually several times per minute for 20 minutes. (The 
baby was in excellent condition at birth, continued to thrive, 
and has passed her second birthday uneventfully.) 

The postmortem examination, performed one hour after death, 
revealed significant positive findings in the pituitary gland, 
adrenals, thyroid, and pancreas. The pituitary was of average 
configuration but, on section, approximately two-thirds of the 
anterior lobe was replaced by a circumscribed solid area sur¬ 
rounded by a greyish-tan, gelatinous-appearing zone. Micro¬ 
scopically, the lesion showed a peripheral acinar area and a 
central amorphous core. The latter consisted of irregular strands 
of mucin-like material, containing occasional histiocytes, capil¬ 
laries, and degenerating acini. The rim of normal hypophysial 
tissue surrounding the necrotic area showed essentially normal 
acini (Fig. 1). 

The adrenal glands revealed both gross and microscopic evi¬ 
dence of cortical atrophy and lipoid depletion. The cortical layers 
averaged from 0.87 to 1.09 mm. in width. On comparison with 
adrenal glands of patients presumed to have died following a 
state of chronic stress and with glands from a normally pregnant 


woman who died suddenly following delivery, the cortical 
atrophy is apparent and approximates that characteristic of 
chronic stress (Table 2). The adrenal cortex from the normally 
pregnant woman showed abundant lipoids and measured from 
1,70 to 2.2 mm., corresponding to the hypertrophy known to 
occur in pregnancy (Fig. 2 and 3). 

The thyroid gland appeared normal macroscopically, but 
showed evidence of diminished activity on microscopic study. 


Table 2.— Comparison of Width of Adrenal Cortex in 
Women Who Died of Varied Causes 


Cause of Death 

Normal Pregnancy 

Sudden death immediately following delivery at term, 

attributed to anesthesia. 

Chronic Stress 

1. Gastric carcinoma .T. 

2. Subacute bacterial endocarditis. 

3. Myasthenia gravis . 

Pituitary Necrosis 

Death during cesarean section (Mrs. B. B.). 


Width of Adrenal 
Cortes (Mm.) 

1.70 to 2.20 

0.70 to 1.02 
0.6.5 to 1.10 
0.92 to 1.22 

0.87 to 1.09 


The pancreas was grossly normal but revealed extensive 
atrophy of the islets on microscopic study. It was concluded that 
the patient showed anatomic evidence of an old infarct of the 
anterior hypophysis, distinct atrophy of the adrenal cortex, slight 
atrophy of the thyroid gland, and marked destruction of the 
pancreatic islets. 



Fig. 2,—Adrenal gland from pregnant woman at term, who died sud¬ 
denly. The hypertrophy of the cortex can be noted (X 30). 


COMMENT 

In retrospect, the sequence of events leading to the 
sudden death of Mrs. B. B. appears crystal-clear. The 
pituitary lesion, in this instance, could have arisen either 
as a result of localized thrombosis in a diabetic ^ or fol¬ 
lowing the severe postpartum hemorrhage of the fourth 
pregnancy.^* Whatever its origin, its presence was not 
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recognized. A careful restudy of the patient’s history be¬ 
tween the fourth and fifth pregnancies revealed three 
important features which were, in the light of subsequent 
events, meaningful. 

1. Following the fourth delivery and its accompany¬ 
ing postpartum hemorrhage, the patient’s breasts re¬ 
mained flaccid throughout the puerperium, secreting 
nothing—not even colostrum. 

2. The regrowth of pubic hair was slow. Moreover, 
when the hair was again present, it was meager in com¬ 
parison to the luxuriant growth formerly present. 

3. The repeated episodes of insulin shock, leading to 
the final exclusion of insulin in a patient who had been 
diabetic for many years, point to a state of pituitary and 
adrenocortical insufliciency which was not properly 
evaluated. The patient was, in effect, a human example 
of the Houssay phenomenon. The occurrence of pituitary 
hypofunction in a true diabetic—one whose diabetes is 
due solely to a deficiency of insulin—is exceedingly 
rare.^® Such a patient should show, as in the case reported 
here, amelioration of the diabetes, just as pancreatic di¬ 
abetes in the experimental animal is ameliorated by 
hypophysectomy.^'* Only six such patients have been pre¬ 
viously reported.-® 

The occurrence of a subsequent pregnancy in a patient 
who had sustained sufficient thrombosis in the sinuses of 
the anterior lobe of the pituitary to result in massive 
necrosis of the gland is surprising. The earliest manifesta¬ 
tions of pituitary deficiency concern the absence of lacta¬ 
tion and the inability of the patient to menstruate proper- 
. Amenorrhea is usually a prominent symptom. There 
e, however, four previously reported instances of 
roved pituitary necrosis followed by subsequent preg¬ 
nancy.^^ Each of the four patients died during the puer¬ 
perium, and at post-mortem each showed, as in our pa¬ 
tient, a massive scar of pituitary necrosis traceable in 
retrospect to a traumatic, shocking episode at the con¬ 
clusion of a prior pregnancy. It is difficult to reconcile 
such sudden puerperal deaths, presumably because of 
pituitary necrosis, with those patients who show signs 
of hypopituitarism following postpartum hemorrhage 
(Sheehan’s syndrome) and who are apparently improved 
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by another pregnancy or by injections of Dit,.;,, 
hormones.-® These opposing observations emphati,' 
perhaps, that the eventual outcome in Sheehan’s « 
drome varies with the site and degree of the necrosit - 
well as with the type of cell involved. The mitigation J 
the symptoms during pregnancy is understandable ar 
may be ascribed to the production of corticosteroids ar 
possibly of corticotropin by the placenta.®^ 

The unhappy turn of events in our patient, and tl 
certain knowledge that a subsequent pregnancy cou! 
take place in the presence of pituitary necrosis, forces c 
us the realization that the later pregnancy in any su; 
patient could'be fatal. It is apparent that sudden dea 
under stress might be the fate of any woman who sustaii 
an unrecognized partial pituitary necrosis following ol 



Fig. 3.—Adrenal gland of patient who had unrecognized pituitary nec 
sis, showing decrease in cortical depth (X 30). 


stetric shock at term. It would, therefore, be life-savi 
to identify such potential candidates for catastrophe fre 
among the puerpera who are, in Jeffcoate’s words, “sav 
from the brink of the grave and live to show evidence 
permanent pituitary damage.”®® In order to recognize! 
presence of subclinical hypopituitarism, all women s 
vaged from severe postpartum hemorrhage should 
subjected later to a series of endocrinologic investigatic 
designed to detect insufficiency of the adrenal cori 
secondary to hypophysial necrosis (Table 3). Wc ha 
in association with our department of endocrinology a 
that of the Philadelphia General Hospital, initiated si 
a study.®® Progress is admittedly slow, because of 1 
difficulty in gathering a sufficient number of patients w 
had previously experienced an episode of severe pc 
partum hemorrhage associated with shock. To a 
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seven such patients have been studied. Six of the seven 
have shown a significantly reduced excretion of formalde- 
hydogenic corticosteroids, but most of the other results 
(Table 3) have thus far been within normal range. 

It is presumed that the frequency of postpartum pitui¬ 
tary necrosis is not great. Nevertheless, the importance 
of identifying the least number of such patients cannot be 
gainsayed, for there is much yet to learn of both its 
etiology and clinical management. Occurring m different 

Table 3.—Outline oj Fifteen 'investigations Aiding the 
Recognition of Subclinical Hypopittdtarisin 


Organ 

Evaluated 

pituitary 

Ovar>’ 

'i'liyrokl 


Adrenal 


Pancreas 


Method of Stinly 


{ 1. X-ray of sella turcica 
I 2. Urinary blo-ussay lor gonadotropnins 
[ 3. Urinary liio-assuy for estroRcn 
■j 4. Vaginal smears 
I 5. Endometrial biopsy 


G. 

h. 

n. 

10 . 

11 . 

12 . 


Basal metabolism rate 
Protein-bound iodine of serum 
oiiolcstcTol levels 
Radioactive iodine (tracer study) 

Insulin tolerance test 

Robinson-Keplcr-Powcr ^vatc^ excretion test 
Eoviuophil resiionsc to epinephrine and to cortico- 


13 Assays lor IV-kctostcrolds anil ll-oxystcroids 
n. Estimation of sodium, potassium, and cnlorldcs 


in tilQod 


Ifl Intravenous elueoso tolerance test and simultaneous 
determination of scrum Inoryanie phosphate 


degrees, the disease has varied manifestations. The fully 
developed clinical syndrome, as represented by Sim- 
monds’ disease, is comparatively rare. Only a very few of 
the women suffering this complication as a result of post¬ 
partum hemorrhage have easily recognized clinical symp¬ 
toms. The challenge, therefore, is not to find the patient 
with patent signs of hypopituitarism, but rather to dis¬ 
cover the victim whose clinical evidence is masked by 
seemingly physiological behavior, who requires more 
subtle means of recognition. 


SUMMARY AND CONCLUSIONS 

The pituitary necrosis which may follow severe post¬ 
partum hemorrhage (Sheehan’s syndrome) varies in de¬ 
gree. If it is massive, the resultant symptoms are likely 
to be those of an anterior hypophysectomy, expressing 
deficiency of the lactogenic, gonadotrophic, adreno- 
trophic, thyrotrophic, and growth hormones. If it is mod¬ 
erate, its presence may be obscured by the patient s 
ity to lead an apparently normal life, including both 
menstrual and reproductive.functions. Under such cir¬ 
cumstances, the masked pituitary necrosis would not in¬ 
terfere with ordinary activity, but might result in failure 
of the hypophysis to sustain the individual through a 
period of physical stress. 

This thesis is exemplified by the history of a juvenile 
diabetic who suffered a severe postpartum hemorrhage 
at the conclusion of a fourth pregnancy and who suc¬ 
cumbed suddenly at the onset of a planned cesarean sec- • 
tion at the termination of her fifth pregnancy because of 
a massive, previously undetected, fibrotic lesion of the 
anterior hypophysis. In reviewing the patient’s history 
after the post-mortem, it was learned that some signs of 
pituitary deficiency had developed following the post¬ 
partum hemorrhage, but that they had been misinter¬ 
preted. 

The importance of attempting to identify the presence 
of pituitary necrosis in all women who recover from 
severe postpartum hemorrhage is emphasized, and an 
outline of the required endocrinologic investigations is 
presented. It is averred that such a patient should be 
shielded from any stress which might necessitate an im¬ 
mediate hypophysial response with release of cortico¬ 
tropin. 

2116 Spruce St. (Dr. Israel). 


TRANSIENT INVERSION OF T WAVES AFTER PAROXYSMAL 

TACHYCARDIA 

Ralph M. Myerson, M.D. 
and 

A. Henry Clagetl Jr., M.D., Wilmington, Del. 


An electrocardiographic syndrome consisting of tran¬ 
sient inversion of T waves after paroxysms of tachycardia 
in normal hearts has been recognized for some time. The 
resemblance of these changes to those of serious organic 
heart disease makes obvious the importance of their 
recognition and understanding. The recent observation 
of this syndrome in two apparently healthy young men 
prompted us to review the literature on this subject. It 
is our belief that knowledge of the frequency, character¬ 
istics, and importance of this syndrome is not as wide¬ 
spread as it should be. 

In 1935, Graybiel and White ‘ stressed the fact that 
inversion of T waves is not necessarily associated with 
organic heart disease, and that care must be taken in the 
diagnosis of heart disease when inverted T waves are the 
only electrocardiographic finding. They cited a number 
of conditions in which inverted T waves occurred with no 


evidence of associated cardiac disorder. Among their 
cases were two of paroxysmal tachycardia, one of which 
occurred in a young man with the “short P-R interval as¬ 
sociated with prolonged QRS” syndrome. In this patient 
episodes of ventricular tachycardia were prone to develop 
following which there was transient inversion of T,, 
Transient T wave inversion in leads 2 and 3 was noted 
in another young man with paroxysmal bouts of ventricu¬ 
lar tachycardia but no evidence of heart disease. 


From ihc meciical service. Veterans Administration Hospital, Wilming¬ 
ton, Del. 

Reviewed in the Veterans Administration and published Vrith the ap¬ 
proval of the Chief Medical Director. The statements and conclusions 
published by the authors are the result of their own study and do not 
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In addition to the 2 cases reported here, we have 
been able to find reports of 24 well-documented cases of 
this_ syndrome.- Only those cases that fulfilled the fol¬ 
lowing criteria were included: no evidence of cardiac 
disease; follow-up with serial electrocardiograms after 
cessation of the tachycardia; and well-demonstrable tran¬ 
sient T wave inversion in the absence of other electro¬ 
cardiographic changes suggesting cardiac disease. The 
Table-summarizes the findings in these reported cases 
and in the two recently observed by us. 

While the age of the patients varied from 13 to 60, 
most were under the age of 40, and the majority were 
males. 


I.A.M.A., Jan. 

real, since the patient with .paroxysmal ventricular tact- 
cardia, because of its seriousness, usually is studied m' 
thoroughly than the one with paroxysmal aurica? 
tachycardia. Serial electrocardiograms following alUv^- 
of tachycardia are necessary to determine this^oint^^ 
The duration of the tachycardia varied from a h 
minutes to 27 days. This had no relationship, howc\? 
to the magnitude or the duration of the T wave chanA 
In the case reported by Freundlich,=‘ an episode of ptt! 
oxysmal ventricular tachycardia lasting 10 minutes wj; 
followed by inversion of T, and T, for a period of tlirec 
weeks. On the other hand, the case of paroxysmal ven¬ 
tricular tachycardia reported by Dubbs and Parmel-' as 


Summary of Previously Reported Cases of Transient T Wave Inversion Following Tachycardia 


Patient’s 


Author 


Campbell, JI. & Elliott s" 


Oossio, Sabathic, & Bcrconsky 
Campbell == . 


Currie . 

Dubbs & Parmet 2'-' 

Geiger . 


Oossio, Vedoya, & Boreonsky^: 
Zimmerman . 


Jolys* . 
Solars “J 


Smith sii. 

Preundlich 
Videla ... 


Etala & Berreta 


Schulten . 

Essel =>' . 

Smith “a . 

Myerson, R. M. 


& Clagett, A. H.. 


Tachycardia 


Leads with 



- V 

f 

_ 

T Wave 

Duration of 


Age 

Sex 

Type 

Duration 

Inversion 

Changes 

Remarks 

"Young” 

JX 

PVT 

< 24 hr. 

1 

Gradual return 
to normal 

Short P-R; prolonged QK 

S3 

M 

PVT 

< 24 hr. 

2,3 

< 47 days 


21 

M 

PVT 

10 days 

1 

< 21 days 


39 

M 

PVT 

17 days 

2, 3 

11 days 

Died during attack at age 


M 

PVT 




45; autopsy negative 

13 

30 hr. 

2, 3 

40 days 


f -15 

F 

PAT 

3 day.4 

3 

3 days 



F 

M 

PAT 

PVT 

C days 

4 days 

1,2,3 

2,3 

7 days 

10 days 

Short P-R; prolonged QRS 

13 

F 

PVT j 

f 36 hr. 

2,3 

< 30 days 

Patient had two attacks at 


[ 3 hr. 

2,3 

< 28 days 

a lO-month interval 

52 

M 

PVT 

21 days 

2,3 

4 days 


33 

M 

PAT 

[ 44 hr. 

2,3 

< 3.1 days 

Patient hud two attacks at 

1 9 hr. 

2,3 

> 12 days, 

< 26 days 

45 days 

a 10-ycar interval 




18 

M 

PVT 

23 days 

1, 2, 8 


47 

P 

SV 

11% hr. 

1.4f 

2 days 

Mild hypertension; inodcralo 







arteriosclerosis 

3,1 

SI 

PVT 

9 days 

2, 3 

< 21 days 


40 

M 

SV 

2% days 1, 2, 3, CR l-c 

> 22 days 







< 28 days 




PVT ■ 

( 4 days 

All 

57 days 

Three separate nttneks ob- 

23 

SI 

21 hr. 

All 

15 daj’s 

served in same patient 




i 20 hr. 

2, 3 

12 days 

so 

M 

PVT 

9 hr. 


9 days 



F 

PVT 

10 min. 

2, 3 

3 weeks 


. GO 

St 

PVT 

22 hr. 

1, CR 3-6 

28 days 


00 

Not 

given 

Nod 111 

“Slinutos” 

3, CR 1-3 

10 days 


21 

SI 

PVT 1 


1, 2, 3 


Two attacks in same patient. 
Autopsy following 2d at- 


1,2, 3, CR4-6 








tack revealed nonaalheart 

27 

M 

PVT 

7 

CO 

20 days 


25 

SI 

PVT 

19 days 

2, 3 

12 days 


29 

SI 

PVT 

26 hr. 

2,3 

< 21 days 


32 

M 

PAT 

14 hr. 

Vi-Vo, lo-w 

4 days 


•24 

M 



in 1 . 2 ,3. 

11 Vi, aVf 





PAT 

10 hr. 

2, 3, aVf, Vc, 

> 3 days 






Vo, low in 

< 23 days 






1 and Vi 




Abbreviations; 


PVT is Paroxysmal Ventricular 


Tachycardia; PAT is Paroxysmal Auricular Tachycardia; SV is Supraventricular. 


Transient T wave inversion followed paroxysmal ven¬ 
tricular tachycardia in 18 cases, paroxysmal auricular 
tachycardia in five, “supraventricular” in two, and nodal 
in one. This relationship may be apparent rather than 


1. {a) Campbell, M., and EUtotl, G. A.: Paroxysmal Tachycardia: 
Etiology and Prognosis of 100 Cases, Brit. Heart J. 1: 123, 1939. (b) 
Cossio, P.; Gonzalez Sabathie, L., and Bcrconsky, I.: Alteraciones del 
segmento S-T de la onda T durante o despu^s de crisis prolongadas de 
taquicardia paroxistica. Rev. argent de cardiol. 8: 168, 1941. (c) Camp¬ 
bell, M.; Inversion of T Waves After Long Paroxysms of Tachycardia, 
Brit. Heart 3. 4; 49, 1942. (d) Currie, G. M.: Transient Inverted T Waves 
After Paroxysmal Tachycardia, ibid. 4: 149, 1942. (e) Dubbs, A. W., and 
Parmet, D. H.: Ventricular Tachycardia Stopped on the Twenty-First Day 
by Giving Quinidine Sulfate Intravenously, Am. Heart 3. a4’. 272, 1942. 
(/) Geiger, A. J.: Electrocardiograms Simulating Those of Coronary 
Thrombosis After Cessation of Paroxysmal Tachycardia, ibid, 26:555, 
1943. .(g) Cossio, P.; Vedoya, R., and Bcrconsky, I.: Modificaciones del 
electrocardiogratna despues de ciertas crisis de taquicardia paroxistica. 
Rev. argent, de cardiol. 11: 164, 1944. (/i) Zimmerman, S. L.: Transient 
T-Wave Inversion Following Paroxysmal Tachycardia, J. Lab. & Clin. 

(Footnote 2 continued on next page) 


lasting for 21 days was followed by inversion of To and T 
for only four days. 

It is difficult to evaluate the various patterns of T wavi 
inversion because many of these cases were repottei 
before multiple chest leads and unipolar electrocardios 
raphy were used. There seems to be a predominance o51 
“posterior” pattern; that is, of inverted T waves in lead 
2 and 3. This occurred in 15 cases. Five cases showe 
what might be considered as an “anterior” pattern; tha 
is, T wave inversion in lead 1 and the chest leads. Th 
remainder of the cases showed a mixed pattern of 
wave inversion. 

No other consistent electrocardiographic changes hav 
been noted. In a few instances transient and minor dc 
pression of the S-T segment has been mentioned. In' 
very careful study, Videia pointed out that the pro 
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•jongation of the Q-T interval, often considered part of the 
post-tachycardia syndrome, was present only in cases 
where quinidine had been used. In no case has there been 
•any change, such as the development of Q waves, in the 
QRS complex. 
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Fig. 1,—Limb leads (Case 1) showing serial electrocardiograms before 
and after tachycardia. 


The mechanism of post-tachycardial T wave inversion 
is unknown. Cossio and others attributed the changes 
to “enlargement of the heart or right ventricular strain.” 
Currie =“ postulated that the changes were caused by a 
“completely reversible process indicating some degree of 
exhaustion or strain of the heart muscle.” Dubbs and 


Cossio, Vedoya and Berconsky and later Smith 
emphasized the fact that post-tachycardial changes oc¬ 
curred most frequently after ventricular tachycardia, and 
they postulated that the changes were based on gradually 
diminishing activity in the automatic focus responsible 
for the ventricular tachycardia. Anaphylactic and auto¬ 
nomic factors have also been mentioned. 

The problem remains unsolved. It seems likely that 
tachycardia affects repolarization in a manner similar to 
smoking or the drinking of cold water. It is not known 
why some respond to these stimuli in this manner while 
the majority do not. 

REPORT OF CASES 

Case 1.—A white man, aged 32, was first seen Feb. 23, 1949, 
with a history of innumerable attacks of rapid heart action, one 
of which showed electrocardiographic evidence of paroxysmal 
auricular tachycardia. The episodes occurred for no apparent 
reason and lasted from three to six hours, subsiding spontane¬ 
ously. Just prior to being seen he had noticed some increase in 
the frequency of his attacks, the last occurring on Feb.-7, 1949. 

Past history revealed a left nephrectomy in 1942 following 
trauma. Postoperatively he had an attack of homologous serum 
jaundice. 

Physical examination was within normal limits, except for a 
well-healed left nephrectomy scar. The heart was not enlarged, 
the rhythm was regular with a rate of 80 per minute, and there 
were no murmurs. The blood pressure was 118/80. 



Fig. 3.—Strip of lead 2 (Case-1) showing paroxysmal auricular tachy¬ 
cardia (March 30. 1949). 


2-23 3-31 3-31 4-1 4-4 

AM PM 



Fig. 2.—Chest leads (Case I) showing serial electrocardiograms before 
and after tachycardia. 

Parmet =“ attributed the transient T wave inversion to 
“fatigue and exhaustion of the myocardium resulting 
from prolonged tachycardia.” Geiger offered the hy¬ 
pothesis of “myocardial ischemia associated with a 
sharply diminished output.” 


Laboratory studies, including complete blood cell count, 
urinalysis, liver and renal function tests, blood cholesterol, and 
basal metabolic rate, were all within normal limits. Roentgeno¬ 
gram of the chest revealed no findings of significance. An elec¬ 
trocardiogram made on Feb. 23, 1949, (Figs. 1 and 2) was in¬ 
terpreted as showing an inverted T wave in lead Vr, this was 
considered to be within normal limits. 

The patient was readmitted to the hospital on March 30, 
1949, complaining of palpitation and apprehension of about 10 
hours’ duration. Physical examination revealed a heart rate of 
180 per minute. The rhythm was regular and the electrocardio¬ 
gram showed evidence of paroxysmal auricular tachycardia 
(Fig. 3). Carotid sinus and eyeball pressure were ineffectual in 
relieving the tachycardia, and he was given 3 grains (0.194 gm.) 
of quinidine followed by 6 grains (0.389 gm.) three hours later. 
Shortly thereafter, his pulse rate fell to 96 per minute. The total 
duration of the attack was 14 hours. 

An electrocardiogram made shortly after conversion to nor¬ 
mal sinus rhythm revealed inverted T waves in leads V, through 
Vo, and T waves of low voltage in leads 1, 2, 3, aVi, and aVr. 
Neither S-T changes nor Q waves were present. Serial electro- 


Med. : 598. 1944. (i) Joly, F.: Deformation ^lectrocatdiographique 
transitoire apres acces tachycardiques paroxystiques, Arch, des mal du 
Coeur 37; 42, 1944. (/) Solarz, S. D.: So-Called “Infarction Type” Elec¬ 
trocardiographic Changes Following Paroxysmal Tachycardia, Ann. Int. 
Med. 27:447, 1947. (fc) Smith, L. B.: Paroxysmal Ventricular Tachy¬ 
cardia Followed by Electrocardiographic Syndrome with Report of Case, 
Am. Heart J. 32 : 257, 1946. (f) Freundlich, J.: Paroxysmal Ventricular 
Tachycardia, ibid. 31: 557, 1946. (m) Videla, J. G.: El smdromc electro- 
cardiografico Post-Taquicardico, Rev. argent, de cardiol. 14:30, 1947. 
(n) Etala, F., and Berreta, J. A.; Estudio anatamo-Cllnico de un caso de 
sindrome elcctrocardiografico post-taquicardico, ibid. 15: 133, 1948. (o) 
Schulten, H.: Ueber 2 Fiille von paroxysmaler Tachykardie mit eigen- 
artigen elcktrocardiographischen Folgcerscheinungen, Ztschr. f. Krcislauf- 
forsch. 34: 104, 1942. (p) Essel, L.; Alterations transitoires de Pelectro- 
cardiogramme apres des crises de tachycardie ventriculaire paroxysiique, 
thesis, Paris, 1945. (q) Smith, J. G.: The Electrocardiographic Syndrome 
Following Paroxysmal Tachycardia, Ann. Int. Med. 31:504, 1949. 
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showed a rapid return to a normal configuration, 
although T wave inversion persisted in V,. Apparently this is 
normal for this patient. 

In the past 16 months the patient has continued to have bouts 
of paroxysmal auricular tachycardia. One of these was followed 
electrocardiographically and again transient inversion of T 
waves Was noted following cessation of the tachycardia. 

It should be noted that any of the electrocardiograms made 
within 48 hours of the tachycardia might be interpreted as being 
caused by myocardial disease. The rapid return to normal and 
the lack of S-T segment and Q wave changes are presumptive 
evidence of the benign nature of these changes. 

Case 2.—A white man, aged 26, was admitted to the hospital 
on May 6 , 1950, complaining of the sudden onset of shortness 
of breath, palpitation, weakness, and apprehension about four 
hours prior to entry. He stated that he had had two similar, 
though shorter attacks, in 1944. 

Past history was noncontributory. Physical examination was 
normal except for a heart rate of 160. The rhythm was regular, 
the heart normal in size, and there were no murmurs. The blood 
pressure was 120/80. 

Results of routine laboratory studies including roentgeno¬ 
gram of the chest were normal. An electrocardiogram on admis¬ 
sion showed evidence of paroxysmal auricular tachycardia. 

Vagal stimulation was ineffective. Three grains of quinidine 
were given orally three hours prior to the cessation of the at¬ 
tack, the duration of which was 10 hours. 

An electrocardiogram taken shortly after conversion to normal 
sinus rhythm revealed inverted T waves in leads 2, 3, aVi^, 

Vc and Vo, and T waves of low amplitude in leads 1 and V 4 . No 
change in S-T segment or Q waves was noted. 

On May 8 , 1950, thirty-six hours after admission of the 
patient to the hospital, the T waves were upright in leads Vs and 
Ve, though still inverted in leads 2, 3, and aVr. 

|LOn May 9, 1950, T waves were low but upright in leads 2 and 
»p, and flat in lead 3. 

r The patient was last seen on May 29, 1950, at which time the 
r waves were upright in all leads. 

SUMMARY 

The literature and previous case reports on T wave in¬ 
version following tachycardia are reviewed and two cases 
of T wave inversion after auricular tachycardia are 
presented. 

The shortness of the period during which the inversion 
lasts, and the lack of other cardiac abnormalities are pre¬ 
sumptive evidence of the benign nature of the changes 
after tachycardia. Paroxysmal auricular tachycardia is a 
common occurrence in young adults, and the sympto¬ 
matology of the attack may simulate myocardial infarc¬ 
tion. Since the electrocardiogram may show changes sug¬ 
gesting infarction, the physician may be misled into 
diagnosing a seripus myocardial lesion. Serial tracings 
will aid in'the proper evaluation of the electrocardiogram 
as a part of the total clinical picture and should reduce 
such errors of diagnosis to a minimum. 


Medical Research.—The uniformity of nature and the unity of 
science forbid us to circumscribe the content of medical re¬ 
search. By so much as man has a body, the methods and the 
knowledge of physics and chemistry are of primary importance 
to medical research. By so much as that body is alive, medical 
research finds all the fields of biology at least germane to its 
interests, and suggestive by analogies and comparisons. The sub¬ 
tleties of man’s thoughts and emotions and the far reaches of 
his spirit . . . extend the bearing of medical research in 

other directions or dimensions. Nor is medical research liinited 
at all to the study of disease. The very unity of science justifies, 
where, indeed, it does not enjoin, the use of any science to extend 
and to refine our knowledge of the substance, the behavior, in 
short the nature of man.—Alan Gregg, The Furtherance of 
Medical Research, New Haven, Yale University Press, 1941, 
p. 2 . 


J.A.iM.A., Jan. 19 ^ j,,. 


CLINICAL NOTES 


ENTRANCE OF COMMON BILE DUCT iMo 
A DUODENAL DIVERTICULUM 

REPORT OF A CASE CORRECTED BY SURGERY 

H. Ml. Blegen, M.D. 

A. V. Swanberg, M.D. 

and 

W. B. Cox, M.D., Missoula, Mont. 

Cases in \7hich the common bile duct enters a duode¬ 
nal diverticulum are apparently exceedingly rare. Re- 
cently Collett, Tirman, and Caylor ^ reported a case in 
which this condition was recognized roentgenolos- 
ically by cholecystograms made after cholecystectomv 
and T-tube drainage of the common duct. In a review of 


Fig. ].—X-ray of upper-gastrointestinal tract revealing diverticulum h 
second portion of duodenum and deformity of duodenal cap due to ulcei. 



the literature these authors were able to find only five 
cases reported prior to 1949. In all of these the anomaly 
was found at autopsy. The following case, associated 
with a duodenal ulcer and a jejunal diverticulum, is of in¬ 
terest because the condition was cprrected surgically b) 
partial gastrectomy, excision of the duodenal diverticu¬ 
lum and a transplantation of the common duct into tbe 
cut end of the duodenum. 


REPORT OF CASE 

Patient A. R., a 65-year-oId white woman, was referred u 
the Clinic on Jan. 12, 1951, with a diagnosis of probable du& 
denal tumor. For four months she had had recurrent attacks c- 
mild midepigastric pain and distress in the right upper abdomin^ 
quadrant. The discomfort was described as a sensation of sw ¬ 
ing and pressure in the upper part of the abdomen “as if poc 
of gas were accumulating.” There was no apparent relations '] 
to food or meals. She had never been jaundiced, nor ha s 


From the Surgical Service of the Weslern Montana Clinic. „ 

1. Collett, H. S.; Tirman, W. S., and Caylor, H. D.: Roentgen ; 
ation of the Common Duct Entering a Duodenal Divcrticu u 
.gy 55: 72 (July) 1950. 
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noticed any blood in her stools. Her past history was noncon¬ 
tributory except for a mild attack of upper abdominal distress 
20 years previously, which lasted 24 hours and was thought to be 
due to gallbladder trouble. 

The patient was 151 cm. (4 ft., 11 Vi in.) tall and weighed 
49.9 kg. (110 lb.). Examination of the head, neck, heart, lungs, 
pelvis, and rectum revealed that all were essentially normal. 
The blood pressure was 160/90. Abdominal examination re¬ 
vealed slight epigastric tenderness but no palpable masses. The 
urine and hemoglobin were normal. The serum bilirubin was 
0.12 mg. per 100 cc. of serum. 

Roentgenograms of the upper gastrointestinal tract (W. B. C.) 
revealed a large lesion in the second portion of the duodenum, 
which was thought to be a diverticulum or tumor (Fig. 1). In 
addition, there was a deformity of the duodenal cap, thought to 
be due to an ulcer. The stomach was normal. Cholecystograms 
revealed a normally functioning gallbladder. Chest roentgeno¬ 
grams were normal. The preoperative diagnosis was probable 
duodenal tumor or diverticulum. 

Operation was performed on Jan. 17, 1951 (H. M. B.). The 
abdomen was opened through an upper right rectus “hockey- 
stick” incision. The liver, stomach, gallbladder, colon, and pelvic 
organs were normal. An active duodenal ulcer, 1 cm. in diameter, 
was found just distad to the pyloric ring, adherent to the under 
surface of the liver. A duodenal diverticulum about the size of 
a hen’s egg was found projecting to the right from under the 
lateral margin of the duodenal curvature. (Fig. 2). The common 
duct was not dilated or thickened; it did not contain stones. 
Examination of the small bowel revealed a smaller jejunal di¬ 
verticulum on the antimesenteric border of the jejunum about 
2 in. (5 cm.) below the ligament of Treitz. The lateral peritoneal 
reflection was incised and the duodenum mobilized and rolled 
medially. The diverticulum was dissected and freed from the 
surrounding retroperitoneal connective tissue. The neck of the 
sac was found to enter the duodenum on the posterior wall of 
the second portion in the usual location of the ampulla of Vater. 
The terminal portion of the common duct, however, entered the 
diverticulum about 1.5 cm. above this point. The neck of the 
sac was divided between clamps flush with the duodenal wall. 



FiR. 2.—DiaRram showing jejun.-vl and duodenal diverliculi with common 
duel cnicrinp the l.atter. (/) Duodenal diverticulum; (2) duodenal ulcer; 
(.r) jejunal divcrticuluni; entrance of diverticulum into duodenum; (5) 
entrance of common duct into diverticulum. 


and the duodenal defect was closed by interrupted silk sutures. 
The common duct was then divided near its attachment to the 
diverticulum, and the diverticulum w-as removed. A 70% partial 
g.astrcctomy was then done, and after resection the common duct 
was anastomosed to the cut end of the duodenal stump over a 
small rubber catheter which had previously been inserted into 
the duct at a higher level. As a precautionary measure, the gall¬ 
bladder was anastomosed to the duodenum at a lower level. 
Intestinal continuity was then reestablished by a posterior Polya 


anastomosis at the site of the jejunal diverticulum, which was 
removed in making the anastomosis (Fig. 3). Two Penrose drains 
and the small biliary catheter were brought out through a right 
lateral stab wound; the abdomen was closed in layers. 

Examination of the surgical specimen revealed a thin-walled 
sac about IVz in. (6 cm.) in diameter filled with bits of hair, 
vegetable fiber, and barium. The inner wall of the sac was some¬ 
what trabeculated, containing sharply demarcated punched-out 



Fig. 3.—Postoperative anatomic relations of gallbladder, common duct, 
and duodenum: (7) anastomosis between common duct and cut end of 
duodenal stump; (S) cholecystoduodcnostomy; (9) gastrojejunostomy; (JO) 
biliary catheter. 


defects, which were probably secondary diverticula. The mucosal 
lining was that of the duodenum, but the sac lacked a serosal 
layer. 

The postoperative course was uneventful. Nasogastric suction 
was maintained for five days; then fluids and foods by mouth 
were gradually increased. The common duct tube was clamped 
intermittently and finally removed on the 16th postoperative day. 
The patient was dismissed from the hospital on the 21st post¬ 
operative day. Subsequent examinations revealed the patient to 
be in good health. 

COMMENT 

Since 65% of all duodenal diverticula occur in the 
second portion of the duodenum near the ampulla of 
Vater, it is surprising that entrance of the common bile 
duct into a duodenal diverticulum does not occur more 
frequently. Because of the silent nature of duodenal di¬ 
verticula in general, and the difficulties in demonstrating 
their relationship to the ampulla, it seems probable that 
many of these anomalies are overlooked. The lesions in 
all six cases previously reported were discovered only 
after painstaking effort—five by autopsy and one by re¬ 
peated cholecystograms. The symptoms in this case were 
minimal; exploration was finally advised because of the 
possibility of a duodenal tumor. Ordinarily the ulcer 
would have been treated first by a medical regimen. 

It is interesting to speculate on the relationship be¬ 
tween the ulcer and the diverticulum. It seems probable 
that the accumulation of bile in the diverticulum may 
have interfered with the proper neutralization of the 
gastric juices in the first portion of the duodenum, making 
the mucosa in that area more susceptible to autodigestion 
and ulceration. 

SUMMARY 

An unusual case of a common bile duct entering a 
duodenal diverticulum and an associated duodenal ulcer 
is reported. To our knowledge this is the first reported 
case in which this'condition was recognized at surgical 
exploration and successfully repaired, 

Owen and W. Broadway (Dr. Swanberg). 
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CALCINOSIS—MILLER ET AL. 

CALCINOSIS DUE TO TREATMENT OF 
DUODENAL ULCER 

Joseph M. Miller, M.D. 

Irving Freeman, M.D. 

and 

William H. Heath, M.D., Fort Howard, Md. 

In 1949, Burnett, Commons, Albright, and Howard ^ 
reported six cases of hypercalcemia, calcinosis, and 
renal insufficiency, without hypercalciuria or hypophos¬ 
phatemia, in patients with a history or symptoms of pep¬ 
tic ulcer,' who had received excessive amounts of milk 
and absorbable alkali. The following case demonstrates 
many of the features of this syndrome. 

REPORT OF A CASE 

A 41-year-old white man was admitted to the Veterans Ad¬ 
ministration Hospital, Fort Howard, Md., on June 26, 1949, 
complaining of weakness, nausea, and vomiting, of three to four 
days’ duration. He had noted epigastric pain in September, 1942, 
while in the United States Navy. Relief had been obtained from 



Drawing of iris and limbus as region appeared through slit lamp. 
Calcium deposits from irregular crescents between 2 and 4 and 7 and 9 
o’clock. 

self-medication with about a quart of milk a day. He was ad¬ 
mitted to a hospital while in service for pain and swelling of the 
left arm. While there he asked for sodium bicarbonate and milk 
to relieve his epigastric pain, and investigation revealed a duo¬ 
denal ulcer. The patient was put on a Sippy No. 1 diet in Sep¬ 
tember, 1942, and then progressively advanced to other ulcer 
diets until January, 1943, when he was discharged from the Navy 
because of his duodenal ulcer. 

The patient returned to his civilian occupation and continued 
to eat a modified diet, but since he was not under the care of a 
physician, the nature of the modifications could not be deter¬ 
mined. He remained fairly well until March, when he experi¬ 
enced a return of mild epigastric pain. His milk consumption at 
that time averaged about four to five glasses a day, and he took 
about V 2 teaspoon of sodium bicarbonate every night and some¬ 
times twice a night. By the winter of 1944 he was taking at least 
one teaspoon of sodium bicarbonate twice a day. In December 


Reviewed in tHe Veterans Administration and published with the ap¬ 
proval of the Chief Medical Director. The statements and conclusions 
published by the authors are the reiult of their own study and do not 
necessarily reflect the opinion or policy of the Veterans Administration. 

1, Burnett, C, H.; Commons, R. R,; Albright, E., and Howard, J. E.; 
Hypercalcemia Without Hypercalcuria or Hypophosphatemia, Calcinosis 
and Renal Insufficiency, Syndrome Following Prolonged Intake of Milk 
and'Alkali, New England J. Med. 240 : 787-794 (May 19) 1949. 
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of 1948 extreme weakness, syncope, and the passace of t 
stools over a period of one week was noted. Rinid 
his diet afforded relief. 

A review of the patient’s past history did not reveal anyth'- 
unusual. There was no history of scarlet fever, frequent 
throats, facial edema, hematuria, oliguria, nocturia, headach' 
or visual disturbance. ’ ’’ 

Physical examination revealed a moderate degree of tend'- 
ness in the epigastrium. Numerous plaque-like formations weie 
found in the adjacent conjunctiva just' below the epithelium 
(Fig.). The fundi were normal. With the slit lamp, a heavy de- 
posit of calcium in the medial and lateral margins of both cor¬ 
neas was seen, the accumulation being heaviest in the limbus 
Band keratitis was not present. 

A moderate degree of anemia was found. The urine was alka¬ 
line, with a specific gravity of 1.001, and contained a trace of 
albumin and 2 to 3 erythrocytes per high power field. The serum 
calcium level was 9.2 mg. per 100 cc.; the chlorides, 380, and 
the phosphorus, 4.8. The carbon dioxide combining power was 
77 vol. %, and the alkaline phosphatase was 4.8 units per 100 cc. 
A roentgenogram of the lungs revealed a fibrocalcific area in tbe 
upper lobe of the right lung. A roentgenologic skeletal survey 
was normal. 

The patient was placed on a strict Sippy diet, and aluminum 
hydroxide and tincture of belladonna were administered to lb; 
point of tolerance. Rapid relief from symptorhs was obtained 
On July 7, 1949, the serum calcium level was 11.5 mg. per 10( 
cc.; the phosphorus, 3.2, and the chlorides, 460. The carbon di 
oxide combining power was 44 vol. %, Urinalysis was essen 
tially the same as upon the previous occasion. A gastrointestina 
series revealed a deformity of the duodenal cap and a modcrafi 
amount of gastric retention. A mottled, dense area of calcifica 
tion lay just above the transverse process of the fourth lumbai 
vertebra. 

Aspiration of fasting gastric contents on three occasions yieldci 
200 to 300 cc. of fluid containing 34 to 74 degrees of free hydro 
chloric acid. Tubercle bacilli could not be isolated from Ihi 
gastric contents. Repeated determinations of the nonproleii 
nitrogen content of the blood revealed a value as high as 232 
per 100 cc. The two-hour output of sulfobromophthalein w 
22.5%. The retrograde pyelogram was normal. 

In this case a definite, prolonged history of the intake of mill 
and absorbable alkali was obtained. Calcinosis was manifesltt 
by deposition of calcium in the eyes and in the lumbar region 
Hypercalcemia, normal serum phosphorus and serum alkalini 
phosphatase levels, mild alkalosis, and a severe degree of rena 
impairment were found. 

The treatment of choice for this patient was partial gastrcc 
tomy to cure the duodenal ulcer, although the risk of operalioi 
was greater than normal. A satisfactory decline of the value fo 
nonprotein nitrogen in the blood was noted during the perioi 
preparatory for operation. A partial gastrectomy was done 01 
Aug. 17. The postoperative course was uneventful, and the pa 
tient was discharged on Sept. 9. 

The patient was readmitted on Nov. 25 because a follotv-[)| 
roentgenogram of the lungs revealed a small area of infiitratioi 
in the left first interspace. He had not experienced symptom 
from the duodenal ulcer in the interim. The ocular calcific« 
posits were still present. The serum calcium level was 11.6 ms 
per 100 cc.; the phosphorus, 3.4, and the nonprotein nitrogcr 
38. The urine contained a trace of albumin, rare white bloo 
cells and occasional granular casts. Concentration of the unn 
to a maximum specific gravity of only 1.013 could be oblamK 
The sulfobromophthalein excretion was 40% in two hour 
Repeated gastric washings did not yield tubercle bacilli. 

Results of treatment for pulmonary tuberculosis were goO' 
Over a period of four months the patient gained 7.3 kg. (16 
in weight. His temperature and pulse rate were normal. Towat 
the end of this period, the two-hour excretion of sulfobron 
ophthalein increased to 53%. The maximum specific gravity | 
the urine was 1.013. The serum calcium level was 10 
100 cc.; the phosphorus, 4, and the nonprotein nitrogen, • 
No change occurred in the ocular deposits of calcium. The g 
tient was discharged on March 31, 1950, to be followe y 

local physician. , , . ^ 

After the treatment described, improvement in renal 
occurred, as evidenced by the return of the nonprotem ni c 
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' to normal limits and the increased excretion of sulfobromo- 
■ phthalcin in two hours. Residual renal damage was demonstrated 
. by the persistent low maximal specific gravity of the urine. The 
C value for the serum calcium returned to normal. Calcium deposi¬ 
tion in the eyes and in the lumbar region was not altered. 

SUMMARY ' 

A case of abnormal calcium deposition and hyper- 
, cakemia due to prolonged treatment of a duodenal ulcer 
with milk and absorbable alkali is reported. The duodenal 
ulcer was successfully treated by a gastric resection. 
' There was concurrent improvement in renal function. 
Veterans Administration Hospital (Dr. Miller). 


HYPEROSTOSIS FRONTALIS INTERNA 

; TWO CONTRASTING CASES 

Sherwood Moore, M.D. 
and 

Archie D. Carr, M.D., St. Louis 

It is assumed that the reader is familiar with the salient 
features of hyperostosis frontalis interna; therefore, dis¬ 
cussion of the condition and its accompanying symptom 
complex will be omitted. A full description can be found 
in Henschen’s classic monograph, “Morgagni’s Syn¬ 
drome.” 

The two case histories briefly given here are interesting 
beeause of their unusual courses, and the variation of 
development of the hyperostosis. 

REPORT OF CASES 

Case 1.—The first patient was admitted to the Barnes Hos¬ 
pital in March, 1928. She was a thin, white, 22-year-old married 
woman, complaining chiefly of a severe headache. On examina¬ 
tion a doubtful nystagmus and a slight bilateral increase of the 
patellar reflexes were observed. Lumbar puncture disclosed no 
abnormalities. The late Prof. Sidney Schwab suggested the diag¬ 
nosis of toxic irritation of the nervous system (frequently the 
symptoms associated with hyperostosis frontalis interna resemble 
those of mild chronic intoxication). A diagnosis of encephalitis 
was made, which was questionable. The patient was readmitted 
in November, 1936, for recurring upper respiratory infection 
and headache. At this time, there was nothing notable in the 



Fie. 1 (C,isc the skull in 1928. D, the skull in 1950. 


history. The patient entered the hospital again in April, 1940, 
for recurring upper respiratory infection and dizzy spells, which 
had been occurring for six weeks, and which had caused her to 
fall. She was admitted a fourth time in February, 1944, for 
hysterectomy for toxemia of pregnancy. There was a macrocytic, 
hyperchromic anemia, paresthesias, and slight incoordination of 
the extremities. 

The fifth and hast admission was in January, 1950. In the 
interim, the patient’s health had been fairly good. She entered 


because of a series of severe headaches, frontal and vertex in 
type, of sudden onset, and of one hour’s duration. These had 
been accompanied by an intense sense of fear and a rise in blood 
pressure to 200-f- mm. Hg, followed by tenderness over the scalp 
lasting for several days. There was a complicating, severely pain¬ 
ful subdeltoid bursitis with calcification on the left, and slight 
pain in the corresponding region of the right side. There were 
no other well-defined objective findings, except those in the 
roentgenograms of the skull. 



Fig. 2 (Case 2).—The skull. 


The roentgen examination in 1928 (Fig. lA) was reported 
as showing circumscribed areas of increased density in the fron¬ 
tal bone, with thickening of the orbital plate. At that time we 
had no knowledge of the condition now so widely known as 
hyperostosis frontalis interna. The syndrome consists of a more 
or less constant combination of headache, obesity, and func¬ 
tional disorders of the central nervous system. In women it is 
sometimes associated with a male distribution of facial hair- 
growth; this sign was absent in both cases reported here. 

The roentgenogram made in 1950, 22 years later (Fig. IB), 
showed the nodules of hyperostosis frontalis interna still present, 
combined with a diffuse hyperostosis of the vault of the skull. 
In the first film the orbital plate of the frontal bone was greatly 
thickened, whereas in the second film it was of normal thickness. 
At neither examination was there alteration of the sella turcica. 

Case 2.—^The second patient, a Negro woman, 55, has been 
under observation for approximately three years. She reported 
to the clinic because of intense, constant headaches, which she 
had experienced since the birth of her child eight years before. 
The objective findings were obesity and an extensive hypertrophic 
arthropathy of both knee joints, probably caused by her exces¬ 
sive weight; 311 lb. (141 kg.-j-). She was an unstable person but 
lacked any well-marked psychic deviation. At the first examina¬ 
tion roentgenograms of the skull showed nothing abnormal 
except a slightly enlarged, or “balloon” sella turcica. 

There was no evidence of hyperostosis. Three years later how¬ 
ever, well-defined hyperostosis frontalis interna was apparent 
(Fig. 2). This observation confirms the opinion of Dr. Carr 
that roentgen demonstration of hyperostotic changes in the skull 
is not essential to the diagnosis of metabolic craniopathy, the 
inclusive term for the four types of hyperostosis. 

COMMENT 

Here are two strongly contrasting cases; one a thin, 
22 -year-old white woman, and the other an enormously 
obese Negro woman 55 years of age whose symptoms 
began about the time of the menopause. Many writers 
are of the opinion that hyperostosis frontalis interna is 
a physiological process incident to the menopause. The 
first case study refutes this opinion, as does the fact that 
the condition, though rare, may be found in the male. 

Professor Emeritus of Radiology (Dr. Moore), and Assistant Professor 
of Clinical Neurology (Dr. Carr), AVashington University School of 
. Medicine. 


198 


CALCEVOSIS—MILLER ET AL. 


CALCINOSIS DUE TO TREATMENT OF 
DUODENAL ULCER 

Joseph M. Miller, M.D. 

Irving Freeman, M.D. 

and 

William H. Heath, M.D., Fort Howard, Md. 

In 1949, Burnett, Commons, Albright, and Howard ^ 
reported six cases of hypercalcemia, calcinosis, and 
renal insufficiency, without hypercalciuria or hypophos¬ 
phatemia, in patients with a history or symptoms of pep¬ 
tic ulcer,' who had received excessive amounts of milk 
and absorbable alkali. The following case demonstrates 
many of the features of this syndrome.' 

REPORT OF A CASE 

A 41-year-old white man was admitted to the Veterans Ad¬ 
ministration Hospital, Fort Howard, Md., on June 26, 1949, 
complaining of weakness, nausea, and vomiting, of three to four 
days’ duration. He had noted epigastric pain in September, 1942, 
while in the United States Navy. Relief had been obtained from 



Drawing of iris and limbus as region appeared through slit lamp. 
Calcium deposits from irregular crescents between 2 and 4 and 7 and 9 
o’clock. 


self-medication with about a quart of milk a day. He was ad¬ 
mitted to a hospital while in service for pain and swelling of the 
left arm. While there he asked for sodium bicarbonate and milk 
to relieve his epigastric pain, and investigation revealed a duo¬ 
denal ulcer. The patient was put on a Sippy No. 1 diet in Sep¬ 
tember, 1942, and then progressively advanced to other ulcer 
diets until January, 1943, when he was discharged from the Navy 
because of his duodenal ulcer. 

The patient returned to his civilian occupation and continued 
to eat a modified diet, but since he was not under the care of a 
physician, the nature of the modifications could not be deter¬ 
mined, He remained fairly well until March, when he experi¬ 
enced a return of mild epigastric pain. His milk consumption at 
that time averaged about four to five glasses a day, and he took 
about Vi teaspoon of sodium bicarbonate every night and some¬ 
times twice a night. By the winter of 1944 he was taking at least 
one teaspoon of sodium bicarbonate twice a day. In December 


Reviewed in tKe Veterans Administration and published with the ap¬ 
proval of the Chief Medical Director. The statements and conclusions 
published by the authors are the reSult of their own study and do not 
necessarily reflect the opinion or policy of the Veterans Administration. 

1. Burnett, C. H.; Commons, R. R.; Albright, F., and Howard, J. E.; 
Hypercalcemia Without Hypercalcuria or Hypophosphatemia, Calcinosis 
and Renal Insufficiency, Syndrome Following Prolonged intake of Milk 
and Alkali, New England J. Med. 240:787-794 (May 19) 1949. 


of 1948 extreme weakness, syncope, and the passage of i 
stools over a period of one week was noted. Ricid ■ 

his diet afforded relief. * 

A review of the patient’s past history did not reveal an tsa 
unusual. There was no history of scarlet fever, frequent 
throats, facial edema, hematuria, oliguria, nocturia headH-' 
or visual disturbance. ’ 

Physical examination revealed a moderate degree of tend' 
ness in the epigastrium. Numerous plaque-Hke formations \te-> 
found in the adjacent conjunctiva just' below the epitheli^ 
(Fig.). The fundi were normal. With the slit lamp, a heawd^ 
posit of calcium in the medial and lateral margins' of both co-^ 
neas was seen, the accumulation being heaviest in the limbcs 
Band keratitis was not present. ’ 

A moderate degree of anemia was found. The urine was alkj. 
line, with a specific gravity of 1.001, and contained a trace of 
albumin and 2 to 3 erythrocytes per high power field. The scrurj 
calcium level was 9.2 mg. per 100 cc.; the chlorides, 380, aid 
the phosphorus, 4.8. The carbon dioxide combining power wi; 
77 vol. %, and the alkaline phosphatase was 4.8 units per lOOcc 
A roentgenogram of the lungs revealed a fibrocalcific area in fe 
upper lobe of the right lung. A roentgenologic skeletal sunn 
was normal. 

The patient was placed on a strict Sippy diet, and aluminiin 
hydroxide and tincture of belladonna were administered to fe 
point of tolerance. Rapid relief from symptoms was obtaincil. 
On July 7, 1949, the serum calcium level was 11.5 mg. per 100 
cc.; the phosphorus, 3.2, and the chlorides, 460. The carbon di¬ 
oxide combining power was 44 vol. %. Urinalysis was essen¬ 
tially the same as upon the previous occasion. A gastrointestinal 
series revealed a deformity of the duodenal cap and a moderate 
amount of gastric retention. A mottled, dense area of calcifica¬ 
tion lay just above the transverse process of the fourth lumbar 
vertebra. 

Aspiration of fasting gastric contents on three occasions yielded 
200 to 300 cc. of fluid containing 34 to 74 degrees of free hydro¬ 
chloric acid. Tubercle bacilli could not be isolated from the 
gastric contents. Repeated determinations of the nonproleiir 
nitrogen content of the blood revealed a value as high as 232mj. 
per 100 cc. The two-hour output of sulfobromophthalcin ws 
22.5%. The retrograde pyelogram was normal. 

In this case a definite, prolonged history of the intake of ml 
and absorbable alkali was obtained. Calcinosis was manifested 
by deposition of calcium in the eyes and in the lumbar region, 
Hypercalcemia, normal serum phosphorus and serum alkaline 
phosphatase levels, mild alkalosis, and a severe degree of renil 
impairment were found. 

The treatment of choice for this patient was partial gastrec¬ 
tomy to cure the duodenal ulcer, although the risk of operation 
was greater than normal. A satisfactory decline of the value fo 
nonprotein nitrogen in the blood was noted during the period 
preparatory for operation. A partial gastrectomy was done on 
Aug. 17. The postoperative course was uneventful, and thepo' 
tient was discharged on Sept. 9. 

The patient was readmitted on Nov. 25 because a foliow'-up 
roentgenogram of the lungs revealed a small area of infiitralioo 
in the left first interspace. He had not experienced symptom* 
from the duodenal ulcer in the interim. The ocular calcific oo 
posits were still present. The serum calcium level was ll.oa'f 
per 100 cc.; the phosphorus, 3.4, and the nonprotein nitrogen 
38. The urine contained a trace of albumin, rare white b 
cells and occasional granular casts. Concentration of the umu 
to a maximum specific gravity of only 1.013 could be obtarae 
The sulfobromophthalcin excretion was 40% in two our> 
Repeated gastric washings did not yield tubercle bacilli- 

Results of treatment for pulmonary tuberculosis 
Over a period of four months the patient gained 7.3 kg. { 
in weight. His temperature and pulse rate were normal. 
the end of this period, the two-hour excretion of su 
ophthalein increased to 53%. The maximum specific gravi 
the urine was 1.013. The serum calcium level was iO 
100 cc.; the phosphorus, 4, and the nonprotein na 

No change occurred in the ocular deposits of calcium, 
tient was discharged on March 31, 1950, to be fol owe 
local physician. . ,, 

After the treatment described, improvement f 
occurred, as evidenced by the return of the nonprotem 
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'^'‘lender, 2 fingerbreadths below the costal margin. The spleen 
was not palpable. There was no obvious peripheral edema. The 
eyes showed a corneal arcus. Funduscopic examination dis¬ 
closed many tiny, yellow, and hemorrhagic areas of exudate. 
There was marked tortuosity, narrowing, and irregularity of 
the arterioles. The discs were normal. 

\\ The most striking laboratory observations on admission were 
' found in the blood. The peripheral white blood cell count was 
4,500, with an almost complete absence of neutrophils. There 
■'Was also a slight hypochromic anemia. The platelets numbered 
'.!380,000 per cubic millimeter. A sternal bone marrow study was 
;ialso abnormal, disclosing a preponderance of neutrophilic mye- 
.ilocytes. It was interpreted as showing a maturation arrest of 
the myeloid series (Sec figure). The results of peripheral blood 
'•and bone marrow examinations at various intervals during the 
'-patient’s hospitalization are shown in Tables 1 and 2. The uri- 
: nalyses were characterized by a heavy trace of protein and a 
-.specific gravity of not more than 1.016. Microscopic examination 
" disclosed many hyaline, fine, and coarse granular casts. Urinary 
■'tests for sugar were negative, and there was no Bence-Jones pro¬ 
tein in the urine. The serum chloride value was 534 mg. per 100 
cc.; serum cholesterol 422 mg. per 100 cc.; serum protein 4.7 
gm., with the albumin 2.05 gm. and the globulin 2.65 gm. per 
100 cc.; fasting blood sugar was 70 mg., and the blood urea 49 
‘ mg. per 100 cc. A blood Kahn test for syphilis was negative. An 
electrocardiogram indicated a depression of the RS-T segment 

• and inverted T wave in the standard leads. These findings were 

• interpreted as indicating digitalis effects superimposed on myo- 

• cardial ischemia. A roentgenogram of the chest showed evidence 
' of a small amount of fluid in both pleural cavities. The heart was 

moderately enlarged in all of its diameters. 

- It was now apparent that the patient was suffering from a 

■ blood dyscrasia. Therapy was therefore directed toward this dis- 

■ turbance. A whole blood transfusion of 400 cc. was slowly ad- 
•’ ministered, and three smaller transfusions of 250 cc. each were 
: given over the next 10 days. In addition, the patient received 
' 400,000 units of procaine penicillin and five units of crude liver 
: extract intramuscularly each day. Since mercury was suspected 
: as a possible cause for the blood disturbance, the use of mer¬ 
curial diuretics was discontinued, but the administration of all 
other medications used prior to admission (digitalis, multivitamin 
capsules, morphine injection, and pentobarbital sodium) was 

' continued. Improvement was soon observed in the peripheral 
blood (Table 1). The white cell blood count rose to 8,000 per cu. 
mm., the neutrophils, from almost total absence, rose to 61%, 
and the hemoglobin from 10.5 gm. to 16 gm. per 100 cc. In spite 
of this hematologic improvement, however, the problem of con¬ 
gestive circulatory failure remained. There was increased diffi¬ 
culty in breathing, and edema of the lower extremities was now 
evident. In the past, the patient had always responded with good 
diuresis following an injection of a mercurial. With some hesi¬ 
tation, realizing the risk of an allergic reaction, it was decided 
to continue this treatment but to avoid the particular kind of 
mercurial diuretic used just prior to admi.ssion. Accordingly, 
meralluridc injection was administered in 1 cc. doses intramus¬ 
cularly on Oct. 3 and Oct. 4, 1950. The temperature promptly 
rose to 101 F, and the patient was unusually restless and irritable. 
The peripheral blood on Oct. 6 showed a white blood cell count 
of 3,200 per cu. mm. with 6% neutrophils. The red blood cell 
count was normal, and the hemoglobin was 15.3 gm. per 100 cc. 
It should be pointed out that the blood cell count a few days 
before the administration of the meralluridc injection showed a 
white cell count of 8,000 per cubic millimeter with 45% 
neutrophils, and it should be emphasized that no other new medi¬ 
cation, except the mcralluride injection, was added during this 
period. Further blood counts over the next few days showed n 
prompt return to normality (Table 1). The circulatory state, how¬ 
ever, remained poor, and on Oct. 9, three and one-half weeks 
after admission, the patient suddenly went into left ventricular 
heart failure. He became ashen gr.ay; the pulse was rapid and 
thready. Oxygen and morphine were administered, and the digi¬ 
talis was increased. Although he gradually recovered from shock, 
there was further evidence of advanced congestive failure. On 
Oct. 17 mcrcaptomcrin was administered subcutaneously in a 
dose of 1 cc. The peripheral blood showed no significant changes, 
but the patient's general condition seemed somewhat improved! 
He was afebrile. After the last injection of mercaptomerin, a fair 


diuretic response was observed, but his general condition was 
still not satisfactory. He left the hospital against advice on Oct. 
20, and died of heart failure at home on Oct. 24. Autopsy was 
not performed. 

COMMENT 

Considering the importance and widespread use of the 
organic mercurial compounds, it is surprising that there 
have been only isolated observations of the bone mar¬ 
row in patients receiving this heavy metal. Agranulocy¬ 
tosis has been reported to follow the administration of 
such metals as gold, radium, arsenic, arsphenamine, 
neoarsphenamine, bismuth, radium, and radioactive 
substances.- The bone marrow apparently becomes 
sensitized to these metals and acts as a shock organ. 
Various patterns of the bone marrow have been described 
by different observers in agranulocytosis. Fitz-Hugh and 
Krumbhaar “ first called attention to the hyperplastic 
state of the bone marrow, with arrest of cell development 
at the myelocyte level. They used the term “maturation 
arrest” to describe this condition. Occasionally, however, 
an aplastic marrow is found, especially in fatal cases. As 



Photomicrograph of bone marrow showing a preponderance of myelo¬ 
cytes, (he so-called maturation arrest stage (X 234). 


Dameshek pointed out,-" the different patterns described 
in the bone marrow are probably due to the variations 
in the severity of the disease and to the fact that the 
observations of the marrow were made at different times 
in the course of the disease. 

A chronically ill patient receiving treatment for con¬ 
gestive circulatory failure is usually exposed to a multi¬ 
tude of medications. If in such a patient agranulocytosis 
develops it is not always easy to discover which drug is 
responsible. Agranulocytosis following the administra¬ 
tion of the mercurial diuretics is extremely rare, and to 
date there has been only one experience reported.^ Be¬ 
cause of this rarity the causal role of the mercurial 
diuretics was not considered in our patient until he was 

2. (fl) Dameshek, W.; Aetanulocytosis, Oxford Medicine, New "yoik, 
Oxford University Press. 1949, vol. 2, chap. 22a. p. 848. (6) Krackc, R. R., 
and Carver, H. E.; Diseases of the Blood and Atlas of Hematology with 
Clinical and Hematologic Descriptions of the Blood Disc.ascs Including a 
Section on Technic and Terminology, chap. 12, Philadelphia, J. B. Lippin- 
cott Company, 1937. 

3. Fitz-Hugh, T., Jr., and Krumbhaar, E. B.: Myeloid Cell Hyper¬ 
plasia of the Bone Marrow in Agranulocytic Angina, Am. 3. M, Sc. 
183: 104, 1932. 

4. Bender, C, E.; Hoxscy. R, J., and DeMarsh, Q. B.: Neutropenia in 
a Patient Treated with a Mercurial Diuretic and Its Response to BAL, 
Ann. Int. Med. 32: 12S3. 1950. 
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admitted to the hospital. The common causes of agranulo¬ 
cytosis, such as sensitivity to the aminopyrine or sulfona¬ 
mides, were carefully considered, but there was no his¬ 
tory of any recent exposure to these drugs. Of course, 
the patient may have taken some aminopyrine com¬ 
pound without our knowledge, but we believe this to be 
unlikely, since all the medication was dispensed under 
the guidance of either a physician or a nurse. In this case, 
a relationship to the mercurial diuretics seemed plausible 
for the following reasons. On admission to the hospital, 
when the patient showed profound neutropenia, the only 
drug that was discontinued was the mercurial diuretic. 
A prompt recovery followed. This improvement was, of 
course, probably enhanced by the blood transfusions and 
antibiotics. Later, when the blood was again normal, a 
mercurial diuretic was administered. A dramatic drop of 
the neutrophils was again demonstrated. There was also 
an associated general body reaction, with a slight rise in 
temperature. 


reduction of the neutrophils is diagnostic i 
cytosis. Usually there is little or no anemi, 
platelets are normal. However, since such p.', 
chronically ill, an unrelated mild anemia may be 
Three types of mercurial diuretics were’used ; 
patient to promote diuresis, namely mersahi 
theophylline injection, meralluride injection, and liier 
tomerin sodium. The neutropenia was observed v' 
the patient was receiving mersalyl and theophylline inj 
tion and again demonstrated after'the use of merallur 
injection, but it was not seen when niercaptomc 
sodium was prescribed. Mercaptoraerin sodium 1 
been used successfully almost continuously for one ye 
Chemically, mercaptomerin sodium differs from 
other two preparations in that the theophylline radi 
is replaced by a mercaptide. It is interesting to note t 
experimentally, mercaptomerin sodium has been foi 
to be 160 to 200 times less toxic when administered ini 
venously in animals.® 


Table 1. —Peripheral Blood Cell Counts During Hospitalization 


Hgb.,» 

Gm./ RBC 

Date 100 Oe. (X 10») 

9/13. 10.5 3.8 

9/14.11.9 4.0 

9/18. 14,0 4.G 

9/20. 14.3 4.6 

9/23. 10.0 4.8 

10/ 1. 13.8 3.04 

10/ 3. 

10/4. 

10/ 6. 15.3 5.02 

, 10/9..;. 

10/11. 13.8 4.8 

, 10/14. 11.8 4.2 

■ 10/17. 11.8 4.0 

/18. 11.S 4.0 

J/19. 11.8 

' 10/20. 13.2 4.0 


WBC 

Seg¬ 

mented 

Poly- 

morpho- 

nuclcars 

Band 

Cells 

Myelo¬ 

cytes 

Lympho 

cytes 

4,500 

2 

2 

.. 

70 

4,100 

5 

2 

12 

07 

5,500 

7 

1 

6 

59 

5,300 

19 

7 

2 

53 

7,500 

50 

U' 


30 

8,000 

44 

1 


42 

3,200 

6 

•• 


94 

24,000 

72 

22 


0 

14,000 

87 

3 


10 

29,400 

78 

15 


17 

13,500 

87 

2 


10 


70 

20 


2 

13,000 

75 

5 


17 

14,500 

73 

3 


20 


Mono¬ 

cytes 

Eosino¬ 

phils 

Baso¬ 

phils 

Remarks t 

19 

.. 

1 

Mercurial diuretics 

14 



omitted; aatibl- 

27 . 

.. 


otics, liver extract. 

18 



and four trans- 

9 - 

. . 


fusions adraln- 

12 

I 


Istcred 




1 cc. meralluride ad¬ 
ministered 


•• 


1 cc. meralluride ad¬ 
ministered 


1 


1 cc. mercaptomcrla 
administered 


s 




1 

1 

Died 10/24/50 


* Photoelectric technique. t Platelet count 9/13/30: 380,000 per cubic millimeter. 


The outstanding symptoms in our patient were the 
debilitating fatigue and malaise. In a patient receiving 
mercurials, these symptoms may direct the clinician to 
the possibility of a salt depletion syndrome. The high 
temperature and acute sore throat commonly present 
' in agranulocytosis were not present in our patient. The 
i importance of doing routine blood cell counts in such a 
! case is obvious. Regardless of how recently a blood cell 

1 count has been taken, this study should be repeated if 

i unusual weakness or signs of sepsis develop. A marked 
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I ! Report of 3 Cases, with Electrocardiographic Studies in 2, J. A. M. A. 

: ( 128:12 (May 5) 1945. Kline, E. M., and Seymour, W. B.: Systemic 

; \ Reactions to Mercurial Diuretics, Am. J. M. Sc. 203: 874, 1942. Ben- 

I.., i Asher, S.; On the Toxicity of the Mercurial Diuretics; Observations on 

ij \ 18 Cases with Suggestions for the Prevention of Toxic Reactions, Ann. 

I \ Int, Med. 25 : 711, 1946. 

. I T Ocrow, H. A.; Acute Mercury Poisoning Following the Use of 

I' i (^^arsalyl), in Medical Papers Dedicated to Henry Asbury 

j ; Christian, Bailimore, The Wavetly Press, 1936, p. 261. 


The various untoward effects observed after admi 
tration of mercurial diuretics follow no set pattern 
are caused by several mechanisms. Clinically, a i 
variety of reactions have been observed.® Acute i 
curial poisoning is extremely rare.'^ The immediate I 


Table 2. —Bone Marrow Counts 

Promyelocytes. 

Myelocytes. 
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Polymorphonuclear neutrophils 

Eosinophils. 

Basophils. 
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'•mobilization of digitalis, water, and electrolytes. The 
■'■salt depletion syndrome may result from a too vigorous 
'-dehydrating program.® A number of reactions also result 

■ from an allergic response to a specific organic compound. 
■'Many nonfatal reactions, such as urticaria, dermatitis, 
Tever, and bronchial asthma, may be examples of this 
■^type of response." Changing from one preparation to 
■another is often sufficient to abolish the reaction, but not 
necessarily so. In this regard, Fox, Gold, and Leon"'* 

•idescribed an allergic disturbance following the intra- 
venous use of mercurophyllin injection (mercupurin,® 
mow known as mercuzanthin®) and again following use 
;of a mercurophyllin suppository. Only mild reactions, 

■ however, were encountered after use of mersalyl and 
inorganic mercurials. 

Because of the beneficial effects of dimercaprol injec- 
! tion (BAL) in arsenic and mercury poisoning, Bender, 

: Hoxsey, and DeMarsh ■* used it in the treatment of a 
patient with neutropenia following mercurophyllin ad¬ 
ministration. A striking improvement was noted in both 
the peripheral blood and the bone marrow following the 
' use of dimercaprol. However, since agranulocytosis 
sometimes responds favorably once the offending drug 
itself is discontinued, one cannot be positive of the role 
of dimercaprol in effecting the response. Moreover, the 

■ reaction is more in the nature of an idiosyncrasy than 
direct mercurial poisoning. 

SUMMARY AND CONCLUSIONS 

An unusual depression of the white blood cells is 
reported in a patient under treatment for congestive cir¬ 
culatory failure with mercurial diuretics. Mersalyl and 
. theophylline injection (solution salgyran®-theophylline) 
and meralluride injection (“mercuhydrin”) were believed 
to be responsible for this reaction, which was not ob¬ 
served following the use of mercaptomerin (thiomerin®) 
sodium. At the height of the disorder, the peripheral 
blood was characterized by severe neutropenia and the 
bone marrow by a maturation arrest of the granulocyte 
series at the myelocyte stage. The mercurial diuretics 
should be added to the list of drugs capable of producing 
agranulocytosis. 

100 Central Ave. (Dr. Silverman). 

8. Schtoeder, H. A.; Renal Failure Associated with Low Extracellular 
Sodium Chloride; Low Salt Syndrome, J. A. M. A. Idl: 117 (Sent 10) 
1949. 

9. (o) Scherf. D., and Boyd, L. J.: Cardiovascular Diseases, Phila¬ 
delphia, ]. B. Lippincott Company, 1947, (*) Fox, T. T.; Gold, H., and 
Leon, J.; Hypersensitiveness to a Mercurial Diuretic, with Observations 
on Us Mechanism, J. A. M. A. 119: 1497 (Aug. 29) 1942. 

Aurcomj’cin and the Intestinal Flora_^The diarrhea observed 

in patients treated with aureo'mycin for a period of three or 
more days may not be a toxic manifestation of the drug, but 
rather an e.\pression of the profound effect this drug has on 
the intestina! flora. In this respect it is similar to terramycin, or 
for that matter, any combination of chemotherapeutic agents 
that arc markedly active against both gram-positive and gram¬ 
negative aerobic and anaerobic bacteria of which the intestinal 
flora,arc comprised. Oftentimes, patients treated with these 
broad spectrum antibiotics for a period of three days or more 
show nothing but pure cultures of yeast in their stools. Not in¬ 
frequently the stools become loose, lose their normal odor, and 
the patient complains of pruritus ani. The latter is probably due 
to the abnormal shift of the bacteria flora to the acid-producing 
yeasts.—Henry Welch, M.D., Pharmacology of Antibiotics 
Journal oj the History of Medicine and Allied Sciences, Summer! 


GENERALIZED URTICARIA WITH 
ELECTROCARDIOGRAPHIC CHANGES 
SIMULATING MYOCARDIAL INFARCTION 

Robert F. Foster, M.D. 
and 

James D. Layman, Jr., M.D., Seattle 

A review of the literature reveals that acute cardiac 
manifestations in association with urticaria are uncom¬ 
mon; however, it has been observed that definite cardiac 
changes may accompany allergic reactions. The report 
of the following case illustrates electrocardiographic 
changes simulating myocardial infarction that occurred 
during the course of urticaria. 



Fig, 1.—Electrocardiogram in case reported on admission of patient. 

REPORT OF A CASE 

History. —A white woman, 65, entered Providence Hospital 
on April 13, 19^46, with the complaint of shortness of breath 
and hives. For the preceding two weeks her family physician had 
treated her with intravenously administered “cincosal” (sodium 
cinchophen, 1 gm., sodium salicylate, 1 gm., and sodium iodide, 
0.5 gm., in 20 cc.) for arthritis. The contraindications to the use 
of “cincosal” are stated to be impaired heart action, syphilis, liver 
impairment or susceptibility to liver disease, tuberculosis, or 
thyroid disease. This was the only medication. Seven days before 
admission she noted itching of the scalp followed by a rash at 
the hairline. On the same day she was vaccinated for smallpox, 
and hives later developed over the entire body. “Cincosal” injec¬ 
tions were continued. On the day of admission she suddenly 
experienced shortness of breath but had no chest pain or dis¬ 
comfort. The past history was noncontributory, and there had 
been no allergic manifestations in the past. 

Clinical Observations. —Examination revealed a dyspneic, 
obese and cooperative white woman with a temperature of 98 F. 
The blood pressure was 140/90 and pulse 80, regular. There was 

From the Department of Cardiology! Providence Hospital. 
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a generalized urticarial rash of moderate intensity on the arms 
and trunk. The chest was symmetrical, with equal bilateral ex¬ 
pansion. There was slight dulness and rales in the bases poster¬ 
iorly. The heart tones were good. The heart size could not be 
determined on physical examination because of obesity and large 
breasts. The abdomen was normal except for pronounced obes¬ 
ity. Otherwise the general examination was essentially normal. 

Laboratory Datq .—Initial laboratory tests revealed hemo¬ 
globin 82.7% (12 gm.), erythrocytes 4,080,000, leucocytes 8,100, 
polymorphonuclear neutrophls 73%, eosinophils 2%, lympho¬ 
cytes 19%, and monocytes 6%. A voided urine specimen showed 
a specific gravity of 1.021, pH 7.9, no sugar or albumin, pus cells 
2 to 4 per high-power field, along with a few epithelial cells, 
bacteria, and amorphous material. A miniature roentgenogram 
of the chest, taken April 16, 1946, was reported negative, and a 
Graham-Cole test, taken April 14, 1946, revealed a normally 
functioning gallbladder. An electrocardiogram (Fig, 1) taken 
on the second day after admission indicated complete auriculo- 
ventricular dissociation, with an auricular rate of 94 and ventri- 



Fig. 2.—Electrocardiogram in case reported 14 days after admission. 


cular rate of 50. The QRS intervals measured 0.12 second with 
pronounced deformity; the T.waves in lead 2 were monophasic 
and in leads 3 and 4 inverted,''with elevation of the ST segments; 
Q waves were present in leads 2’^snd 3. It was concluded that 
there ^was third-degree heart block with dissociation of auricles 
and ventricles, and intraventricular blocking with features sug¬ 
gesting myocardial infarction posterior type, atypical. The ten- 


1. Auer, h, and Lewis, P. A.; The Physiology of the Immediate Re¬ 
action of Anaphylaxis in the Guinea-Pig, J. Exper. Med. 13: 151, 1910. 

2. Auer, J., and Robinson, G. C.; An Electrocardiographic Study of 
the Anaphylactic Rabbit, J. Exper. Med, IS; 450, 1P13- 

3. Criep, L. H.; 'Electrocardiographic Studies of the Effect ot Ana¬ 
phylaxis on the Cardiac Mechanism, Arch. Int. Med. 48: 1098 (Dec.) 


1931. 

4. Wilcox, H. B., Jr., and Andrus, E. C.; Anaphylaxis in the Isolated 

Heart, J. Exper. Med. 67: 169, 1938. . 

5 Lilienfeld, A.; Hochstein, E., and Weiss, W.: Acute Myocarditis \vith 
Bundle Branch Block Due to Sulfonamide Sensitivity, Circulation 1: 1060 

tApril, pt. 2) 1950. j vt 

6. Bullrich, R. A.; Cardiovascular Allergy, Bol. Acad. Nac. Med. 

Buenos Aires 14:642, 1939. u j e„., 

7. Richardson, J. L.: Cardiac Arrhythmias, Bull. Fulton Co. Med. boc. 

16; 10, 1942. 

8. Sherman, W. B.: Drug Allergy, Am. J. Med. 3: 586, 1947. 
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tative diagnosis of the attending physician and a consultant 
painless coronory occlusion. 

Course .—On admission the patient was treated by bed r- 
aminophylline, ammonium chloride, and dibydromorohin!-' 
(dilaudid®) hydrochloride. The rash disappeared on the ih'' 
day after the patient’s admission. The dyspnea persisted inp' 
mittently for six days. The patient complained of chest paino- 
one occasion and required dihydromorphinone. After the dii 
appearance of dyspnea, the remainder of the course was cntirel 
normal. Fourteen days after admission, and 12 days after ft 
original electrocardiogram, another tracing (Fig. 2) indicate 
first-degree heart block, but was otherwise normal. 

COMMENT 

A review of the literature reveals little concernin 
cardiac manifestation of allergy. Pathologically it ha 
been shown that allergic processes occur in and aboi 
cardiac vessels with eosinophilic infiltration, but this typ 
may be histologically indistinguishable from processes c 
a different origin. In 1910 Auer and Lewis ^ showed tht 
anaphylaxis could cause conduction disturbance in th 
heart of the guinea pig, and Auer and Robinson = in 191 
showed by animal experimentation that it could prc 
duce heart block with associated electrocardiographi 
changes. A similar mechanism could exist in man. Criep 
in 1931, again working with animals, showed th; 
asphyxia and anaphylaxis had the same effect on cardia 
mechanism and that the changes in T waves were nt 
unlike those found'in coronary occlusion. He conclude 
that anoxemia might be the source ■ of mecliams! 
changes. Further, Wilcox and Andrus* proved th; 
guinea pig hearts sensitized to horse serum, on exposui 
to a small amount of antigen, had reduced blood do 
through the coronary arteries, thereby verifying Criep 
conclusion. 

There have been reports of arrhythmias of allerg 
etiology in man, one of the latest being by Lilienfeld an 
associates," who discuss a case of acute myocarditis aa 
right bundle branch block due to sulfonamide sens 
tivity. Paroxysmal tachycardia " and extrasystoles" has 
been shown to be associated with an allergic phenomeno 
in some cases. Sherman ® stated that existence of a drv 
allergy could be determined by two criteria, namel; 
demonstration of antibodies and the occurrence of symj 
toms typical of allergic disease, such as asthma, rhiniti 
urticaria, or contact dermatitis. The case discussed fu 
fils the criteria by the urticarial manifestations. 

Although this patient had generalized urticaria ar 
it might be assumed that she had a similar process intt 
heart, the electrocardiogram was interpreted as showir 
acute myocardial infarction. However, the fact that ti 
electrocardiogram became normal, except for first-degn 
heart block, suggests that this was not acute myocardi 
infarction,- since in the latter disease the electrocardi 
graphic changes do not revert to normal for sever 
weeks, months, or years. The majority of cases she 
permanent electrocardiographic evidence of prcvio 
myocardial infarction. In this case the electrocardiogra 
returned to approximately normal in 12 days, or cig 
days after the clearing of the rash and urticaria. H 
rapid disappearance of electrocardiographic changes a 
argues against the possibility that cinchophen had a dirt 
toxic rather than an allergic effect on the myocarcliui 
since recovery from toxic myocarditis is slow. It was le 
therefore, that the electrocardiographic manifestatio 
where the result of a cardiovascular allergic reaction. 
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SUMMARY AND CONCLUSIONS 
A case in which eiectrocardiographic findings sug- 
;csted myocatdial infarction associated with urticaria 
iresumably due to drug hypersensitivity is reported, 
’hese electrocardiographic findings disappeared in 12 
ays. Therefore, it is concluded that this condition was 
ot myocardial infarction but a manifestation of a cardio- 
ascular ailergic reaction. 

1538 Medical-Dental Building (Dr. Foster). 
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The Council on Physical Medicine and Jlehabiliiaiion has 
tihorized piibticalion of the following reports. 

Ralph E. De Forest, M.D., Secretary. 


ECK-LEE CARDI-ALL ELLCTROCARDIO- 
RAPH ACCEPTED 

Manufacturer; Beck-Lee Corporation, 630 West Jackson 
Ivd., Chicago 6, III. 

The Beck-Lee Cardi-AU Electrocardiograph is a direct-writing 
strument in which an electrically heated stylus traces on a 
iat-sensitive paper strip. Unpacked, the instrument measures 
1 by 22 by 39 cm. (1214 by 814 by 1514 in.) and weighs 12.4 
(2714 lb.). Packed for domestic shipment, it measures 44 by 
39 by 52 cm. (1714 by 1514 by 2014 
in.) and weighs 16 kg. (35 lb.). The 
foreign shipping weight is 30 kg. (67 
lb.). Included in the above shipping 
weights are the following items: 1 pa¬ 
tient cable, 1 power line cord, 1 ground 
wire, 1 tube of jelly, 1 set of electrodes, 
1 set of electrode rubber straps, 1 roll 
of paper, 1 guarantee card, 1 instruc¬ 
tion book, and 1 slip cover. 

The instrument operates only on 60- 
cycle alternating current at a nominal 
voltage of 115; it will, however, oper¬ 
ate within the range from 105 to 135 
volts, and special modifications for 
other frequencies and voltages are 
available. It draws 1.2 amp. 
Elcctrophysical and clinical trials of the instrument in labo- 
itorics acceptable to the Council gave evidence of satisfactory 
instruction and performance. The Council on Physical Medi- 
nc and Rehabilitation voted to include the Beck-Lee Cardi-Al! 
icctrocardiograph in its list ot accepted devices. 



HecK-Lcc Cardi-All 
EicctTocardiogiaph 


IINERALIGHT, MODEL SL 3660, ACCEPTED 

Afanufneturer; Ultra-Violet Products, Inc., 145 Pasadena 
VC., South Pasadena, Calif. 

The Af/nerah'glit, Model SL 3660, is a small source of uUta- 
olct radiation useful generally for the e.xaroination of small 
ecimens of material, but especially designed for use in medi- 
1 diagnosis. It operates on 50 to 60 cycle alternating current 
110 volts, and draws 9 watts of power. Unpacked it measures 
‘ cm. (!ii4 in.) in length and weighs about 900 gm. (2 lb.).- 
epared for shipment it measures 36 cm. (14 in.) in length aiid 
:ichs 1.8 kg. (4 lb.). 

The item under consideration, Model SL 3660, is so named 
cause its burner tubing is made of Corning soda lime glass 
itcrnally coated with nuorescent powder) and because it has 


a Kopp Glass No. 61 filter, so that it delivers its maximum 
energy in the long ultraviolet region at about 3660 angstroms. 
It therefore should not cause erythema or dermatitis, and is to 
be distinguished from another model, SL 2537, which has Us 
maximum output at about 2540 angstroms and is dangerous to 
(he eyes. Both lamps are useful in mineralogy, and a differen¬ 



tial effect between them helps to distinguish some minerals from 
others. The one designed for medical purposes is Model SL 
3660. The Council obtained evidence from acceptable sources 
that this lamp is well constructed, that it gives radiation of wave- 
iength and intensity suitable for use by dermatologists in recog¬ 
nizing hairs infected with Microsporon lanosum and M. audou- 
ini, and that it is useful to ophthalmologists for examining the 
cornea and conjunctiva. The Council on Physical Medicine and 
Rehabilitation voted to include the Mineralight, Model SL 
3660, in its list of accepted devices. 


KINOCYCLE ACCEPTED 

Manufacturer: Kinocycle Company, 99 Prospect Hill Ave¬ 
nue, Summit, N. 3. 

The Kinocycle is a stationary bicycle, with flywheel and brake, 
on which the user experiences reciprocating motion of handle¬ 
bars and seat as well as (he usual rotating pedal movements. 
It offers both active and passive movement, since it can be 
actuated either by the patient’s own efforts or by a motor. When 
unpacked and assembled for use, without the transformer, the 
apparatus measures 89 (height),by 130 by 65 cm. (35 by 51 by 
2514 in.) and weighs 122 kg. (268 lb.). Packed for shipment it 
makes three crates as follows: 


Height 


Kiocicscl® 

Metric..;—.... 81cm. 

English..... asm. 

Coatrol Unit 

Slctrlc....». 29 cm. 

English. ISViin. 

Transformer 

Metric.. 27 cm. 

English. lOtajn. 

tv- 


Length 

IViath 

■Weight 

3S0 cm. 

EG cm. 

22111. 

352 tg. 

saiib. 

G2 cm. 
2414 in. 

61 cm. 
2014 in. 

27 leg, 

S9 lb. 

St cm. 
UV> in. 

20 cm. 
in. 

25.4 bg. 
5Clb. 



The transformer is a 110/220 volt 
step-up autotransformer, and is used 
only when 220 volt alternating current 
is not available. The device requires a 
50 to 60 cycle alternating current at 
220 volts and draws 800 watts of 
power. 

The Council obtained evidence that 
this device was well made and worked 
as represented by the manufacturer, 
but (hat there was considerable diver¬ 
gence of opinion among physiatrists as 
to the benefits to be expected from its 
axe. The consensus was that when used 
with care and discrimination under the Kinocycle 

direction of a qualified physiatrist it 

would provide both exercise and motivation for certain patients. 
The Council on Physical Medicine and Rehabilitation voted to 
include the Kinocycle in its list of accepted devices. 
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WEIGHT CONTROL 

The high incidence of obesity in the adult American 
population is a pressing medical problem; it has been 
called the most frequent physical abnormality appearing 
in routine examinations. A survey of existing statistics on 
body weight, data on normal men and women, secured 
from many diverse sources, suggests that from 20 to 40 
per cent of those examined are 10 to 20 per cent over¬ 
weight. The prevalence of body weights that are 10 per 
cent in excess of average weight for sex and height tends 
; increase with age. It is generally accepted that among 

ese persons the mortality rate is greater than in those in 
th'e normal range of body weight and that there is in¬ 
creased prevalence of, and death from, degenerative dis¬ 
eases, with obesity. Attention has frequently been called 
to life insurance statistics showing that diabetes and 
obesity are closely tied together, and it is a matter of 
record that obesity exerts a harmful influence on the 
course of arthritis and in cardiovascular disease. > 

In view of the fact that in general diet therapy and 
medication can control obesity on a long-term basis only 
with great difficulty, a recent report ^ on an effort to pro¬ 
mote weight reduction in obese persons through psycho¬ 
logical motivation is of interest. The approach utilized in 
the Boston experiments was based on the premise that 
only to a limited extent can obesity be validly, related to 
endocrine dysfunction. The obese person, it was rea¬ 
soned, consumes more food energy than is required by 
his body; the urge to eat must then lie in nonnutritional 
and nonmetabolic, namely, in-psychological, causes. The 
gratification of a need for pleasure often revolves about 
food; the memory of early hunger frequently is a stimulus 
for overeating following a change in fortune; elaborate 
meals and, consequently, overindulgence in food often 
are a sign of social and financial status; chronic nervous 
and emotional tension frequently is relieved by habitual 
eating. Thus the Boston experiments, involving a trial 

1. Chapman. A. L.; Weight Control—A Simplified Concept, Pub. 
Health Rep. 6G: 725 (June 8) 1951. 

1. Baxter, H., and Fraser, F. C.; The Production of Congenital Defects 
in the Offspring of Female Mice Treated with Cortisone: A Preliminary 
Report, McGill M. J. 19 : 245 (Dec.) 1950. Fraser, F. C.: The Experi¬ 
mental Production of Congenital Anomalies, Canad. M. A. J. 64:270 
(March) 1951. Fraser, F. C., and Fainstat, T. D.: Production of Con¬ 
genital Defects in the Offspring of Pregnant Mice Treated with Cortisone: 
Progress Report, Pediatrics 8:527 (Oct.) 1951. 

2. Fainstat, T. D.: Hereditary Differences in Ability to Conceive Fol¬ 
lowing Coitus in Mice, Science 114 : 524 (Nov. 16) 1951. 
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period of 16 weeks, included groups of persons who h 
been unsuccessful in losing weight by their own effo 
but who had an earnest desire to reduce. They had il 
approval of their physicians and assembled periodica! 
with a leader trained to stimulate and guide iniellic. 
discussions regarding the problem of mutual interesu, 
the progress in meeting it and to emphasize general n 
tritional principles. The success of the project is indicati 
by continued meeting of the groups after the formal tri 
period has terminated. 

Although this group approach to weigh control is st 
in the exploraffiry stage, it has interesting possibiliti 
and may be an important practical factor in the reductii 
of obesity in the nation. 


EXPERIMENTAL PRODUCTION OF CONGE! 
ITAL ANOMALIES WITH CORTISONE 

Studies by Fraser and his associates ^ on the inciden 
of cleft palate in the offspring of cortisone-treated pre 
nant mice suggest that this drug may be added to the I 
of agents known to cause intrauterine developmental d 
turbances when administered to pregnant animals. Fi 
genetically different groups of pregnant mice at vario 
stages of gestation were given intramuscular injections 
cortisone for four days. When treatment with 1.25 mg. 
2.5 mg. doses of cortisone was started on the lOth 
11th day of gestation, the incidence of cleft palate in tl 
offspring was found to be 79% in two of the stocks ( 
andN) and 21% in the other three (C57, Black and ta 
and H). For treatment started on the 12th or 13th da 
the corresponding values were 29% and 8% respe 
lively, and when treatment was started on the 14th 1 
17th day they were 29% and 3% respectively. An a| 
preciable number of cleft palates were found when trea 
ment was started after the 12th day of gestation, \vk 
the nasomaxillary fissure is said to have closed. Tt 
authors suggest that in these cases the defect may bedi 
not to a delay in the developmental process but to 
degenerative change. The congenital defect was m 
observed in offspring of untreated mice, in offspring 1 
mice injected with the cortisone-free vehicle, or in tl 
offspring of mice receiving 0.625 mg. doses of cortison 
An incidental observation was that of strain differenci 
in the ability to become pregnant after coitus, the aninw 
of stocks A and N showing a significantly lowered inc 
dence of pregnancy than animals of stocks C57, Bla! 
and tan, and H.“ 

These findings do not necessarily indicate that thcr 
peutic doses of cortisone during pregnancy offer ai 
hazard to the offspring. As the authors point out, d 
important to know whether cortisone and the natura- 
produced adrenal corticoids cross the human places 
before one can decide how far these findings in mice lUi 
apply to human congenital defects. The doses emplo)' 
are large and, if administered to human beings on a sm 
lar milligram-kilogram basis, would amount to about ^ 
8 gm. Nevertheless, the data presented by these inv« 
gators are of interest in view of the limited '' 

available concerning the etiology of congenital c e 
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BLOOD LIPIDS AND ATHEROSCLEROSIS 

Clinical and experimental investigation with blood 
lipids has added signiftcantly to the knowledge of the 
nature of atherosclerosis. Much of this work has been 
done in an attempt to determine the role of blood lipids 
and dietary intake of cholesterol and fat in the produc¬ 
tion of atherosclerosis. A practical clinical program for 
the prevention and management of atherosclerosis, how¬ 
ever, is not yet available. 

The presence of lipids in atheromatous lesions and the 
observation that patients with atherosclerotic coronary 
artery disease in general show higher and more variable 
serum cholesterol levels suggested the possible etiological 
significance of these substances. While atheromatous 
lesions may be produced in the rabbit by feeding large 
amounts of cholesterol, in the dog cholesterol alone will 
not produce lesions, though cholesterol and thiouracil 
fed together are effective.^ Even simultaneous adminis¬ 
tration is not effective in the rat.= The large amounts of 
cholesterol and thiouracil used in these studies are not 
physiological and limit the applicability of these results 
to humans. 

Studies by Keys ” on 482 clinically normal men failed 
to reveal a significant correlation between dietary cho¬ 
lesterol intake and serum cholesterol levels. Also, Keys 
reports that reduction of the cholesterol intake by 50% 
or more for several months failed to change the serum 
cholesterol levels. Only with an essentially fat-free, cho¬ 
lesterol-free, rice-fruit diet, which provided little sodium 
and was probably deficient in calories, was he able to 
produce a significant decrease in serum cholesterol levels. 
It is doubtful, therefore, that the low cholesterol diets in 
current use are effective. 

Most provocative among recent developments is the 
suggestion that size and physical state of lipid molecules 
may be more important in the production of athero¬ 
sclerosis than the serum level of cholesterol. Hueper ^ re¬ 
ported that repeated injections of polyvinyl alcohol and 
other macromolecular substances in certain animals re¬ 
sulted in atherosclerotic lesions containing deposits of 
the injected substance rather than lipids, 

Gofman and others approached this problem by 
ultracenlrifugal flotation of serum cholesterol and other 
serum lipids. They found four groups of molecules in 
scrum classified according to the rate (Sf units) at which 
they migrate in the flotation procedure. The Sf 10-20 
group, according to Gofman, appears to be related to 
human atherosclerosis. In 230 patients with myocardial 
infarction, 91% showed Sf 10-10 molecules above the 
borderline resolution value, compared to 50% in a nor¬ 
mal group.. These molecules, however, were present in 
40% of normal males 20 to 30 years old; only long-term 
observation will determine their prognostic significance. 

Ahrens’" studies, on the other hand, indicate that the 
ratio of cholesterol to phospholipid may be more impor¬ 
tant in the deposition of lipids. Relatively high concen¬ 
trations of phospholipids may “solubilize” cholesterol 
and neutral fat. 

Keys,' in a review of his and Gofman’s data, questions 
the latter’s conclusions. Keys states there is no evidence 
fliat the concentration of G (giant molecules of Gofman) 
is more critical than that of cholesterol in the develop¬ 


ment of atherosclerosis. He concludes, also, that there 
is no evidence that G concentration in the blood may 
serve as an indicator of the probability of present or 
impending coronary disease. If there is any advantage to 
one of these measures in predicting or detecting coronary 
disease, Keys believes the evidence favors determination 
of total blood cholesterol. 

Long-term studies are required to determine the diag¬ 
nostic and prognostic value of blood lipid values in 
atherosclerosis. The role of dietary cholesterol and fat in 
the prophylaxis and management of atherosclerosis also 
requires further study. Despite the many unsolved prob¬ 
lems and puzzling conflicts it presents, the rapidly ex¬ 
panding literature of. this subject gives promise of an 
increasing understanding of the nature of atherosclerosis. 
There should result a more effective approach to the 
clinical management of this leading cause of death and 
disability. 


LIFE EXPECTANCY 

There has been some uncertainty about the figures for 
life expectancy at birth in the United States in 1900. It 
has been customary to use 49.2 years, based upon the 
deaths in 1900, 1901, and 1902 in the death registration 
states and the population estimate for July 1, 1901. The 
National Office of Vital Statistics has recently presented 
interpolated life expectancy values for each year, from 
1900 to 1948, establishing that life expectancy at birth 
in 1900 was 47.3 and in 1948, 67.2.^ This eight-page 
publication, which can be obtained without charge 
from the National Office of Vital Statistics, Washington 
25, D. C., contains a new table, showing that life expect¬ 
ancy at birth in 1900 was 46.3 years for males and 48.3 
for females as compared with 64.7 and 70.2 in 1948, 
gains of 18.4 years and 21.9 years respectively between 
1900 and 1948. Later releases by the National Office of 
Vital Statistics give 67.6 years for 1949. The figures for 
1950 have not yet been released. Thus, life expectancy 
at birth increased 20.3 years between 1900 and 1949, 
although there were some decreases during the period, 
particularly the sharp decrease in 1918 due to the in¬ 
fluenza epidemic. These newer figures for life expectancy 
offer an authoritative basis for determining the increase 
that has been gained in the last half century. They also 
offer evidence of bow much has been gained for the 
health of the people of this nation. 
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THE PRESIDENT’S PAGE 

A SPECIAL MESSAGE 


Establishment of the President’s Commission on the 
Health Needs of the Nation is the latest maneuver in 
President Truman’s campaign to socialize the medical 
profession. This commission, to be financed from emer¬ 
gency funds allocated for national defense, is a trans¬ 
parent fraud on the American people. Every physician 
and all others associated with us in caring for the health 
of the nation should clearly understand its absurdities 
and its dangerous political significance. 

The President’s statement announcing formation of 
the commission to “make a critical study of our total 
health requirements, both immediate and 
long-term, and [to] recommend courses 
of action to meet these needs,” was dated 
Dec. 29, 1951. Immediately, Dr. Gunnar 
Gundersen and I issued statements to the 

s voicing strong opposition to the 

• sal and exposing its political pur- 

r. Gundersen, of La Crosse, Wis., a 
member of the Board of Trustees of the 
American Medical Association, had been 
named by the President, without Dr. 

Gundersen’s approval, as a member of 
the commission. He forthrightly dis¬ 
avowed such action, stating “I believe 
I am correct in assuming that the com¬ 
mission is designed both in its majority 
membership and in its objectives, as an 
instrument of practical politics, to relieve President 
Truman from an embarrassing position as an unsuccess¬ 
ful advocate of compulsory health insurance. I certainly 
cannot subscribe to such a masquerade, and today have 
requested that my name be removed from consideration 
as a commission member.” 

My own statement pointed out that, as all competent 
authorities know, “There is no'health emergency in this 
country to require such an investigation or to justify the 
use of defense emergency funds by such a commission. 
The health of the American people never has been better 
... and greater progress is b^ing made in providing pre¬ 
paid medical care for all who need or desire it than at 
any other time in the nation’s history.” I suggested, with 
all earnestness, that “Congress should put a quick end 
to this misuse of national defense funds.” As indiyidual 
citizens, we should leave Congress no uncertainty as to 
how we feel about this obvious misuse of defense emer¬ 
gency funds for a program of political propaganda in a 
critical election year. 

I should like to make it clear at this point that, in at¬ 
tacking the commission, we do not attack the individual 
members who are serving on it. This is a stacked com¬ 


mission, but among its membership are to be foun( 
sincere and able men who have accepted the appoint 
ment with the finest intentions. However, in such an ob 
. viously political framework and in the short space 0 
time that the commission has been allowed for its work 
they will be ineffectual. 

Both President Truman and Dr. Paul B. Magnuson 
chairman of the commission, have insisted publicly tha 
it is an unbiased, impartial group. The degree of impar 
tiality which may be expected from this commission i 
indicated by the following statement of its chairman 
Dr. Magnuson, as reported in the Jan 
uary 14 issue of Time magazine: “If tb 
A.M. A. hierarchy devoted as much tiirn 
to care of their patients as they do t( 
political maneuvering, we’d all be bclte 
off.” If this type of “impartiality” per 
vades the atmosphere in which the com 
mission meets and works during tb 
months ahead, it is clearly apparent (ha 
this new commission will become jus 
another adjunct of the Truman-Ewini 
propaganda machine. 

One of the clearest proofs that this i: 
simply another flagrant proposal to pla; 
politics with the medical welfare of (hi 
American people is its timing. The,ex 
ecutive order establishing the President’! 
Commission as of Dec. 29, 1951, states 
that “The commission shall cease to exist thirty days 
after rendition of its final report to the President under 
Section 3 of this order, or one year after the date of (his 
order, whichever shall occur first.” The one-year tenure 
of this commission, as any experienced student of med¬ 
ical affairs will attest, is wholly inadequate for a survey 
of the broad field projected in the Presidential order. 
Significantly, the year designated is the election year ft 
1952, when President Truman and Congressional candi¬ 
dates who have supported his socialized medicine pro¬ 
posals may find it politically expedient to avert a show¬ 
down before the people by stating that the whole subject 
is under study by a Presidential Commission and is (here 
fore not an issue in the election. 

This proposed survey, to be completed within a yea 
or less, is to cover research of monumental proportrons 
if the President’s outline of objectives is to be followr: 
research that could not possibly be accomplished 
either accuracy or adequacy within less than three 

five years. , . 

Section 2 of the Executive Order lists eight broad sue 

jects that the commission is “authorized and 
to inquire into and to study. Space does not permit 1 
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ing all of them, but consider the following subjects, any 
one of which would require a year or more of the most 
intensive work: 

Subject (fl): “The current and prospective supply of 
physicians, dentists, nurses, hospital administrators, and 
allied professional workers; the adequacy of this supply 
in terms of the present demands for service; and the 
ability of educational institutions and other training 
, facilities to provide such additional trained persons as 
may be required to meet prospective requirements.” 

Or, subject (d): “The degree to which existing and 
I planned medical facilities, such as hospitals and clinics, 
■ meet present and prospective needs for such facilities.” 
Or, subject (e): “Current research activities in the fiefd 
of health and the programs needed to keep pace with 
new developments.” Or, subject (g): “The adequacy of 
private and public programs designed to provide meth¬ 
ods of financing medical 
, care.” There are four other 
subjects, ranging from the 
ability of local public health 
units to meet civil defense 
requirements to the “desira¬ 
ble level” of federal, state, 
and local government ex¬ 
penditures in the health field. 

The magnitude of the sur¬ 
veys proposed is evident. 

When one considers that it 
took the Medical Task Force 
of the Hoover Commission, 
with an ample staff and 
budget, one and one-half 
years to complete its study 
of the single subject of fed¬ 
eral medical service, that the 
Commission on Chronic Ill¬ 
ness will spend four to five 
years on its study in that 
field, and the Commission 
on Financing of Hospital Care will take three years, the 
impossibility of completing this proposed assignment is 
obvious. 

The one subject that might possibly merit the expen¬ 
diture of national defense emergency funds is subject 
(c): “The problems created by the shift of thousands of 
workers to defense-production areas requiring the re¬ 
location of doctors and other professional personnel and 
the establishment of additional facilities to meet health 
needs.” In this case. President Truman might be in¬ 
terested to know that the- Health Subcommittee of the 
Senate Committee on Labor and Public Welfare is al¬ 
ready conducting such a study. In addition, the Amer¬ 
ican Medical Association’s Council on Industrial Health 
is making a survey of the number of physicians in such 
defense areas for the purpose of encouraging physicians 
to settle in any such areas found to be short of medical 
personnel. 


THE PRESIDENTS PAGE 

Since the study of the health needs of the nation is a 
continuing one and is participated in by the medical pro¬ 
fession and by other private agencies and groups, much 
duplication of effort by the President’s Commission is 
inevitable. The Brookings Institution’s two to three year 
study of the availability of medical service in the United 
States, covering many of the subjects mentioned in the 
President’s directive to the commission, which is still 
under way and which will be completed this year, a new 
study on the financing of hospital care being undertaken 
by the Commission on Financing of Hospital Care, the 
studies of the Council on Industrial Health, Council on 
Medical Service, and Committee on Federal Medical 
Service of the American Medical Association, and the 
continuing studies of 53 constituent medical societies, 
2,000 component county societies, and innumerable 
other voluntary and local governmental agencies are pro¬ 
viding infinitely more infor¬ 
mation than this new com¬ 
mission will ever be able to 
develop. . 

It is unfortunate that the 
President refuses to admit 
the great progress that has 
been made by the medical 
profession in improving the 
health of the nation; he ap¬ 
pears wholly uninformed 
concerning the reports that 
already have been made 
on medical progress of the 
past ten years, and most 
particularly of the past three. 
The entire fabric of the ad¬ 
ministration’s case for fed¬ 
eral control of the medical 
profession is woven from 
obsolete material and in¬ 
accurate figures. The people 
are being asked to believe 
in an emergency that did not exist even a decade 
ago and certainly does not exist today. That they 
are not too impressed is evidenced by the fact that, 
during the three years of Mr. Truman’s most ardent ad¬ 
vocacy of compulsory health insurance, more than 25 
million additional persons enrolled in the many fine 
voluntary health insurance plans now available in the 
United States. Best estimates indicate that at this time 
over 80 million persons in this country have voluntarily 
obtained insurance as a cushion against the major costs 
of illness and the American people are determined to 
resolve this problem without either government help or 
interference. 

It seems almost incredible that, in the face of all these 
facts, emergency defense funds should be allocated to a 
gigantic health survey that cannot possibly achieve its 
aims in the time allotted, is not necessary, and is so palpa- j 
bly political in its design. ! 

John W. Cline, M.D., San Francisco. ! 


President Truman’s reference to compul¬ 
sory health insurance in his State of the 
Union message, delivered to Congress on 
January 9, gave considerable force to 
reports that he plans to use his new Presi¬ 
dential Commission on Health to secure a 
temporary “cease fire” agreement on the 
issue of socialized medicine for the period 
of this year’s election campaigns. 

In this regard, the President said: “One 
of the things this commission is looking 
into is how to bring the cost of modern 
medical care within the reach of all our 
people. 

“I have repeatedly recommended national 
health insurance as the best way to do this. 
So far as I know, it is still the best way. 
If there are any better answers, J hope this 
commission will find them.” 

JOHN W. CLINE, M.D. 
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ORGANIZATION SECTION 


THE FOURTH PUBLIC RELATIONS CONFERENCE 

Some working solutions to the biggest medical public rela¬ 
tions problems facing the medical profession today were brought 
to light last month at the American Medical Association’s Fourth 
Annual Medical Public Relations Conference, which was at¬ 
tended by over 500 public relations-minded physicians, includ¬ 
ing A. M. A. officers, trustees, and members of the House of 
Delegates, and lay public relations personnel. The conference, 
which was held Dec. 2-3, preceded the A. M. A. Clinical Ses¬ 
sion in Los Angeles. 

Labelled as top public relations problems were the socialistic 
trend encroaching on the American system of life and the cost 
of medical care. Three significant surveys of public opinion in 
regard to medical care were reported on. Each study more clearly 
defined the public relations needs of the medical profession. The 
keynote speaker at the Sunday luncheon was Dr. Louis H. 
Bauer, A. M. A. President-Elect, who warned that America 
is fast moving down the road marked “socialism.” Reechoing 
the conference theme, which was “joining forces for better public 
relations,” Dr. Bauer urged physicians to band together to “re¬ 
store what has been destroyed of our individual liberty.” Dr. 
John W. Cline, A. M. A. President, toastmaster, introduced 
Dr. Bauer. 

The first conference work session, titled “What the People 
Think,” was devoted to reports of recent surveys of opinion on 
medical care. Chairman of the Sunday afternoon meeting was 
Dr. Gunnar Gundersen, chairman of the Executive Committee 
'5^he A. M. A. Board of Trustees. Dr. Gundersen introduced 
^jtoeakers: a psychologist, a sociologist, and a public relations 
j?' ^^tant. 

‘<<^^^ew York psychological consultant, Ernest Dichter, Ph.D., 
’^’'^ented the results of a California study of doctor-patient re¬ 
lationships that he undertook for the purpose of discovering 
where public relations emphasis should be concentrated. To 
arrive at psychologically correct public relations, he said, the 
emotional and sometimes unconscious attitudes of physician and 
patient must be recognized. 

“Much of the critical attitude of the public is due to a deep, 
underlying resentment and conviction that the modern doctor 
is out of tune with the times,” Dichter stated. “A real improve¬ 
ment in doctor-patient relationship can only take place if both 
the physician and the patient realize that they are part of a 
continuously changing pattern of life. 

A report of a Toledo, Ohio, survey conducted by the Health 
Information Foundation, the Toledo and Lucas County Academy 
of Medicine, and Wayne University of Detroit, was given by 
Wayne sociologist Edgar A. Schuler, Ph.D. Dr. Schuler said 
excessive fees, shortage of hospital beds, and shortage of medi¬ 
cal personnel were listed by respondents as three major prob¬ 
lems. Community leaders questioned about medical care, said 
Schuler, condemned the small minority of physicians for charg¬ 
ing excessive fees and for unnecessary surgery. Even though 
opposed to compulsory health insurance, these persons felt 
something should be done to reduce the cost of medical care. 

An urban-rural opinion study was reported on by Lawrence 
W. Rember, director of field service for the A. M. A. Depart¬ 
ment of Public Relations. The Decatur, Ill., study was con¬ 
ducted this fall by Rember on a demonstration basis to help 
the local medical society determine its public relations program. 
Rember pointed out that only a small minority, running from 
6 per cent to 29 per cent, complained about physicians and 
medical care. 

Complaints included occasional inability to obtain the serv¬ 
ices of a physician, the high cost of surgery and drugs, inade¬ 
quate hospitals, discourteous office help, long waits in physicians’ 
offices, and indifference or aloofness of physicians. Rember con¬ 
cluded by saying that the job is partly one of public education 
and partly one of correction within the profession. 

Monday morning sessions considered “Public Relations Prob¬ 
lem Number One: The Cost of Sickness.” Dr. Joseph D. Mc¬ 


Carthy, member of the A. M. A. Council on Medical Se ' 
served as chairman. Participating in the first panel on th '" 
factor in everyday practice were Dr. Harlan A. English n 
ville. Ill., who spoke on “Fees Should Be No Mysterv"- 
Cyrus W. Anderson, Denver, who discussed “Explaining Th 
‘Other’ Medical Expenses”; and Dr. E. E. Wadsworth Alb 
bra, Calif., who read a paper by Dr. Stanley R. Truman V 
tura, Calif., on “Time Is Money for Your Patients, Too" 

The second panel was entitled “Medical Society Soluti 
to the Cost Problem.” Speakers included Stanley R. Mji 
executive secretary, Columbus, Ohio, Academy of Medid 
Dr. Earl W. Mericle, Indianapolis, and Joseph F. Donovan 
Jose, Calif., executive secretary, Santa Clara County Med 
Society. Talks were given on “The Public Relations Factoi 
Collecting Bills,” “Your Patient and His Big Bills,” and 
‘Regardless of Ability to Pay’ Idea.” Out of these panel 
cussions came many suggestions for solving the public relati 
problems involved in the cost of sickness. Physicians, confei 
agreed, should promote more widespread use of volunl 
health and catastrophic insurance plans, discuss fees in adva 
with patients, discipline those few physicians who consistci 
overcharge, help patients budget for long-term medical care, 
train office personnel to be good public relations represenlati 
and use public relations techniques when collecting bills. 

Dr. Lewis A. Alesen, Los Angeles, president-elect of the C 
fornia Medical Association, warned at the Monday lunch 
that there is danger in the philosophy that “capitalism is 
a temporary way station on the road to socialism.” Ale 
featured noon speaker, vigorously pointed out the responsibi 
of American physicians to reverse the trend toward sociali 

Wind-up conference sessions were devoted to two panels 
the subjects of joining forces with other groups and plant 
effective public relations programs for 1952. Chairman 
Harvey Sethman, executive secretary, Colorado State Med 
Society. 

Dr. Ernest B. Howard, Chicago, Assistant Secretary of 
A. M. A., discussed national interprofessional relations, and 
Willis H. Huron, Iron Mountain, Mich., spoke on stales 
organizations and the medical society. Dr. George Schwa 
New York, spoke on the physician’s role in community aff; 
Schwartz pointed out that if physicians do not realize their ci 
munity responsibilities and take an active part in local aff 
so that the community comes to rely upon their advice in ra 
cally related matters, they cannot expect the community lot 
their word on such subjects as compulsory health insuranc( 

Presenting the public relations program for the A. M. A 
1952 on the national level, Leo E. Brown, Chicago, A. M. 
public relations director, told of the many activities now un 
way that will aid state and county medical societies in carij 
out their own programs. 

Public relations goals for state societies were outlined by 
Joseph E. Mott, Paterson, N. J., and Fred G. Mitten, Phoc 
Ariz., told what the county society can do for public lelati 
Final speaker was Dr. Charles R. Henry, Little Rock, A 
who discussed the role of the individual physician in the 1 
public relations program of the medical profession. Dr. Hi 
urged physicians to recapture some of the warmth and symp' 
of the “Old Doc” of the former days and to “come out of I 
offices into the community.” According to Dr. Henry, 
individual physician can play a most worthwhile role in ci 
ing a reasonable and favorable public relations atinosp 
through self-appraisal, self-improvement and cooperation, 
in his local community and the larger community of his e 
practitioners. He must pattern his approach to patients, 
community and to his profession on a practical compro 
someplace between the stylized portraits of ‘Old Doc a 
currently popular medical model, the ‘man in 

A digest of conference proceedings will be ® ^ . 

after the first of the year and will be distributed to 
attended the conference. Others wishing copies may 
A. M. A. Public Relations Department. 
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MEDICAL NEWS 


ALABAMA 

Study of Maternal Deaths in Alabama.—Throughout 1952 the 
Slate Department of Public Health and the Medical Association 
of the State of Alabama will sponsor and conduct a case study 
of each maternal death in Alabama. In seven areas 26 obstetri¬ 
cians will make personal case studies of maternal deaths. Case 
study forms so completed will then be referred to a central 
committee for review and evaluation. This committee will be 
composed of six recognized obstetricians. All marks of case iden¬ 
tification will be removed from case records before they are 
referred to the central committee. Dr. Thomas M. Boulware, 
Birmingham, is chairman of the state committee. 

CALIFORNIA 

Portrait of Dr. Abbott.—A portrait of Dr. LeRoy C. Abbott, 
chairman of the division of orthopedic surgery in the University 
of California School of Medicine, San Francisco, has been pre¬ 
sented to the school by his friends and associates. The portrait 
was painted last year on the occasion of Dr. Abbott’s 60th birth¬ 
day. It has been hung in Toland Hall. Dr. Abbott was the first 
professor of orthopedic surgery in the school of medicine. He 
was appointed to the University of California staff in 1930. 

First Unit of Medical Center Completed.—^The first unit of the 
new $21,080,000 University of California Medical Center in 
San Francisco, a small four-story unit, has been completed, and 
the radioactivity center is the first laboratory to be installed in 
the new building. Directed by Kenneth G. Scott, Ph.D., assistant 
professor of experimental radiology, it will serve the needs of the 
whole medical center for radioisotopes in research, diagnosis, 
and treatment. Supervision is exercised by a committee composed 
of Dean Troy C. Daniels, Ph.D., School of Pharmacy; Dean 
Willard C. Fleming, College of Dentistry, and Dean Francis 
S. Smyth, School of Medicine. The radioactivity center now 
offers the individual investigator the space, some $60,000 in 
specialized equipment, and the advice and aid of a staff experi¬ 
enced in the use of isotopes. 

Dr. Raymond Allen Appointed Chancellor of University.—Dr, 
Raymond B. Allen, who retired December 31 as president of the 
University of Washington, Seattle, has been named chancellor 
of the University of California at Los Angeles to succeed the 
late Dr. Clarence A. Dykstra, who died two years ago. Dr. 
Allen, appointed in November by President Truman as head of 
the United States Psychological Strategy Board, will fill the 
federal position until he takes up his duties in Los Angeles next 
summer. The title of chancellor, replacing the title of provost, 
was created by the regents of the university this year in an ad¬ 
ministrative reorganization designed to give heads of both the 
Los Angeles and Berkeley campuses near-autonomy in .their 
operations. However, they will report to the president of the 
university, rather than directly to the regents. Dr. Allen went to 
the University of Washington after having been dean of the 
medical schools at NVayne University in Detroit and the Univer¬ 
sity of Illinois in Chicago. 

COLORADO 

Dr. Kern to Head New Medical Clinic.—Dr. Fred Kern Jr. of 
New York has been appointed director of the General Medical 
Clinic at Denver General Hospital. He will serve as assistant 
professor of preventive medicine and public health on a full 
time basis in his capacity as director, which is the first step 
of an experiment designed to demonstrate the practice of good 
general medicine. This program is being financed by a grant of 
$264,912 from the Commonwealth Fund to the University of 
I Colorado School of Medicine. The base of operations will be 


Physicians are invited to send to this department items of news of general 
interest, for c.vample. those relating to society activities, new hospitals 
education and public hcailh. Programs sitouid be received at least three' 
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Denver General Hospital, where a family medical service along 
with nursing and social work will function as needed in the 
patients' homes, in the clinic, and in the wards. It will be staffed 
by graduate students of medicine preparing for general practice, 
assisted by juniors from the medical school, under the super¬ 
vision of a balanced group of teachers. The heart of the plan is 
a general medical clinic that will replace the outpatient depart¬ 
ment and will gradually replace the home care that now can be 
given only superficially. Dr. Kern has been assistant in medicine 
at Cornell University Medical College and is now instructor in 
medicine and in public health and preventive medicine there. 

CONNECTICUT 

Society News_The East Hartford Medical Society has been 

recently organized with Dr. John N. Gallivan as president. Dr. 
Louis C. Acqua as secretary, and Dr. Harvey H. Sirota as 
treasurer. 

Postgraduate Lectures at Stamford.—The Stamford Academy 
of General Practice is presenting a series of lectures during the 
first three months of the year on endocrinology and diseases of 
metabolism at Stamford Hospital Auditorium on Tuesday eve¬ 
nings at 8:30 p. m. The lectures are to be given by the follow¬ 
ing members of the faculty of Yale University School of Medi¬ 
cine, New Haven: 

January 22, Pituitary Adrenal Axis, Dr. Cyril N. H. Long. 

January 29, Diabetes Mellitus, John P. Peters, 

February 5, Diabetes Mellitus, John P. Peters. 

February 19, Thyroid Physiology, David M. Kydd. 

February 26, Tliyroid Physiology, David M, Kydd. 

March 4, Liver Function in Hcailh and Disease, Gerald Klatskin. 
March 18, Liver Function in Health and Disease, Gerald Klatskin. 
April. Lower Nephron Nephrosis, Louis G. Welt. 

April, Edema, John P. Peters. 

Dates of April lectures will be announced. The registration fee 
of $25 is payable to the Stamford Academy of General Practice, 
Dr. Arthur KofUer, Secretary, 218 Bedford St., Stamford. In¬ 
terns and residents are invited to attend free of charge. 

ILLINOIS 

Gift for Hearing Conservation.—^The Swanberg Kiwanis Foun¬ 
dation of the Kiwanis Club of Quincy has received another gift 
of $1,000 from Dr. Harold Swanberg. The foundation’s prin¬ 
cipal activity has been to aid the Quincy and Adams County 
Hearing Conservation Program for School Children, which it 
began sponsoring in 1949. 

Chicago 

Meeting of Society of Pliysical Medicine_The regular monthly 

meeting of the Chicago Society of Physical Medicine and Re¬ 
habilitation will be held at 8 p. m. January 23 at the University 
of Illinois, 1819 W. Polk St. “Peripheral Nerve Injuries” is the 
topic to be presented by Dr. Max K. Newman of Detroit. Pre¬ 
ceding the scientific program, dinner will be served at the Medi¬ 
cal Center, Y. M. C. A., 1804 W. Congress Street. Reservations 
should be made early with the secretary of the society. Dr. 
Milton G. Schmitt, 6970 N. Clark St., Chicago 26. 

Lecture on Diabetes.—Dr. Lester Palmer, Seattle, past presi¬ 
dent of the American Diabetes Association, will speak on 
“Diabetic Children in the Modern World” at a meeting of the 
service unit of the Chicago Diabetes Association January 20 in 
Thorne Hail, Lake Shore Drive and Superior St. The meeting is 
open to the public. 

Lectures on Cancer.—^The second series of lectures on cancer 
will be presented by the Chicago Medical School in Amphi¬ 
theatre A Wednesdays at 12:30 p. m. as follows: 

January 23. Mechanism of Carcinogenesis, Alexander C. Ritchie, Chicago, 
January 30, Effect of Diet in Cancer, Albert Tannenbaum, Chicago, 
February 13, Environmental Cancer Hazards. W'ilhelm C. Hueper, 
Bethesda, Md, 

February 20, Bone Tumors; Human and Experimental, H. A. Sissons, 
London, England. 

February 27, Chemotherapy of Cancer, Chester -k. 
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IOWA 

Public Health Director Honored.—Dr. Harry E. Ransom, Des 
Moines, was cited at a meeting of the Polk County Medical 
Society in November for his 30 years’ service in the health de¬ 
partment as assistant health officer and commissioner of health. 
A testimonial plaque in recognition of his services is being pre¬ 
pared for presentation to Dr. Ransom and will be placed per¬ 
manently in the city hall. 

LOUISIANA 

Rudolph Matas Lecture—The fifth annual Rudolph Matas Lec¬ 
ture will be held at 8 p. m. February 15 at Dixon Hall on the 
Tulane University campus, New Orleans. Dr. Joe V. Meigs, 
clinical professor of gynecology at Harvard Medical School and 
chief of the gynecological service of the Massachusetts General 
Hospital, Boston, will speak on “Treatment of Cancer of the Cer¬ 
vix.” The lecture is sponsored each year by the Tulane chapter 
of Nu Sigma Nu medical fraternity in honor of Dr. Rudolph 
Matas, emeritus professor of surgery at Tulane. Dr. Meigs’ ad¬ 
dress will be open to the public. Previous Matas lecturers 
include Dr. Alfred Blalock, Baltimore; Dr. William C. Men- 
ninger, Topeka, Kan.; Dr. Cecil J. Watson, University of Minne¬ 
sota physician, and Dr. Frank Lahey, Boston. 

MASSACHUSETTS 


J.A.M.A., Jan. 19 , jjj, 

and at $9,000. Qualifications for all jobs have been reviewed 
lower minimum requirements set up wherever possible to o' 
young men to the work. Physicians with a few years of 0 - • 
as well as those who have completed internship or resiT ' 
may be granted liberal stipends and tuition for acadcmi''^^' 
field training in public health. In addition to added pay in-^' 
tives, other benefits are derived from this type of service 0 
tunity for independent research, association with leadini; 111 ^ 
public health, permanent civil service status with oppor(u?i 
for merit advancement to positions paying $ 10,000 md m 
liberal sick leave, four weeks of vacation per year, and \ 
York State’s retirement plan, which permits retirement at 5 
55, are features of service with the department. Under a 1 
passed by the 1951 legislature, noncitizen physicians may 
hired to fill certain vacancies. Interested physicians are 'uri 
to write for descriptive literature to the New York State Di-n 
ment of Health, Albany. ^ 

New York City 

Psychiatrists Wanted.—^The Municipal Civil Service Comn 
sion of the City of New York is issuing and receiving appli 
tions for psychiatrist, grade 4, through January 23. There 
26 vacancies in the department of hospitals at salaries of S 6 ( 
per year including a cost of living adjustment of $250 per ys 
Information may be obtained from the office at 299 Broadw 
New York 7. 


Hospital Evening Lectures.—^The House Officers’ Association of 
Boston City Hospital announces the following programs in its 
evening lecture series for February: 

February 5, Surgical Diseases of the Pancreas, Richard B. Cattell, 
Boston. 

'' February 12, Surgical Therapy of Inflammatory Disease of Ileum and 
Large Bowel, John H. Garlock, New York. 

February 19, Intracellular Parasitism in Brucellosis, Wesley W. Spink, 
Minneapolis. 

February 21, Medical Genetics, Laurence H. Snyder, Sc.D., Oklahoma 
City. 

February 26, The Heart and the Thyroid with Particular Reference to 
Radio-Active Iodine Therapy, Herrman L. Biumgart, Boston. 

These programs are held at 7 p. m. in the New Cheever Amphi¬ 
theatre of the Dowling Building of Boston City Hospital. 


MICHIGAN 

Symposium on Blood Disorders.—^The first annual symposium 
on disorders of the blood will be held at the Wayne University 
College of Medicine, Detroit, January 19. Guest of honor will 
be Dr. Paul A. Owren, professor of medicine at the University 
of Oslo, Norway. More than 20 papers dealing with blood re¬ 
search will be presented, including two by Fulbright exchange 
students. Dr. P. de Nicola, University of Pavia, Italy, and Miss 
Norma Alkjaersig, Biological Institute of the Carlsberg Foun¬ 
dation, Copenhagen, Denmark. Other participants are from 
Detroit hospitals, Wayne University, University of Michigan, 
Ann Arbor, and Parke, Davis and Company. Chairman of the 
conference will be Walter H. Seegers, Ph.D., professor of 
physiology at Wayne. 

NEW YORK 

Postgraduate Lectures.—Dr. Joseph Gordon of the Ray Brook 
State Tuberculosis Hospital will speak on “Bronchiectasis” be¬ 
fore the Geneva Academy of Medicine in Geneva at 8:30 p. m. 
January 21. On February 21 Dr. Stewart Wolf, New York, 
will address the Utica Academy of Medicine at the Hotel Utica 
at 8 p. m. on “Visceral Pain Mechanisms.” This instruction is 
provided by the Medical Society of the State of New York in 
cooperation with the New York State Department of Health. 

Higher Salary Schedule for Public Health Physicians.—^A higher 
salary schedule is being featured in the New York State Depart¬ 
ment of Health drive to enlist physicians to fill departmental 
positions. Vacancies exist for consultants in the fields of tuber¬ 
culosis control, venereal disease control, pediatrics, rheumatic 
; , fever, obstetrics, and medical rehabilitation with salaries start- 
j I ing at $8,600 and going to $9,600 after three years’ service. For 
I physicians with a minimum of preparation in these fields or in 
public health, there are a variety of openings at $7,000 to $7,800. 
' Vacancies also exist for local health officers at this salary range 


Periodic Visiting Psychiatrists.—^Dr. Harry C. Solomon, j 
fessor of psychiatry at Harvard Medical School and director 
Boston Psychopathic Hospital, has been appointed as visit 
psychiatrist to Mount Sinai Hospital, New York, to sene 
one week starting with a lecture on the evening of Januar}’ 
This periodic appointment was instituted by Mount Sinai’s i 
chiatry service as a way of bringing into the hospital var 
points of view in psychiatry. The first visiting psychiatrist i 
Dr. Roy R. Grinker, director of the Institute for Psychosom: 
and Psychiatric Research and Training of the Michael Re 
Hospital in Chicago. 

Cerebral Palsy Institute.—The Coordinating Council for C( 
bral Palsy in New York City, Inc., will again sponsor a Cere! 
Palsy Institute, to be given January 21-February 1. Tuition t 
be $25. Qualified physicians as well as physical, occupatioi 
and speech therapists, nurses, social service rehabilitation i 
guidance workers, teachers, and psychologists are eligible 
attend. The institute will include seminars, field trips, clini 
demonstrations, and lectures. This year emphasis will be pla 
on the medical and sociopsychological aspects of mental 
ficiencies in persons with cerebral palsy, and on recent cm 
butions of psychometrics to this field. Following the instill 
and starting February 4, the council in cooperation wilb 
College of Physicians and Surgeons, Columbia University, ' 
offer a three month cerebral palsy course for qualified physici: 
and occupational and physical therapists. Tuition is $230 : 
may include the institute if desired. A limited number of seftoi 
ships are available. Information and application blanks can 
obtained from Miss Marguerite Abbott, Executive Dircc 
The Coordinating Council for Cerebral Palsy in New li' 
City, Inc., 270 Park Avenue, New York 17. 

NORTH DAKOTA 

University News.—Dr. William E. Cornatzer, formerly 
sistant professor of biochemistry at the Bowman Gray 
of Medicine of Wake Forrest College, Winston-Salem, N. 
has accepted a position as professor and head of the departn 
of biochemistry at the University of North Dakota Schoo 

Medicine, Grand Forks.-The North Dakota Cancer Soc 

has made a grant of $27,400 to establish a radioactive isoi 
laboratory at the medical school for the treatment of cai 
and to study the metabolism of experimental cancer with iso o 


re on Psychiatry.—Dr. Moses R. Kaufman, chief, dep 
of psychiatry. Mount Sinai Hospital in 
ference January 16, and he spoke before the 
ital of Cleveland Medical Society January 
if Pcv/'V»ir>trv in n General Hospital Setting. 
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iNNSYLVANIA 

■rsonaJs.—Dr. Herman Frederick Boerner Ir. has been ap- 

iinted to the staff of The Woods Schools, Langhorne.- 

r, William K. Clark, Pittsburgh, has been appointed chief of 
e cancer division of the state department of health, succeeding 
r. Leverett D. Bristol, who has resigned. 

rst Public Health Unit Under New Law.—Butler County has 
;en selected for the establishment of the first county public 
alth unit under the state’s new public health law. The coop- 
ation of the county commissioners and the support of 55 citi- 
n organizations in the county, as well as its proximity to Pitts- 
irgh, were determining factors in selecting Butler County. The 
lit may become a training field for students at the Graduate 
hool of Public Health of the University of Pittsburgh. Dr. 
larence D. Barrett, who has been a public health administrator 
several counties in Ohio and Michigan, will direct the unit, 
ntil formation of the county health department and the ap- - 
lintm'ent of the county health board, the unit will be state 
lanced and directed. Butler County has a population of about 
1,000 and an area of 790 miles. 

liladclphin 

[agnostic Service in Cerebral Palsy.—St. Christopher’s Hospital 
r Children, in cooperation with United Cerebral Palsy Asso- 
itions and the department of pediatrics of Temple University 
hool of Medicine, announces the establishment of a Diag- 
istic Service for Neuropathologic Studies of Cerebral Palsy, 
le facilities of any single institution for investigation of neuro- 
ithologic problems are limited by the small number of autopsies 
rformed on children with neurologic disorders, and by the 
accessibility of facilities for histologic examination of the 
ntral nervous system. This new service, under the direction 
Dr. James B. Arey and Dr. Waldo E. Nelson, with Dr. 
mest A. Spiegel as consulting neuropathologist, has been 
irmed in an effort to make these facilities available to more 
lysicians and hospitals. The service will correlate the clinical 
lurse and pathologic findings in children in whom (1) a disease 
; the central nervous system is suspected or (2) the diagnosis • 
: cerebral palsy has been established. The institution submit- 
ig a clinical history and a brain from such a patient will receive 
detailed report, together with a pertinent bibliography and 
presentative histologic sections, within six months after the 
iccimcn is received. Transportation costs and containers will 
1 furnished on application to Dr, James B. Arey, St. Chris- 
ipher’s Hospital for Children, 2600 North Lawrence St., 
hiladclphia 33, 

'EXAS 

Icdical Library in Houston.—The Houston Academy of Medl¬ 
ine announced its plans January 7 to proceed with the build- 
tg of its Medical Library in the Texas Medical Center. Gifts 
Dward the building, including $300,000 from the M. D. Ander- 
on Foundation, and funds in hand have assured the academy 
if sufficient capital to proceed. The membership will be asked 
o raise an additional $150,000 to complete the fund for the 
icw building, which will cost not more than $1,250,000. In addi- 
ion to the space assigned for a future library of 140,000 
'olumes, the new building will house the administrative offices 
)f the Texas Medical Center, Inc. Other features of the plan 
ire an auditorium seating 500 persons, meeting rooms, study 
:ubieles, offices of the academy, and possibly a clubroom for 
nembers. The building will be located on the three-acre tract 
eccntly deeded to the academy by the Texas Medical Center 
md opposite the main entrance of the new Hermann Hospital. 

I'IRGINIA 

3rant for Services to Crippled Cliildrcn.—The Nemours Foun- 
lation of Wilmington, Del., has allotted $9,800 to the .University 
)f Virginia Hospital, Charlottesville, for hospital and convales- 
ent care of crippled children during 1952. An additional $1,500 
tas been allocated to the University of Virginia Speech and 
learing Clinic. These gifts represent a phase of the program of 
he Nemours Fou.idation, which has allocated $39,000 for de- 
’clopmcnt of services to crippled children in Virginia for the 
nirrcnt year. 


GENERAL 

Grants-in-Aid of Ophthalmic Research—^The National Council 
to Combat Blindness, in accordance with its program of support¬ 
ing ophthalmological research, will welcome applications for 
its third annual grant-in-aid awards to be made in June, 1952. 
Applications to be considered should be in the office of the 
council no later than April 15. Application forms may be ob¬ 
tained by addressing; Secretary, National Council to Combat 
Blindness, 1186 Broadway, New York 1. 

Helen Putnam Fellowship.—Radcliffe College is offering again 
for the academic year 1952-1953 the Helen Putnam Fellowship 
for advanced research, a postdoctoral resident fellowship for 
women in the fields of genetics or of mental health, including 
such fields as clinical psychology and child development. The 
award carries a grant of $3,000 a year with the possibility of 
renewal. Applications should be returned to the Secretary of the 
Graduate School, Radcliffe College, Cambridge, Mass., not later 
than April 1, 1952. Preference will be given to those whose re¬ 
search is already in progress. 

Society Elections.—^The following officers of the American 
Pharmaceutical Association were among those elected recently 
by a mail ballot and will be installed at the annual convention in 
Philadelphia the week of August 17: R. Q. Richards, Fort 
Myers, Fla., president-elect; Tom D. Rowe, Ann Arbor, Mich., 
first vice-president-elect, and Charles F. Lanwermeyer, Ph.B., 
Waukegan, Ill., second vice-president-elect. The following offi¬ 
cers of the association will continue to function until the Phila¬ 
delphia convention; Don E. Francke, M.S., Ann Arbor, Mich., 
president; Joseph B. Burt, Ph.D., Lincoln, Neb., first vice- 
president, and John A. MacCartney, Detroit, second vice- 
president. The secretary, now Robert P. Fischelis, Sc.D., Wash¬ 
ington, D'. C., and the treasurer, Hugo H. Schaefer, Ph.D., 
Brooklyn, are elected by the house of delegates for three year 
terms. 

Two Large Cities Approve Fluoridation.—The Philadelphia 
City Council has approved a plan for fluoridation of the city’s 
water supplies and appropriated $150,000 for this project. With 
its 2,000,000 population, Philadelphia is the nation’s third 
largest city and the largest to date to adopt fluoridation. Active 
in promoting adoption of the public health measure were Dr. 
Rufus S. Reeves, city director of public health, and a committee 
headed by LeRoy M. Ennis, D.D.S., president of the American 
Dental Association, and Charles H. Patton, D.D.S., president of 
the Pennsylvania State Dental Association in 1950. 

A recent referendum in San Francisco resulted in a decision 
to fluoridate that city’s water supply. The California State Dental 
Association and the San Francisco Dental Society promoted the 
project with a Citizens’ Committee for the Protection of San 
Francisco’s Good Water. 

Arthritis Foundation Seeks Support.—^The Arthritis and Rheu¬ 
matism Foundation, 23 West 45th St., New York 19, is appeal¬ 
ing for public support of its program of treatment, education, 
and research on arthritis and rheumatism. It estimates that 7J4 
million men, women, and children suffer from some form of 
arthritis or rheumatic disease, resulting in an annual labor loss 
of an estimated 97,200,000 work days, and an annual expendi¬ 
ture in public relief of the disabled of $128,000,000. The foun¬ 
dation was established under the sponsorship of the American 
Rheumatism Association and incorporated as a nonprofit organi¬ 
zation under the laws of the State of New York in April, 1948. 
It operates through a network of chapters established in cities, 
states, and regional areas. A medical and scientific committee 
of about 20 doctors and research scientists plans the medical 
policies of the foundation, sets the standards of medical re¬ 
search work, and employs the personnel. Members of the board 
of directors, which manages the business affairs of the founda¬ 
tion, are recommended by the American Rheumatism Associa¬ 
tion and serve as volunteers. 

Services for Crippled Children—Services and facilities offered 
crippled children through the nation’s Easter Seal societies 
reached an all-time high in 1951, according to the executive di¬ 
rector of the National Society for Crippled Children and Adults, 
Chicago. The year marked the 30th anniversary of the society. 
The 511 specific services and facilities either in operation or in 
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process of development during 1951 are the following: 114 
outpatient treatment-training centers for crippled children and 
children with cerebral palsy; 58 evaluation and diagnostic 
clinics; 40 additional facilities receiving either funds or services 
of a therapist; 25 speech centers; 25 centers of various kinds now 
being planned; 10 residential facilities such as convalescent 
homes; 81 camps for crippled children in 33 states; and 158 
public school systems that get assistance in special education for 
crippled children. In addition, 200 parents’ groups have been 
organized by the national society and its affiliates. In 1951 the 
total number of professional persons trained for specialized work 
with crippled persons under scholarships, fellowships, grants, 
and workshops of the Easter Seal societies reached 700. 

Walter Reed Society Organized.—Dr. Max Sadove, head of the 
department of anesthesiology at the University of Illinois, 
Chicago, was elected organizing president of the Walter Reed 
Society at the first official meeting of the group held in Los 
Angeles at the close of the American Medical Association meet¬ 
ing. The society, which is sponsored by the National Society for 
Medical Research, is comprised of those who have served as 
“human guinea pigs” in medical research or experimentation 
under the direction of a qualified scientist. Other officers elected 
at the meeting were Dr. Clinton H. Thienes, head of the depart¬ 
ment of pharmacology and toxicology. University of Southern 
California School of Medicine, Los Angeles, vice-president; 
Dr. Lloyd D. Seager, head of the departifient of physiology and 
pharmacology. University of Arkansas, (Fayetteville), vice- 
president; Dr. John P. McGovern, chief of the outpatient depart¬ 
ment of Children’s Hospital, Washington, D. C., vice-president; 
Miss Betty Jenney, research associate, University of Illinois, 
secretary-treasurer. 

■•’tion Meeting of Surgeons.—A section meeting of the Ameri- 
I College of Surgeons will be held at the Hotel Adolphus in 
lias, Texas, February 4-6. Out-of-state speakers include: • 

Hilger P. Jenkins, Chicago, Polyps of the Large Intestine. 

James H. Fotsee, Denver, Surgical Treatment of Pulmonary Tuberculosis. 
Robert Woodruff, Denver, Critical Points in Gastric Resection, 

Robert S. Dinsmore, Cleveland, Prevention of Cardiac Arrest. 

J. Dewey Bisgard, Omaha, Surgery of the Aged. 

James T. Priestley, Rochester, Minn., Surgical Lesions of the Pancreas. 

Symposiums and panel discussions will be presented as 
follows: 

Breast Tumors, Frederick H. Krock, Fort Smith, Ark., moderator. 
Symposium on Traum.a, Isaac W. Kaplan and Eugene B. Vickery, New 
Orleans, and Carl A. Moyer, St. Louis. ' 

Symposium on Cancer, George V. Brindley, Temple, Texas, E. Lawrence 
Keyes, St. Louis, ArUiur Grollman, Dallas, and Henry G. Schwartz, 
St. Louis. 

Hysterectomy: Total, Subtotal, or Vaginal, Curtis H. Tyrone, New 
Orleans, moderator. 

Bleeding from the Gastrointestinal Tract, Ambrose H. Storck, New 
Orleans, moderator. 

Dr. Paul R. Hawley, Chicago, director of the American College 
of Surgeons, will speak at the dinner Monday evening. 

Communicable Diseases in 1951.—The total volume of cases of 
communicable diseases for the year 1951 reported weekly by 
states to the Public Health Service increased over that reported 
in 1950. Most of the increase was due to a higher incidence of 
measles in 1951. Such diseases as diphtheria, smallpox, and 
typhoid fever again showed moderate to substantial decreases in 
incidence. The number of cases of diphtheria reported for 52 
weeks in 1951 was 4,152, which is about 30% below that for 
1950. A large proportion of the cases were reported from states 
; in the' southeastern part of the country. The incidence of small¬ 
pox, a disease that is approaching the vanishing point in the 
United States, was 60% below the 1950 figure. Typhoid fever 
declined about 10% in number of cases reported. Whooping 
cough cases also declined about 40%. The cumulative total of 
poliomyelitis cases was 28,665 in 1951 as compared with the 
provisional total of 33,350 in 1950. Fewer cases of influenza, 
pneumonia. Rocky Mountain spotted fever, and tularemia were 
reported. The lower incidence of Rocky Mountain spotted fever 
for the country as a whole in the past few years is principally 
due to a lower incidence in the Mountain and Pacific states. No 
decline has been reported in the southeastern section of the 
country in recent years. 


J.A.M.A., J.an. 19, igj, 

A higher incidence of anthrax, infectious encephalitis, mal • 
measles, meningococcal meningitis, scarlet fever, .snd 
coccal sore throat was reported in 1951. Coincident 
■ increase of anthrax cases in man was a relatively high ineij' 
in animals in certain sections of the country where" the 
had not been observed for a number of years. For the sccT i 
year in succession, meningococcal meningitis showed a^ij 1 ' 
increase in incidence. The increase in malaria during 1951 \\ 
due to infected military personnel who returned from Kot-^ 
About one-fourth of the more than 6,000 cases reported v,^ 
classified as civilian, but most of them had been detached hoc 
military service or were treated by civilian physicians when o' 
furlough. Follow-up studies of reported cases in many stale 
indicated no evidence of an increase in indigenous malaria i 
the United States. 

During 1951 about 200 reports of epidemics or unusual oc 
currence of diseases, principally infectious diseases, were ts 
ported. About three-fourths of those received indicated that foo 
was suspected of being the vehicle of infection. Only three oul 
breaks were reported in which water was definitely considcre 
the means of transmission. A relatively large number of ou 
breaks of infectious hepatitis were reported in which fauli 
sanitation was suspected of playing a part During the early pai 
of 1951 outbreaks of respiratory disease were reported whic 
were shown to be due to A-prime influenza virus. The occurrent 
of epidemic influenza in Europe, then its appearance in Canaf 
and the United States were recorded. Nowhere in the Uniic 
States was a high mortality of the disease reported. The princ 
pal effect, insofar as mortality was concerned, was in old person 
Reports such as the above were received from 30 different slat 
and 3 territories. The spread of rabies in the northwestern pa 
of the country among wild as well as domestic animals w; 
reported. In several of these states rabies in animals appeared fi 
the first time in more than a decade. 


CANADA 

Conference on Silicosis.—This conference will be held Januai 
. 28-30 at the Noranda Recreation Centre in Noranda, Quebe 
by the McIntyre Research Foundation in collaboration with tl 
Western Quebec Mines Accident Prevention Associalioi 
Scientific papers to be given are as follows: 

J. Avila 'Vidal, Montreal, Quebec, Examination Procedures for Silicos 
as Practiced by the Workmen’s Compensation Commission ot Quck 

Richard S. M. Fisher, Bourlamaque, Quebec, Examination Practicti: 
Experiences Regarding Compensation and Certification. 

Mr. Phillippe Monette, K.C., Quebec, Legal Aspects ot Compensalioa i 
Quebec in Regard to Pneumoconiosis. 

Mr. Maurice Lachance, Quebec, Mine Ventilation and Dust Control 
Quebec Mines. 

Anthony J. Lanza, New York, Asbestosis. 

Paul G. Bovard, Tarentum, Pa., Pitfalls in X-Ray Technique and Itli 
pretation. 

Fernand Gregoire, Montreal, Quebec, Pulmonary Function Studio. 

Jethro Gough, Cardiff, Wales, Patterns in Pneumoconiosis. 

Reginald H. Smart, Los Angeles, and Walter M. Anderson, Lorn^ 
Calif., Diatomaceous Earth Pneumoconiosis. 

Pullman reservations and rail transportation from Toronto w 
be available from the Royal York Hotel. The Northland la 
leaves Toronto for Noranda at 6 p. m. Eastern Standard Tu 
January 27. 


CORRECTION 

Nation’s Health in 1951.— The death rate for the United Stai 
during 1951 was about 9.7 per 1,000 rather than 917 per 1,') 
as was stated in The Journal January 12, page 127. 

Veterans Medical Advisory Group.—With reference to the k 
in Miscellany on advertising page 14 in The 
1951, Dr. Derrick T. Vail, chairman, department of ophttiaim 
ogy. Northwestern University, Chicago, will become c an 
of the Special Medical Advisory Group of the Veterans Aom 
istration in January, 1952, succeeding Dr, Charles . 
Rochester, Minn., who has been chairinan of the group s " 
was organized six years ago. The advisory group has 
a policy of rotation. Four new members are electe 
for a five year term. Dr. Mayo will continue ^ |.iin 
the group. Other new officers of the group are Dr. tram 
Murphy, chancellor of the University of Kansas, 
and Dr. Brian B. Blades, professor of surgery at Geo g 
ington University, secretary. 
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MEETINGS 


American Academy of Ai.leroy, Hotel Slierman, Chicago, Feb. 18-20. 

Dt. Ben Z. Rappaport, 208 East Wisconsin Ave., Milwaukee 2, Scctelary. 
American Academy of Forensic Sciences, Biltmore Hotel, Atlanta, Ga., 
March 6-8. Prof. Ralph F. Turner, Michigan State Coliege Dept, of 
Police Atlministration, East Lansing. Mich., Secretary. 

American Academy or Orthopaedic Surgeons, Paimer House, Chicago, 
Jan. 26-31. Dr. Harold B. Boyd, 122 South Michigan Ave., Chicago 3, 
Secretary. 

American College of Radiology, Palmer House, Chicago, Feb. 8. Mr. 
William E. Stronach, 20 N. Waclcer Drive, Chicago 6, Executive 
Secretary. 

American LaRYngological, Riiinolooical and Otological Society: 

Middle Section, Indianapoiis Athletic Club. Indianapolis, Jan. 28. Dr. 

Ralph J. McQiiiston, 20 North Meridian St., Indianapolis 4, Chairman. 
Western Section, Los Angeles County Medical Association Building, 
Los Angeles, Jan. 19-20. Dr. Howard P. House, 1136 West 6ih St., 
Los Angeles 14, Chairman. 

American Society for Surgery of the Hand, Palmer House, Chicago, 
Ian. 25-26. Dr. 3. H. Boyes, 1401 S. Hope St., Los Angeles 15, Secretary. 
Annual Congress on Medical Education and Licensure, Palmer House, 
Chicago, Feb. 11-12. Dr. Donald G. Anderson, S35 N. Dearborn St., 
Chicago 10, Secretary. 

Atlantic Coast Line Railway Surgeons Association, Fort Sumpter 
Hotel, Charleston, S. C., Jan. 24-25. Dr. Braswell E. Collins. Waycross, 
Ga.. Secretary 

Sentral Surgical Association, Toronto, Can., March 6-8. Dr. James T. 

Priestley, 102 Second Avenue S.W., Rochester, Minn,, Secretary. 

JiiiCAco Medical Society Annual Clinical Conference, Palmer House, 
Chicago, March 4-7. Dr. Walter C. Borncmeier, 86 East Randolph Si., 
Chicago 1, Secretary. 

Intern, vTitjNAL Medical Assembly of Southwest Texas, Municipal Audi¬ 
torium, San Antonio, Jan. 22-24. Dr. John J. Hinchey, P. O. Box 2445, 
San Antomo 6, Secretary. 

HiciiioAN Clinical Institute, Book-Cadillac Hotel, Detroit, March 12-14. 

Dt. H. G. Cummings, 606 Townsend St., Lansing 15, Chairman. 
National Conference on Medical Service, Palmer House, Chicago, Feb. 
10. Dr. Harlan A English, 139 North Vermilion St., Danville, III., 
Secretary. 

'National Conference on Rural Health, Shirley-Savoy Hotel, Denver. 
Feb. 28-Mar. 1. Dr. F, S. Crockett. 535 North Dearborn St., Chicago 10, 
Chairman. 

SEW Orleans Graduate Medical Assembly, Municipal Auditorium, New 
Orleans, March 10-13'. Dr. Woodard D. Beacham, 1430 Tulane Ave., 
Room 105, New Orleans 12, Secretary. 

Sectional Meetings, American College of Surgeons; 

Dallas, Texas, Hotel Adolphus, Feb. 4-6. Dr. John V. Goode. 2618 Oak 
Lawn Ave., Dallas 4. Chairman, 

Atlantic City, N. J., Chalfonte-Haddon Hall, Feb. 11-12. Dr. David B. 

Allman, 104 St. Charles Place, Atlantic City, Chairman. 

Quebec, Can., Chateau Frontenac, Feb. 18-19. Dr. Paul A. Poliquin, 
71 St. Ann St., Quebec, Can., Chaiiman. 

Southeastern surgical Congress, Atlanta, Ga., Match 10-13. Dr. 

Benjamin J. Beasley, 701 Hurt Bidg., Atlanta 3, Ga., Secretary, 
Southwest Allergy Forum, Hotel Baker, Dallas, Texas, March 2-4 Dr. 

James Holman, Medical Arts Bldg., Dallas, Secretary. 

Tri-States Medical Association of the Carolinas and ViRoiNtA, Roan¬ 
oke, Va., Feb. 18-19. Dr. James N. Northington, 306 North Tryon SL, 
Charlotte 2, N. C., Secretary. 


INTERNATIONAL 

Australasian Medical Congress, Melbourne Victoria, Australia, Aug. 
22-30. Dr. C. H. Dickson, Mcdic.il Society Hall, 426 Albert St., East 
Melbourne. Victoria, Australia, Hon. General Secretary. 

Commonwealth and Empire Heaith and Tuberculosis Conference, 
Ccmr.Tt Hall, London, England, July 8-13. Dt. J. H. Harley Williams’ 
Tavistock House Norlli, TavTsiock Sq., London, W.C.I, England Sec¬ 
retary General. ' 

Congress or the International Diabetes Federation, Leyden, Nether¬ 
lands, July 7-12. Dr. F. Gerritren, 33. Prinscgracht, The Hague, Nether¬ 
lands, Secretary. 

European Society op Cardiovascuear Surgery, Strasbourg, France Oct 
3-4. Sir James Lcarmomh, Department of Surgery, University’New 
Buildings, Edinburgh 8, Scotland. 

Interamerican Cardiological Congress, Buenos Aires, Argentina Aug 
.31-Scpl. 7. Dr. Dias Moia, Larrea 1132, Buenos Aires, Argentina’ 
Secretary-General. 

iNTCR-ASttRICAN CONGRLSS OF RADIOLOGY, Mcxico City, Mcxico Kov 2 6 
Dr. Gnido Torres Martinez, Marsella No. ll. Mexico, D.F Secietarv 
Gcncr,il. ' ■’ 


lNy.RNATioNAL College op Surgeons, Madrid. Sp.Tin, May 2 O-T 4 Di 
Max Tliorck, 850 West Irving Park Road, Chicago, III V ~S A 
Sccrciary-Ccncrnl. 

INICRNAIIO.VAL Cosrt-RCNCC ON VITAMINS AND METABOLISM, Havana Cuba 
Jan. .5. Dr. Angel Victa Barahona, Medical School, University 0 
Ilavami, Havana, Cuba, General Chairman. ^ 

INTERNATIONAL CONGRESS OF HaF.MATOLOGV, Mat dcl Plata Ara—.I.a 

fS'scc^lmy.^- 

‘^N'w"'°En'a'^S“fs°tR House. London 

N.w.i, fcng. Sept. 15-18. Sir Horold BoJdcro, J2 PaJJ Ea«t 

London, S.W.l, England. Secretary. 


Ihternmionm. Congress on Neuropathology, Rome, Italy, Sept, 8-13. 
Dr. Armando Ferraro, 722 W. 168th St., New York, N. V., U. S. A., 
Secretary General. 

International Congress of Physical Medicine, London, England. July 
1449. Dr, A. C. Boyle, 45, Lincoln’s Inn Fields. London. W.C.2. 
England. Hon. Secretary. 

Latin American Congress of Physical Medicine, Panama City, R. P., 
Feb. 24-29. Dr. Cassius Lopez de Victoria, 176 East 7lst St., New York, 
N. Y., U. S. A., Executive Director. 

Neuroradiologic Symposium. Stockholm. Sweden, Sept. 17-20. Docent 
Ake Lindbom, Symposium Ncuroradiologicum, Serafimerlasarettet. Stock¬ 
holm K., Sweden, Secretary. 

Pan-American Congress of Gastroenterology, Mexico City, D.F., May 
11-17. Dr. R. Flores-Lopez, Calle Dr. Balmls, No. 148, Mexico City, 
D.F., Secretary. 

Pan American Congress of Otorhinolaryngology and Bronchoesopha- 
COLOGY, HAivana, Cuba, Jan. 20-24. Dr. Pedro Hernandez Gonzalo, 
8 No. 358, Vedado. Havana. Cuba, General Secretary. 

Pan-European Congress of Gastroenterology, Bologna, Florence and 
Rome, Italy, April 20-26. Prof. Guido Bassi, Policlinic of St. Orsola, 
Bologna, Italy, Secretary. 


EXAMINATIONS 
AND LICENSURE 


national board of MEDICAL EXAMINERS 

National Boald of Medical Examiners: Parts I and II, Jan. 28-30; Part 
II, April 21-22; Parts I and II, June 16-18 or June 23-25; Part I, Septem¬ 
ber. Ait centers where there are five or more candidates. Exec. Sec., 
Dr. John P. Hubbard, 225 S. 15tb St,, Philadelphia 2. 

EXAMINING BOARDS IN SPECIALTIES 

American Board op Anesthesiology: Various Locations, July 18. Final 
date for filing application was Jan. 18, Sec,, Dr. C. B. Hickcox, 80 Sey¬ 
mour St., Hartford 15. 

American Board of Dermatology and Syphilolooy; Written. Various 
centers. March 1952. Oral. Chicago, May 1952. Final date for filing 
application is Feb. I, 1952. Candidates for these tests must have com¬ 
pleted three years ol approved training prior to July 1, 1952. Sec., Dr. 
George M. Lewis, 66 E. 66th St., New York 21. 

American Board of Neurological Surgery; Oral. Chicago, May 1952. 
Final date for filing applications for the May 1952 examination was 
Jan. 1. See., Dr. W. J. German, 789 Howard Ave., New Haven 4, Conn. 

American Board of Obstetrics and Gynecology. Wrttien. Heb. l, 1952. 
Final date for filing applications was Nov. 1. Oral. Chicago, June 9-13, 
1952. Final dale for filing applicat.on is Feb. 1. 1952. Sec., Dr. Robert 
L. Faulkner, 2105 Adelberi Road, Cleveland 6. 

American Board of Ophthalmology; Written. Twenty-five centers. Feb. 
4-5, 1952. Practical. Philadelphia, May 29-June 3: Chicago, Oct. 6-10 
and New York City, June 6-10, 1953. Sec., Dr. Edwin B. Dumphy, 56 
Ivie Road, Cape Cottage, Maine. 

American Board of Orthopaedic Surgery. Pan II. Chicago, Jan. 23-25. 
Final dale for filing applications for the 1952 Pan H examinations was 
Aug. 15. Sec., Dr. Harold A. Sofield, 122 S. Michigan Ave., Chicago 3. 

American Board of Otolaryngology. Toronto, May 13-17; Chicago, Oct. 
6-10. Sec., Dr. Dean M. Lierle, University Hospitals, Iowa’ City. 

American Board of Pediatrics; Written examination under local monitors, 
Jan. II. This is the only written examination which will be given during’ 
1952. Oral. New York City, Feb. 1-3; St. Louis, Mo., Mar. 21-23; Wash¬ 
ington. D. C., May 3-S; San Francisco, late June; Chicago, October and 
Boston, late November. Exec. Sec., Dr. John McK. Mitchell, 6 Cushman 
Road, Rosemont, Pa. 

American Board of Physical Medicine and Rehabilitation: Parts I 
and ll. Chicago. June 9-10. Sec., Dr. Robert L. Bennett, Georgia Warm 
Springs Foundation, Warm Springs, Ga. 

American Board of Preventive Medicine and Public Health. Il'ritten 
Berkeley, Calif., Minneapolis, New Orleans and Baltimore April 38 
Sec., Dr. Ernest L. Slcbbins. 615 N. Wolfe St., Baltimore. 

American Board of Proctology. Part I. Kansas City, Minneapolis. Phila¬ 
delphia and San Francisco. May 3. Examination includes both oral and 
written examinations in the basic sciences. Dates and places tentative 
See.. Dr. Louis A. Buie, 102-110 2d Ave., S.W., Rochester, Minn. 

Amercian Board of Psychiatry and Neurology: Oral New York Dec 
17-18. Final date for filing applications was Sept. I. Act. See., Dr. David 
A. Boyd Jr., 102-110 Second Ave.. S.W., Rochester. Minn 

American Board or Radiology; Oral. Spring 1952. Final date for filing 
application was Dec.-31. Sec., Dr. B. R. Kirklin, 102-110 Second Ave 
S.\V„ Rochester, Minn. * 

American Boarp of Surgery: Written. Various Centers, March 1952 
Final date for filing application was Dec. 1, 1951. The following wriiteii 
examination will be given in October 1952. Sec., Dr. J. Stewart Rodman 
225 S. I5th St., Philadelphia. ’ 

American Board of Urology: Chicago, Feb 9 13. 1952. Final date for 
fihng applications was Sept. 1. Sec.. Dr. Harry Culver. 30 Westwood Rd., 
^flIl^capof^s f6. 

Board of Thoracic Surgery: Various parts of the country. Written. Feb. 
29, I9S2. Final date for filing application is Jan. 15. Dr. Will*' 

M. Tuttle, 1151 Taylor Ave., Detroit 2. 

• .a- 
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Pliemister, Dallas Burton ® Chicago; Thomas D. Jones Pro¬ 
fessor Emeritus of Surgery at the University of Chicago, died in 
the Albert Merritt Billings Hospital December 28, aged 69, of 
pulmonary embolism, following an operation. Dr. Phemister 
was born in Carbondale, Ill., July 15,1882. He received his medi¬ 
cal degree from Rush Medical College in 1904 and later studied 
in Paris, Berlin, London, and Vienna. During World War I 
he served as a major in the Army Medical Corps behind the 
lines of the battles of the Argonne, Chateau Thierry, St. Mihiel, 
.and Champagne. He was attending surgeon at the University of 
Chicago Clinics and for many years was on the staffs of Presby¬ 
terian Hospital and Rush Medical College. Dr. Phemister estab¬ 
lished the department of surgery of the University of Chicago in 
1925 and was chairman of it until he reached the retirement age. 
In 1940 he was designated the first holder of the Thomas D. 
Jones professorship, serving until 1947 when he became profes¬ 
sor emeritus. In the same year a lectureship in his honor was 
established at the university. In 1939 he delivered the sixth E. 
Starr Judd Lecture of the University of Minnesota, Minneapolis, 
and in 1929 delivered the fifth Lewis Linn McArthur Lecture of 
the Billings Foundation at the Institute of Medicine of Chicago, 
of which he was president in 1948-1949. In 1925-1926 he was 
chairman of the Section on Surgery, General and Abdominal, of 
the American Medical Association; in 1948-1949 he served as 
president of the American College of Surgeons, in 1938 as 
president of the American Surgical Association, and he was past 
president of the Society of Clinical Surgery and the Chicago 
^thological Society. He was a member of the American Ortho- 
"^ic Association, in 1948 became an honorary fellow of the 
■ul College of Surgeons of England, and last fall was awarded 
• French Legion of Honor of France at a meeting in Paris of 
I International College of Surgeons, of which he was vice- 
president from 1949 to 1951. Dr. Phemister was a specialist cer¬ 
tified by the American Board of Orthopaedic Surgery and a 
member of the founders group of the American Board of Sur¬ 
gery, and he was one of the first to demonstrate that surgical 
shock is the result of loss of blood. His beginning studies in 
experimental physiology in 1926 and his subsequent investiga¬ 
tions were major factors in the foundation of the modern concept 
of surgical shock, its treatment, and prevention. A specialist in 
bone pathology. Dr. Phemister devised a procedure for the arrest 
of the growth of bone at the epiphyses to equalize the length of 
the lower extremities in children and adolescents where growth 
had been altered by disease. His other research work contributing 
to present day surgery includes studies on the calcification of gall¬ 
stones and studies on cancer of the esophagus and the upper por¬ 
tion of the stomach. In 1945 at the 20th anniversary celebration 
of his chairmanship of the department of surgery, University of 
Chicago, he was presented with a special bound volume of the 
December issue of Annals of Surgery, which consisted of contri¬ 
butions of his pupils and former associates. 


I 

\ 



Crisp, William Henry ® Denver; born in London, England, 
Oct. 4, 1875; Denver and Gross College of Medicine, 1907; 
for many years a member of the faculty of his alma mater; 
for 11 years a member of the American Board of Ophthal¬ 
mology, of which he had once been chairman; member of the 
American Academy of Ophthalmology and Otolarngology, 
American Ophthalmological Society, Association for Research 
in Ophthalmology, and the Royal College of Physicians and Sur¬ 
geons of Canada; repeatedly elected to office in the Colorado 
Ophthalmological Society; fellow of the American College of 
Surgeons; in 1932 member of the House of Delegates of the 
American Medical Association; director, former editor and, 
since the inception of the American Journal of Ophthalmology, 
director of the abstract department; in 1944 was presented with 
a watch in appreciation of his long service to the journal and for 
outstanding contributions to ophthalmology; editor of “Oph- 


® Indicates Fellow of the American Medical Association. 


thalmic Yearbook”; was especially honored at the Pan-Arne 
Congress of Ophthalmology in Havana in 1948; affiliated 
Denver General, Colorado General, and Mercy hospitals- 
October 16, aged 76, of cerebral hemorrhage. ’ ” 

Hall, Custis Lee ® Washington, D. C.; born in Washinclo- 
July 15, 1888; George Washington University School of Met: 
cine, Washington, D. C., 1912; clinical professor of surgen-'’v 
his alma mater; specialist certified by the American Board 0 ; 
Orthopaedic Surgery; member of the International Collece c! 
Surgeons and past president of the United States chapter; sersec 
as president of the Washington Orthopedic Club and the M’asli 
ington Medical and Surgical Society; member of the Amerb- 
Academy of Orthopaedic Surgeons; fellow of the American Co! 
lege of Surgeons; served in France during World War 1; afiiliai*) 
with Naval Medical Center, Bethesda, Md., Central Dispensa'r) 
and Emergency Hospital, Garfield Memorial Hospital, Geort; 
Washington Hospital, Children’s Hospital, Columbia Hospiia 
for Women and Lying-in Asylum, St. Elizabeth’s Hospital, Crip 
pled Children’s Clinic of Gallinger Municipal Hospital, Veteran 
Administration Hospital, and Doctors Hospital, where he die 
November 10, aged 63, of complications following abdomb 
surgery. 

Corbett, James Frank, Minneapolis; born in Chippewa Falli 
Wis., Feb. 16, 1872; University of Minnesota College of Medi 
cine and Surgery, Minneapolis, 1896; professor emeritus of ncu 
rosurgery at his alma mater and formerly professor of surgerj 
at the graduate school; member of the founders group of tb 
American Board of Surgery; member of the American Medica 
Association, Western Surgical Association, Minnesota Academj 
of Medicine, and Minnesota Neurological Society; fellow of lb 
American College of Surgeons; past president of the Hennepit 
County Medical Society and the Minnesota State Medical As 
sociation; served during World War I; on the staffs of Minne 
apolis General, Asbury, Swedish, St. Mary’s, and Abbott hos 
pitals; died November 6, aged 79, of coronary heart disease. 

Ourian, Adorn K. ® New York; born in Constantinople Aug. 1 
1888; University of Istanbul Medical Faculty, Turkey, I9U 
specialist certified by the American Board of Radiology; memK’i 
of the Radiological Society of North America; captain in mcdica 
corps of Turkish Army from 1915 to 1918; for many years a! 
filiated with the New York Post Graduate Medical School an; 
Hospital; formerly on the staffs of the Sea View Hospital ii 
Staten Island, Southside Hospital in Bayshore, and Central Islij 
(N. Y.) State Hospital; died in University Hospital October 25 
aged 63, following an operation for intestinal obstruction. 

Lescohier Alexander William ® Grosse Pointe, Mich.; Detro: 
College of Medicine, 1909; past president of the American Dru: 
Manufacturers Association; member of the Industrial Medica 
Association; for many years associated with Parke, Davis 
Company, of which he had been president, and at the time 0 
his death a member of its board; in 1937 was awarded an honor 
ary degree of doctor of science by Wayne University; died int- 
Charles Godwin Jennings Hospital, Detroit, November H, 

66 , of spontaneous subarachnoid hemorrhage. 

Bernstein, Joseph ® New York; Indiana University School c 
Medicine, Indianapolis, 1937; served during World War I, 
October 16, aged 41. 

Bourland, Robert Collyer ® Rockford, Ill.; University of Mi* 
gan Medical School, Ann Arbor, 1899; an Associate Fe 
the American Medical Association; past president . 

nebago County Medical Society; served as major in j 

National Guard; member and past president of the staff o 
ford Memorial Hospital; on the courtesy staffs of • 
and Swedish-American hospitals; past president ot t c 
ford sanitary district board of trustees; died November , =- 
75 , of pneumonia. 
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Boyd, Foster Jackson, Mason, Ohio; Ohio-Miami Medical Col¬ 
lege of the University of Cincinnati, 1912; member of the 
American Medical Association; affiliated with Good Samaritan, 
St. Mary’s, and Bethesda hospitals in Cincinnati; died Septem¬ 
ber 4, aged 68, of carcinoma. 

Brown, Francis Xavier, Brooklyn; Long Island College Hos- 
■pital, Brooklyn, 1913; member of the American Medical Asso- 
elation; fellow of the American College of Surgeons; served 
' during World War I; on the staffs of the Kings County, Holy 
Family, St, Peter’s, and Victory Memorial hospitals; died in the 
:i Veterans Administration Hospital in Fort Hamilton November 
24, aged 62, of carcinoma of the lung. 

‘ Biilson, Charles Herman ® Napa, Calif.; Gross Medical Col- 
' lege, Denver, 1889; past president of the Napa County Medical 
Society; served during World War 1; affiliated with Parks Victory 
i Hospital, where he died November 19, aged 83. 

^ Carlin, George Edward, Amityville, N. Y.; Queen’s University 
Faculty of Medicine, Kingston, Ont., Canada, 1927; member of 
' the American Medical Association; physician in charge of the 
Louden-Knickerbocker Home; died in Brunswick General Hos¬ 
pital November 28, aged 49, of gangrene of the colon and per¬ 
forated duodenal ulcer. 

Chappie, Richard Rixon, Billings, Mont,; University of Michi¬ 
gan Medical School, Ann Arbor, 1930; member of the Ameri¬ 
can Medical Association; in 1950-1951 vice-president of the 
Yellowstone Valley Medical Society; served during World War 
II; formerly on the staff of Northern Pacific Hospital in Mis¬ 
soula; died in Graduate Hospital, Philadelphia, November 24, 

■ aged 46, of rupture of an intracranial aneurysm. 

! Christie, Welman Blake, Boston; Boston University School of 
Medicine, 1927; member of the New England Obstetrical and 
Gynecological Society; served during World War I; on the staff 
of Audubon Hospital; died in Cambridge, Mass., November 19, 
aged 54, of coronary thrombosis. 

Clnrlk, Edward Russell @ Castleton, Vt.; Dartmouth Medical 
School, Hanover, N. H., 1885; an Associate Fellow of the 
American Medical Association; served as local health officer and 
as selectman; on the staff of the Rutland (Vt.) Hospital; repre¬ 
sented Castleton in the state legislature; died November 26, aged 
93, of cerebral hemorrhage. 

Coley, Stephen Washington @ Jackson, Miss.; Memphis (Tenn.) 
Hospital Medical College, 1908; specialist certified by the Ameri¬ 
can Board of Radiology; member of the American College of 
Radiology; for many years on the staff of Methodist Hospital 
in Memphis; died in Baptist Hospital November 2, aged 67. 

Cooley, Halsey E,, Rochester, N. Y.; University of Buffalo 
School of Medicine, 1891; member of the American Medical 
Association; for many years county coroner; died November 26, 
aged 83, of uremia and arteriosclerosis. 

Cooper, Roy Cummings, Pittsburgh; Boston University School 
of Medicine, 1901; specialist certified by the American Board 
of Otolaryngology; member of the American Medical Asso¬ 
ciation and the American Academy of Ophthalmology and Oto¬ 
laryngology; fellow of the American College of Surgeons; on 
the stuff of Shadyside Hospital, of which he was past president; 
died November II, aged 77, of general arteriosclerosis and 
Parkinson’s disease. 

Coss, Waiter L., New Brighton, Pa.; Hahnemann Medical Col¬ 
lege and Hospital of Philadelphia, 1899; member of the Ameri¬ 
can Medical Association; on the staff of Beaver Valley General 
Hospital; died October 16, aged 74, of coronary thrombosis. 

Crawford, Horace Gilbert ® Bartlesville, Okla.; University of 
Nashville (Tenn.) Medical Department, 1911; also a graduate in 
pharmacy; fellow of the American College of Surgeons; past 
president of the Washington-Nowata Counties Medical Society; 
for many years physician for the Missouri-Kansas-Texas Rail¬ 
road; died October 14, aged 71, of coronary thrombosis. 

Fritz, William ll’allacc, Philadelphia; Mcdico-Chirurgical Col- 
Icgc of Philadelphia, 1904; died in Elm Terrace Hospital, Lans- 
dalc. Pa November 24, aged 79, of cerebral hemorrhage, 
nrlcnosclcrotic heart disease and diabetes mellitis. 


Goode, Ernest 3Vhitby, New York; Trinity Medical College, 
Toronto, Ont., Canada, 1892; member of the American Medical 
Association; died October 16, aged 82. 

Greaves, John Percy « Great Falls, Mont.; University of Min¬ 
nesota Medical School, Minneapolis, 1915; past president of the 
Cascade County Medical Society and the Montana Academy of 
Oto-Ophthalmology; died in Columbus Hospital November 7, 
aged 63, of cardiac decompensation. 

Henderson, Alfred Collard ® Stamford, Conn.; Columbia Uni¬ 
versity College of Physicians and Surgeons, New York, 1903; 
specialist certified by the American Board of Pediatrics; member 
of the American Academy of Pediatrics; affiliated with Stamford 
Hospital; died November 23, aged 77, of coronary disease. 

Karlstrom, Arthur Elof, Minneapolis; University of Minnesota 
Medical School, Minneapolis, 1936; member of the American 
Medical Association and American Academy of Pediatrics; 
specialist certified by the American Board of Pediatrics; clinical 
instructor of pediatrics at his alma mater; affiliated with Asbury 
Hospital and St. Barnabas Hospital, where he died October 4, 
aged 49, of uremia. 

Kass, Joseph Borissow ® Hamtramck, Mich.; University of 
Texas School of Medicine, Galveston, 1913; practiced in Detroit, 
where he was on the staff of St. Joseph’s Mercy Hospital; died 
November 3, aged 65. 

Lfllly, William James ® Washington, D. C.; Georgetown Uni¬ 
versity School of Medicine, Washington, 1912; affiliated with 
Georgetown, Providence, and Episcopal Eye, Ear, and Throat 
hospitals; served overseas during World War I; died November 
6, aged 63, of coronary occlusion. 

Levine, Samuel ® Brooklyn; University and Bellevue Hospital 
Medical College, New York, 1909; affiliated with Beth El Hos¬ 
pital; died November 28, aged 69. 

Lowe, John J,, Sand Springs, Okla.; University of West Ten¬ 
nessee College of Medicine and Surgery, Jackson, 1905; died 
August 16, aged 80, of carcinoma, 

MacDuff, Robert Bruce ® Flint, Mich.; University of Michigan 
Medical School, Ann Arbor, 1917; specialist certified by the 
American Board of Radiology; member of the Radiological 
Society of North America; served during World War I; vice- 
chairman of McLaren General Hospital; served on the staff of 
Hurley Hospital, where he died October 28, aged 59, of cerebral 
hemorrhage. 

McCartliy, William John ® South Ozone Park, N. Y.; Tufts 
College Medical School, Boston, 1924; affiliated with Queens 
General and Mary Immaculate hospitals in Jamaica and St. 
Mary’s Hospital in Brooklyn, where he died October 26, aged 
52, of heart disease. 

McCioskey, John Francis ® Philadelphia; University of Penn¬ 
sylvania Department of Medicine, Philadelphia, 1901; emeritus 
clinical professor of surgery at Woman’s Medical College of 
Pennsylvania; veteran of the Spanish-American War and served 
overseas during World War I; fellow of the American College 
of Surgeons; formerly Register of Wills; a founder and consult¬ 
ing surgeon at Chestnut Hill Hospital; affiliated with the Skin 
and Cancer Hospital and Woman’s Hospital; died November 22, 
aged 74, of coronary disease. 

McCrea, Edward Lee ® Table Rock, Neb.; University Medical 
College of Kansas City, Mo., 1900; an Associate Fellow of the 
American Medical Association; died in Bryan Memorial Hos¬ 
pital, Lincoln, October 15, aged 86, of carcinoma of the prostate. 

Mcllvaine, Marj' Josephine ® Philadelphia; Woman’s Medical 
College of Pennsylvania, Philadelphia, 1925; certified by the 
National Board of Medical Examiners; died November 5, aged 
50, of coronary occlusion. 

McIntyre, Thomas C., Detroit; Detroit Colie 
1904; affiliated with Providence Hospital, w 
her 6, aged 73, of carcinoma of the 

Martin, Robert Gerald, Chicago; 

Nashville, Tenn., 1893; died 
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Meredith, Charles Arthur, Manchester, Mo.; Marion-Sims Col¬ 
lege of Medicine, St. Louis, 1892; died November 22, aged 83. 

Mills, John Harold ® Portland, Ore.; University of Chicago, the 
School of Medicine, 1933; specialist certified by the American 
Board of Internal Medicine; fellow of the American College of 
Physicians; certified by the National Board of Medical Exam¬ 
iners; served during World War II; affiliated with the Veterans 
Administration Hospital, where he died October 14, aged 49. 

Myers, Aumond Dale ® Baldwin Park, Calif.; College of Medi¬ 
cal Evangelists, Loma Linda and Los Angeles, 1935; certified 
by the National Board of Medical Examiners; died near Paulina 
Lake, Ore., November 3, aged 44, in an airplane crash. 

Ovsey, Abraham Moses, Santa Monica, Calif.; College of Physi¬ 
cians and Surgeons, Los Angeles, 1917; died in Cedars of Leba¬ 
non Hospital, Los Angeles, October 18, aged 71, of acute shock, 
and acute coronary thrombosis. 

Reid, Robert Lincoln Doane ® New York City; Columbia Uni¬ 
versity College of Physicians and Surgeons, New York, 1903; 
died September 29, aged 79. 

Robertson, William D. ® Mount Vernon, N. Y.; Bellevue Hos¬ 
pital Medical College, New York, 1898; member of the staff 
of Mount Vernon Hospital, where he died November 25, aged 79. 

St. Clair, Francis Alphonzo, Washington, D. C.; Georgetown 
University School of Medicine, Washington, 1890; member of 
the American Medical Association; also a graduate in pharmacy; 
on the staff of the Central Dispensary and Emergency Hospital; 
died November 10, aged 90, of myocardial degeneration and 
mitral insufficiency. 

, William A,, Holdrege, Neb.; University of Louisville 
ly.) Medical Department, 1896; member of the American 
Medical Association; at one time postmaster; formerly practiced 
in Bertrand, where he was for many years member of the board 
of education; died October 23, aged 87. 

Shuster, Mitchell Norbert ® New York; University and Belle¬ 
vue Hospital Medical College, New York, 1922; served during 
World War II; died October 23, aged 53. 

Strickler, Florence Dunlop ® San Francisco; Leland Stanford 
Junior University School of Medicine, San Francisco, 1916; 
formerly vice-president of the San Francisco County Medical 
Society and president of the American Association of University 
Women; affiliated with Children’s and Stanford University hos¬ 
pitals; died November 21, aged 59, of coronary thrombosis. 

Tasse, Joseph Chrysanthe Edward, Worcester, Mass.; School of 
Medicine and Surgery of Montreal, Canada, 1889; died No¬ 
vember 24, aged 86, of carcinoma of the bladder. 

Taylor, Francis Albert, Bridgeport, Conn.; College of Physi¬ 
cians and Surgeons, Boston, 1905; died in Seffner, Fla., Octo¬ 
ber 29, aged 71, of a heart attack. 

Thomas, Camp Chandler, Lewiston, Maine; University of 
Michigan Homeopathic Medical School, Ann Arbor, 1917; mem¬ 
ber of the American Medical Association, New England Roent¬ 
gen Ray Society, Radiological Society of North America, and 
American College of Radiology; specialist certified by the Ameri¬ 
can Board of Radiology; served on the staff of St. Mary’s Gen¬ 
eral Hospital; died November 15, aged 69, of lymphatic leukemia 
and carcinoma. 

Timm, Harry Emil Louis ® Chicago; University of Illinois Col¬ 
lege of Medicine, Chicago, 1915; fellow of the American Col¬ 
lege of Surgeons; affiliated with South Shore Community 
Hospital, where he died December 3, aged 60, of gastrointestinal 
hemorrhage and ruptured varix. 

Tryon, Lewis Royer, Miami Beach, Fla.; Jefferson Medical Col¬ 
lege of Philadelphia, 1893; served overseas during World War 
I; later decorated by Estonia and Latvia for service with the 
Red Cross in those countries; formerly affiliated with the Vet¬ 
erans Administration in various cities; died in Coral Gables 
November 17, aged 79, of coronary sclerosis and nephrosclerosis. 
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Tucker, Nathaniel Albert, Henderson, Tenn. (licensed in T.. 
nessee in 1914); died September 3, aged 72, of cer^'i 
hemorrhage. 

Wachtel, Jacob Burton, Oklahoma City; Beaumont Hosnti 
Medical College, St. Louis, 1898; died in Wesley Hospital m 
tober 16, aged 73, of ruptured abdominal aortic aneursym T\ 
arteriosclerosis. ’ 

Walden, James Gould, Parkersburg, W. Va.; Baltimore Uni 
versify School of Medicine, 1892; died October 14, need 89 ci 
cerebral hemorrhage. ’ " ’ 

Warren, Elbert Taylor ® Stuart, Iowa; Drake University Co! 
lege of Medicine, Des Moines, 1910; died October 1, aged 66 
of coronary artery disease. 

Watson, Ira Charles, Henderson, Ky.; Meharry Medical Col 
lege, Nashville, Tenn., 1914; died September 27, aged 60, 0 ! 
carcinoma of the lung. 

Wlielpley, George Frederick, Boston; University of Marylar* 
School of Medicine, Baltimore, 1903; died in Boston City Hos 
pital October 26, aged 78, of cerebral thrombosis. 

White, John Lawrence, Chicago; Northwestern University Modi 
cal School, Chicago, 1924; chief sanitary officer for the cit 
health department; member of the Society of American Bac 
teriologists; died in Mayo Clinic, Rochester, Minn., Novembe 
14, aged 62, of carcinoma. 

Williams, Edward Russell, St. Petersburg, Fla.; Harvard Modi 
cal School, Boston, 1894; member of the Massachusetts Mcdica 
Society, American Medical Association and American Oph 
thalmological Society; served on the staffs of the Boston Cit 
Hospital and Cambridge (Mass.) Hospital; died in Gulfpor 
October 18, aged 79, of arteriosclerotic heart disease, 

Williard, George W. ® Columbus, Ohio; Ohio Medical Uni 
versity, Columbus, 1897; for many years member of the boan 
of education, serving as president in 1914; served as physiciai 
for the Ohio Penitentiary and the State School for the Blind 
medical director for the Columbus and Southern Ohio Elcclrit 
Company for many years; a director of the Central Buildini 
Loan and Savings Company; died November 5, aged 77, d 
coronary thrombosis. 

Wills, Josephus Nicholas ® Detroit; Detroit College of Medicit! 
and Surgery, 1919; affiliated with Parkside, Wayne Diagnosis 
and Trinity hospitals; died September 17, aged 67, of heat 
disease. 

Wilson, John Nanfs ® Washington, D. C.; George Washingtoi 
University School of Medicine, Washington, D. C., 1927 ; mern 
ber of the American College of Chest Physicians; affiliated will 
the Veterans Administration; died November 3, aged 51. 

Woods, Ralph Hucston ® La Salle, III.; University of lllinoi 
College of Medicine, Chicago, 1913; also a graduate in phai 
macy; member of the American Academy of Ophthalmoloa 
and Otolaryngology; fellow of the American College of Su 
geons; affiliated with St. Margaret’s Hospital in Spring Valk 
Peoples Hospital in Peru, and St. Mary’s Hospital; author ( 
“Cardinals of Optics, Physiological Optics, and Applied Rcot 
tion”; composed many military band numbers; died in St. Mar) 
Hospital October 16, aged 75, of cerebral hemorrhage. 

Woodward, Floyd Owen, Jamestown, N. D.; University of M” 
nesota Medical School, Minneapolis, 1914; member of 
American Medical Association; specialist certified by the Amci 
can Board of Internal Medicine; affiliated with Jamestown ai 
Trinity hospitals; died recently, aged 64, of hypertensive » 
disease. 

Zemer, Stanley Gillum ® Lincoln, Neb.; Rush Medical Cc 
lege, Chicago, 1913; member of the American Academy 
Ophthalmology and Otolaryngology; past president 0 c 
caster County Medical Society; member of , j; 

served during World War I; affiliated with St. ^ 1 

coin General, and Bryan Memorial hospitals; died Octo 
aged 68, of arteriosclerotic heart disease. 



Vol. 148, No. 3 


219 


GOVERNMENT SERVICES 


MEDICAL POLICY COUNCIL 

The Armed Forces Medical Policy Council has approved the 
principle of providing armed forces scholarships in approved 
medical schools as part of a long-range program for the pro¬ 
curement of medical officers. The students accepting these schol¬ 
arships would be obligated for service in the armed forces. The 
council is studying plans for implementing this policy. 

The Departments of the Army, Navy, and Air Force are now 
studying the possibility of awarding point credits to reserve medi¬ 
cal officers who attend annual meetings of the Association of 
Military Surgeons. This action follows a decision of the Armed 
Forces Medical Policy Council that the awards were desirable. 
The three military departments will determine whether this plan 
can be applied to their respective medical reserve systems. 

At the recommendation of the Armed Forces Medical Policy 
Council, a new, portable, field x-ray unit and 60-second devel¬ 
oper, recently demonstrated to the council, was sent to Korea 
for field testing in December 1951. This x-ray unit, almost one- 
half the weight of field units currently in use, can be assembled 
or dismantled in a matter of minutes. If the results of the Korea 
test come up to expectations, this type of unit will relpace the 
heavier x-ray equipment now in use by the armed forces in the 
field. 

■ Dr. Melvin A. Casberg was appointed vice-chairman of the 
Armed Forces Medical Policy Council, effective Jan. 1, 1952. 
He will serve as the principal assistant to the chairman. Dr. 
W. Randolph Lovelace II. Dr. Casberg was born in India, of 
American missionary parents. He received an M.D. degree from 
St. Louis School of Medicine in 1936. In 1941 he became sur- 
gcon-in-chicf at the Umri Mission Hospital in Berar, India, and 
in the following year joined the United States Army 21st Gen¬ 
eral Hospital, serving with this unit through the North African 
campaign, and later was appointed station surgeon in Chung¬ 
king, China. He was in private practice in surgery from 1946 
to 1949 at Long Beach, Calif. On Aug. 1, 1949, Dr. Casberg 
was appointed dean of the St. Louis University School of Medi¬ 
cine. He resigned from this position to accept the vice-chairman¬ 
ship of the Armed Forces Medical Policy Council. 


ATOMIC ENERGY COMMISSION 

Fellowship Program.—^The names of 343 holders of fellowships 
sponsored by the Atomic Energy Commission have been an¬ 
nounced by the Oak Ridge Institute of Nuclear Studies, which' 
is administering the fellowship program for the 1951-52 school 
year. 

Dr. Russell S. Poor, chairman of the institute's University 
Relations Division, said that fellowships had been awarded for 
study at 70 American universities and research institutions and 
seven others located abroad. The fellowships are for research 
and study on the predoctoral and postdoctoral level, with 300 
prcdoctoral and 43 postdoctoral fellows. Of the predoctoral fel¬ 
lows, 223 arc studying the physical sciences and 77 the biological 
sciences. On the postdoctoral level, 21 are in the physical sci¬ 
ences, 17 in the biological sciences, and 5 in the medical sciences. 
All holders of fellowships have been investigated by the Federal 
Bureau of Investigation in accordance with existing laws. 

Tlic AEC fellowship program is enabling American students 
to study and carry out rese.arch under the direction of the 
svorld’s scientific leaders. The university faculty members who 
direct a student’s research include m.any Nobel prize winners 
and other noted scientists. Among them are Enrico Fermi, 
Nobel prize winner at the University of Chicago, who built the 
first uranium reactor; 1.1. Rabi, of Columbia University, another 
Nobel prize winner for his work in physics; H. A. Bethe, Cornell 
University physicist who postulated the theory of the chain re¬ 


action that takes place in the sun. Among the Europeans who 
will direct the research and study of the Americans are Dr. 
Werner Heisenberg, of Goettingen, Germany, also a Nobel prize 
winner, whose discovery of the uncertainty principle in quantum 
mechanics is considered by many as vital to the development 
of atomic energy as the Einstein mass-energy relationship; Niels 
Bohr, Danish winner of the Nobel prize, who carried news of 
uranium fission to this country early in 1939; and Otto Frisch, 
Jacksonian Professor of Natural Philosphy at Cambridge Uni¬ 
versity, England. 

Radioisotopes for Shipment.—A total of 270 radioisotopes were 
supplied for shipment to 26 different research organizations dur¬ 
ing 1951, by the Brookhaven National Laboratory, Upton, N. Y. 
The figures do not include the several hundred radioisotopes used 
in research by staff scientists of the laboratory, which is operated 
by Associated Universities, Inc., under contract with the U. S. 
Atomic Energy Commission. 

Authorization to receive radioisotopes is issued by Oak Ridge 
National Laboratory, in Tennessee, which refers to Brookhaven 
requests for delivery in the northeast of short-lived radioisotopes. 
Radioisotopes many times more radioactive than those obtain¬ 
able in the Oak Ridge reactor are also supplied by Brookhaven. 

Of the Brookhaven shipments, 100 were of radioactive sodium 
(Na->) and 91 shipments were radioactive potassium 
which lose half their radioactivity every 15 and 12.4 hours, re¬ 
spectively. Because sodium and potassium are basic components 
of the human body, radioisotopes of each element can be used 
as tracers to gain information on the efficiency with which the 
respective element is being used in the body. 


PUBLIC HEALTH SERVICE 

Mental Health Clinics Survey.—There are now 1,228 mental 
health clinics operating in the United States, 902 or 73% of 
them serving children, according to a survey reported in the 
November 30 issue of Public Health Reports. The survey, under¬ 
taken in the spring and summer of 1950 to provide information 
for the Mid-Century 'White House Conference on Children and 
Youth, further indicates 475 clinics have been established since 
1947. Of the total number of mental hygiene and general psy¬ 
chiatric clinics surveyed, one-third serve children only and 44% 
serve both adults and children. During 1950 at least 150,000 
children received treatment. One out of nine clinics serving 
children provide diagnostic services only. The others furnish 
treatment. 

The northeast section of the country has more than half of 
the clinics although it has only one-quarter of the total popula¬ 
tion. The ratio of 1.67 clinics per 100,000 population in this 
area is more than four times that for the South. Three states, 
Idaho, Nevada and Wyoming, have no operating clinics. Almost 
half of the clinics are in the 108 cities with a population of 
100,000 or more. About three-fourths of the clinics are the re¬ 
sponsibility of state, county, or city health and welfare agencies, 
or are connected with courts, school systems, or the Veterans 
Administration. The remainder are sponsored by voluntary wel¬ 
fare agencies, mental hygiene societies, and other nonofficial 
organizations. 

Symposium on Blood Vessel Grafts.—A symposium on blood 
vessel grafts and related problems was held at the National In¬ 
stitutes of Health, Bethesda, Md., Jan. 10, 1952. Scientists work¬ 
ing in the field reviewed current progress in arterial and venous 
transplants and in blood vessel preservation technics in a series 
of formal papers. The meeting was open for general discussion. 
Dr. Daniel C. Elkin, chairman of the department of surgery, 
Emory University, Atlanta, Ga., presided. 
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BRAZIL 

Inimunobiologic Relation Between Tuberculosis and Leprosy. 
—A paper was published by Drs. Nelson Souza Campos, Jose 
Rosemberg, and Jamil Aun on the immunobiologic r,elation be¬ 
tween tuberculosis and leprosy. The lepromin test was'performed 
on 38 children who had been BCG-vaccinated 12 months pre¬ 
viously at the ages of 1 to 18 months. All were healthy children 
of leprous parents, from whom they had been separated at birth. 
In 100% of the cases there was a positive reaction by the third 
week from the date of introduction of the lepromin into the 
derma, with 21 patients showing a + reaction and 17 showing 
-t—1-. The lepromin test performed at the time of BCG-vac- 
cination resulted in positive reactions in all cases except four 
of those in which a single dose of BCG was administered; a year 
later reactions were observed in these four cases also. 

There was complete dissociation between tuberculin sensi¬ 
tivity and lepromin reaction. In two cases positive reactions 
to the Mantoux test (tuberculin in 1:10 dilution) never occurred. 
Of the 36 remaining cases in which the allergy developed, 29 
patients became entirely tuberculin-negative from 6 to 11 months 
before the lepromin test. The results of the above investigation 
confirm previous studies made by the authors with healthy chil¬ 
dren of parents having no history of leprous infection. 

osporosis.—Drs. Joao Alves Meira and Marcelo Correa pub- 
; ed their observations in 28 cases of human infection by 
y- occidia belonging to the genus Isospora. These cases were found 
in 22,836 stool specimens examined from December, 1942, 
through June, 1950, at the Faculdade de Higiene and Institute 
Adolfo Luts of Sao Paulo. The cases were divided into two 
groups; one composed of 15 cases in which the parasite was 
identified as Isospora hominis (Railliet and Lucet, 1891), the 
other, of 13 cases in which the Coccidium was identified as I. 
belli (Wenyon, 1923). In the first group the Coccidium was dis¬ 
charged in the feces usually as a single sporocyst containing 
four vermiform sporozoites. The average size of these sporo- 
cysts was 14.8 in length by 9.8 m in width. In only three cases 
were ripe oocysts with the two sporocysts, each containing four 
sporozoites, found together with the isolated tetrazoic sporo¬ 
cysts. It is important to emphasize that in all 15 cases the 
coccidia discharged in the feces were in the mature stage. On 
the other hand, in the 13 cases of the second group only the 
unsegmented oocysts were found in the feces. Rarely, oocysts 
containing two sporoblasts were found in recently passed feces. 
In these cases the oocysts were usually unsegmented when dis¬ 
charged in the feces, but within 48 hours, at room temperature, 
sporocysts containing four sporozoites developed. The average 
size of the oocysts was 28.3 m in length by 13.5 ft in width. The 
average size of the sporocysts was 12.9 in length by 10 m in 
width. In the cases studied it was not possible to demonstrate 
the pathogenic action of I. hominis in man, as the clinical symp¬ 
toms either were absent or occurred when other intestinal para¬ 
sites also were present. In regard to infection by I. belli the 
authors observed the following three possibilities: (a) the pres¬ 
ence of I. belli, without clinical symptoms; {b) the presence of 
gastrointestinal symptoms that may be caused by other para- 
I sites; and (c) the presence of gastrointestinal symptoms caused 
j by I. belli infection. 

Esophageal Hiatus Hernia.—The importance of esophageal 
hiatus hernia has been recognized in recent years. It was formerly 
considered rare, but is now known to be a relatively common 
condition, although it is often obscured by vague digestive, 

; cardiovascular, and respiratory disturbances. Roentgen exami¬ 
nation has contributed to exact diagnosis, but the details that 
I make this diagnosis possible are not yet a part of the radlolo- 
■ gist’s routine, although the fundamental technique was estab- 


The items in tliese letters are contributed by regular correspondents in 
the various foreign countries. 


lished by Ackerlund in 1926. Drs. Mario R. Oliveira J 6 s! c 
Pontes, and A. Ferreira Filho, of the department of surgery Ho, 
pital das Clinicas, University of Sao Paulo, recently reported o' 
the analysis of more than 4,500 cases observed at the gastro! 
enterology department. Among 3,000 patients with diseases of 
the digestive system from 1941 to 1948, only two cases of 
esophageal hiatus hernia were diagnosed (0.07%). In 1949 
1950, when more attention was given to dyspeptic symptoms 
and more special techniques were used by radiologists to reveal 
the structures of the esophageal hiatus region, 28 cases of hernia 
were found among 1,500 patients (1.87%). 

Of the 28 patients, 19 (63.3%) were men, and 11 (36.7rc) 
were women, with ages ranging from 23 to 76 years. The cases 
were of three types: paraesophageal hernias, 6 cases (207c'); 
gastric hernias caused by congenital short esophagus, 3 cases' 
( 10 %); and pulsion type hiatus hernias (incompetent hiatus), 21 
cases (70%). Of-the latter, 19 were reversible and 2 irreversi'ble. 
The similarity of percentage distribution with that reported by 
Harrington (1948) and Merendino, Varco, and Wangensteen 
(1949) is interesting; they reported 20 to 33% for the first type, 
7% for the second, and 75 to''80% for the third. Of the 30 
patients, 25 gave definite information about the duration of the 
illness, which varied from 1 to 25 years, with an average of 7,8 
years. The most frequent digestive symptoms were heartburn, 
26 cases ( 86 . 2 %); retrotternal and epigastric pains, 14 (46.7rc); 
belching, 11 (36.7%); indigestion, 11 (36.7%); heaviness and 
flatulence of the stomach, 11 (36.7%); worsening of symptoms 
while in the recumbent position, 9 patients (30.0%); dysphagia, 
5 patients (16.7%); and hematemesis or melena, ,4 patients 
(13.7%). The most frequent cardiovascular and respiratory 
symptoms were palpitations, 11 cases (36.7%); tightness of the 
chest, 10 (33.3%); dyspnea, 9 (30%); and increased breathing 
difficulty while in the recumbent position, 9 (30%). 


Clinical and Statistical Survey of Transfusion Reactions.—Dr. 
Ruy Faria, head of the blood bank, Sao Paulo Municipal Hos¬ 
pital, in a recent report, analyzed reactions after blood trans¬ 
fusions clinically and statistically. Among 2,069 patients who 
received transfusions during the first four years of the service, 
78 reactions were registered (3.76%). This total is divided as 
follows: 64 pyrogenic reactions (3.09%), 9 allergic reactions 
(0.43%), 3 hemolytic reactions (0.14%), 1 circulatory overload 
(0.05%), and 1 pulmonary embolism (0.05%). The author made 
a careful survey of the different types of reactions, especially 
from the standpoints of treatment and prevention. He describ.'s 
the exacting preventive measures against pyrogenic reactions thil 
are now taken at the service. He asserts that pyrogenic reactions 
still occurring at the Municipal Hospital are due to minor in¬ 
compatibilities, as pointed out by Muirhead and Hill and-by 
Wiener. This is confirmed by the prevalence rate of these re¬ 
actions, which is somewhat below the maximum 4% allowed 
by American physicians. The present rate in Dr. Faria’s depart¬ 
ment is markedly lower than the 3.09% figure given above for 
the entire four-year period. Allergic donors or persons having 
had a meal with lipids a short time before are not accepted for 
transfusions. In spite of these and other precautions, allergic 
reactions continue to occur at a constant rate, somewhat below 
the conventional 0.45%. Hemolytic reactions were rare (0.14fc), 
and two of the three cases reported occurred at the beginning 
of the service. The first patient, a woman at childbirth, die. 
but the exact nature of the reaction could not be ascertainc ■ 
Although the record shows that the transfusion was immediate^ 
stopped, and nothing was injected afterward, the woman dn^^ 
two days later, icteric and anuric. The second case, which oc 
curred during the first year of the service, was grave but no 
fatal. This patient was also a woman, Rh-negative and m - 
third month of pregnancy. Anti-Rh serum was not yet ^ 
and the patient received 250 cc. of Rh-positive blood, a tnou- 
she had been sensitized by 10 previous pregnancies, all 
nating with stillborn fetuses or babies who died at a ve y 
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ace They were all Rh-positive, since their father wa^ homo- 
zvEOUS. In the third case, the reaction was detected immediately 
after the beginning of a drip transfusion. The patient, erron¬ 
eously classified as AB because of powerful cold agglutinins, 
reacted strongly to the B blood injected, as she belonged to the 
A group. Since then, blood classification is always done with 
'■ washed cells, and a routine direct protein test is made. Death, 
' due to a circulatory overload of 200 cc. of plasma, occurred 
: while she was in shock; venous turgor was undetected in the 
; emergency. 


ITALY 

’ Society of Cardiology.—A branch of the Italian Society of 
‘ Cardiology has been established in Bologna for the provinces 
of the Emilia and the Romagna regions. Prof. Antonio Gas- 
\ barrini, head of the medical clinic of the University of Bologna, 

• was elected president. Professor Condorelli, head of the medical 

- clinic of the University of Catania, gave a report on physio- 
i pathology of the pulmonary pressure discussing his technique 

- for the continuous recording of the pulmonary and femoral 
r arterial pressure in man. By means of research and demonstra- 
t: tion of the variations of the pulmonary arterial pressure that 
: occur secondary to breathing, he showed that the neuroregula- 
■; tory apparatus of the pulmonary arterial pressure is definitely 
; different from the apparatus that regulates the arterial pressure 
:■ of the systemic circulation. Stimulation of the proprioceptors of 

the systemic circulation does not influence the tonus of the pul- 
: monary artery, and, in the instances in which such modifications 
a are noticed, these are due to reflex variations of the cardiac 
activity. The nitrites, which, in proper doses, exert a stimulating 
effect on the chemoreceptors of the great arterial circulation, 

^ do not cause any modification of pressure in the pulmonary 
1 artery. Epinephrine, by stimulating the adrenergic nerve end- 
: ings,'is responsible for an increase of the pressure in the pulmo- 
^ nary artery; the pulmonary hypertension due to epinephrine is 
. often of longer duration than that occurring in the arteries of 
the greater circulation, because the secondary stimulation of the 
pressoreceptors that rapidly control the hypertension of the gen- 
3 oral arterial circulation remains without effect on the pulmo- 
r nary circulation. On the other hand, the use of acetylcholine has 

- never induced a drop in the pulmonary pressure in spite of the 

- manifest hypotensive effect recorded by the tracing. of the 

- femoral arterial pressure. Even by potentiating the action of 

• acetylcholine with the so-called anticholinesterases, pulmonary 

■ arterial pressure is not lowered, although there is a pronounced 
drop in the arterial pressure of the greater circulation. Research 

- has shown that it is impossible to prove the existence of cho- 

■ lincrgic terminations in the system of the pulmonary artery. 
Nicotinic acid is a drug that may cause transient pulmonary 

' hypertension, probably by stimulating pulmonary chemorecep- 
tors. The pulmonary hypertension due to nicotinic acid develops 
; even when the drug induces hypotension of the arteries of the 
' systemic circulation. By simultaneously recording the pulmo- 
; nary and the femoral arterial pressure. Professor Condorelli 
demonstrated that frequently rhythmical waves of arterial tonus 

• can be seen that have no relation to analogous variations of (he 
I pulmonary arterial pressure. Arterial hypertension, in the ab- 
; scnce of signs of circulatory insufficiency, is to be considered 
t as a normotensive condition and occasionally as pulmonary 

hypotension. This concept, deduced from pathological study, 

• constitutes a factor of fundamental importance to the concept 

• of the complete independence of the regulation of the arterial 
V pressure in the systemic and the pulmonary circulation. 

' Professor Altana presented a paper on electrocardiographic 
modifications related to attacks of tachycardia. After prolonged 
attacks of paroxysmal tachycardia, alterations of the electrocar- 
diographic tracing arc observed that especially involve the T 
wave and that regress within a few days to some weeks. Cog- 
i nizance of this type of electrocardiographic tracing is of great 
1 practical importance, because, if the origin is not recognized 
.as rcfcrrable to the preceding tachycardiac attacks, an erroneous 
diagnosis of severe organic myocardiac lesion, even of the in- 

■ farction type, may be made. 


Dr. Lenzi and Dr. Facci presented a report on a girl aged 16, 
in whom a systolic murmur caused by the mitral valve was 
observed when, at the age of 1, she contracted an exanthematous 
disease. The electrocardiogram revealed a complex picture, 
characterized by great morphological variability, partial auricu¬ 
lar arrhythmia, and periods of auricular tachysystole, with 2:1 
block. The phoriocardiographic study revealed that when pre¬ 
excitation was more noticeable and a considerable reduction of 
the PQ interval was determined, a murmur was heard, which, 
when recorded, preceded the rapid complex observed at 0.06 
second from the end of the auricular tracing. This heart sound 
was not heard when shortening of the QRS complex with length¬ 
ening of the PQ interval was elicited either by spontaneous vari¬ 
ations or by the actions of drugs (acetylcholine). According to 
the speakers, from the clinical point of view, the patient’s disease 
could be classified as a complex congenital lesion (moderate 
mitral stenosis associated with intraventricular obstruction). 
This case is of great interest, as it shows the presence of the 
preexcitation phenomenon. This condition may have been 
brought about by endocarditis of the right side of the heart and 
maintained by hypertension in this side of the heart. 

Dr. Garbin and Dr. Gasbarrini spoke of the arteriolar vaso¬ 
active effects of histamine and synthetic antihistamines. They 
studied, with the photoplethysmographic method, 23 healthy 
persons with a normal neurovegetative tonus. The arteriolar 
pulse of the finger tips and the maximum and minimum systolic 
and diastolic pressure of each patient were recorded under basic 
conditions; then 1 cc. of histamine was injected intramuscularly, 
and recordings of pulse and pressure were made every 15 minutes 
for one hour. On succeeding days, the action of antihistamine 
and epinephrine was ascertained and, on another day, histamine 
and antihistamine were administered simultaneously. On the 
basis of the results, the speakers concluded that histamine, in 
addition to its known action on the capillaries, is capable of 
pronounced effects on the arteriolar tonus, producing a diphasic 
reaction, consisting of a primary dilatation followed by a mod¬ 
erate contraction. From the clinical point of view, the speakers’ 
report emphasized the importance of the photoplethysmographic 
recording for the comparative study of the effects of various 
drugs on the blood vessels. 

Epidemic of Goiter.—Dr. Bizzarri gave a report at the Filippo 
Pacini Medical Academy on a goiter epidemic that occurred in 
the province of Pistoia from 1941 to 1945; in addition to making 
use of his own observations, the speaker also made use of the 
personal communications of physicians in the regions in which 
the disease occurred. Subjective symptomatology was always 
scarce; objective findings were without value, except for the 
abnormal pulse ratio. The course of the disease was always 
favorable, with complete regression within a maximum period of 
three months. The various methods of treatment did not pro¬ 
duce any specific effect since equally satisfactory results were 
observed in instances in which medical-dietetic treatment was 
omitted. Young persons, predominantly females, were. those 
most affected. The disease occurred exclusively in the plains, 
outside of some communities in the mountains in which goiter 
is endemic. In his study of the etiology and pathogenesis, the 
speaker examined the water system of the region and concluded 
that this was not the means of transmission of a bacterium with 
thyrotropic activity. The fact that cases of goiter were not ob¬ 
served in army stations, colleges, and other institutions excluded 
the possibility of infective goiter. The analysis of the water and 
of the soil, carried out in an attempt to disclose a possible 
sudden modification in their iodine content, gave negative re¬ 
sults, As for atmospheric precipitation, a major drought was 
reported in the period from 1942 to 1945; however, the speaker 
did not think that this was a determining influence, although it 
might have been an auxiliary factor. No importance was 
attributed to the factor of nutrition or vitamin deficiency. The 
speaker believed that psychic elements were concurrent factors, 
and he proposed the hypothesis that a persistent emotional con¬ 
dition may have caused some diencephalic-hypophysial stimuli 
creating or favoring those conditions that caused the appearance 
of goiter. The emotional factor is perhaps correlated with the 
particular psychic strain endured by the population at the time 
in which the war was fought in that zone. 
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CLEVELAND ACADEMY MEDICAL CARE PLAN 

To the Editor :—Voluntary Health Insurance Plans developed 
and sponsored by county medical societies and tailored to fit 
local needs are an important cornerstone in the 12 point pro¬ 
gram of the American Medical Association. I would therefore 
like to report on a new plan developed by the Academy of Medi¬ 
cine of Cleveland, which went into effect about September 1 
and which will provide complete medical care in hospitals to 
Cleveland families earning $5,000 a year or under, at a cost of 
less than 15 cents a day. A year of planning and preparation 
preceded the presentation of the plan for approval to academy 
active members, and it is interesting to note that 51% of the 
active members signed up to participate in the plan within 20 
days after it was offered to them. 

The Cleveland Academy Medical Care 'Plan is unusual from 
a legal standpoint. The individual physician who wishes to 
participate signs no contract with the insurance company; his 
only contract is with the academy itself. Under the contract, he 
agrees to limit his fees to families in the $5,000-and-under income 
group by a standardized schedule of fees. The physician’s rela¬ 
tionship, thus, is with his own county medical society, rather 
than with an outside commercial organization, and the plan is 

ministered by the academy. 

The contract provides that any participating physician can 
withdraw from the plan at the end of any year, if he wishes, and 
prevents lowering of fees or Inclusion of added services without 
his consent. He is paid by the patient, but can also be paid by 
the insurance company through the patient’s endorsement. The 
insurance companies that have accepted the invitation of the 
academy to offer the plan to the public are Aetna Life, Connecti¬ 
cut General, Equitable Life Assurance Society, Great-West Life, 
John Hancock, Liberty Mutual, Massachusetts Mutual, Medical 
Mutual of Cleveland (the local Blue Shield type of company). 
Metropolitan Life, Mutual Benefit Health and Accident, New 
York Life, Northwestern National, Pacific Mutual,. Provident 
Life & Accident, Prudential, and Travelers. 

In brief outline, the Cleveland Academy Medical Care Plan 
provides the following benefits to a physician’s patients who be¬ 
come subscribers: 

1. Complete payment of all professional surgical and anes- 
thesiological expenses incurred in hospitals by participating 
families earning $5,000 a year or less. 

2. Complete payment of nonsurgical medical expenses in¬ 
curred in hospitals of these families if they carry a medical rider 
on their policy. 

■ 3. Payment of a substantial share of all these expenses for 
families whose income is more than $5,000 a year. 

4 . A payment of $60 toward the obstetrical fee of all Insured 
families. 

5. Payment for professional services for procedures ordj- 
narily performed in hospitals, when performed in a physician’s 
office. 

Major advantages that the plan offers to members of the 
academy include the following features: 

1. A standardized fee schedule in line with average fees now 
charged to families in the $5,000-or-under income bracket here. 

2. Greater freedom from collection problems. 

3. A powerful weapon to halt the trend toward corporate 
(hospital) practice of medicine. 

4. A long-range answer to those who say that only the gov¬ 
ernment can provide low-cost medical care. 

Charles S. Higley, M.D. 

2009 Adelbert Road 

Cleveland 6. 


LEPROSY 

To the Editor :—^The term Hansen’s disease is widely used 
avoid confusion between the disease called leprosy in mod 
medicine and the word leprosy as used in the Bible. Iml, 
Hansen’s disease has been made the official name by the Icci 
ture of the Hawaiian Islands, where the problem is serioi 
practical and no mere academic quibble. 

The physicians who urge this action firmly agree that med 
nomenclature should not be changed capriciously or for tri 
reasons. Thus, malaria is not caused by “bad air,” involutic 
melancholia is not caused by “black bile,” and psoriasis is 
characterized by severe itching. Yet it would be preposlcr 
to change any of these terms simply because they are technic 
inaccurate. But the use of one word for both the disease so: 
studied by Hansen and for a status under the Hebrew ceremo 
law cannot be dismissed as simply an annoyance to etymoloc 
Here the name itself is a disastrous barrier to good medicare 
and good public health measures. A term that would avoid c 
fusion and unjustified panie would help greatly in carrying 
the sound recommendations of the editorial “Leprosy iii 
United States” (7. A. M. A. 142:1365-1366 [April 29] 19 

Leviticus 13 and 14, which discuss the leprosy of persi 
garments, and houses, contain no description that can be ie 
tiffed as what is defined as leprosy in modern medicine. Indi 
the only disease that can be recognized with reasonable certai 
is favus of the scalp (Leviticus 13:29-37). That the Biblical w 
referred to a status under the ritualistic law is made evident 
the mention of leprosy in the long list of blemishes that \vc 
bar even a descendant of Aaron from serving as priest (Leviti 
21:16 to 22:9). This conclusion is supported in a unique t 
in the New Testament, where diseases are spoken of as be 
“healed” and leprosy as being “cleansed.” The single except 
is very illuminating. The word “healed” is used (Luke 17:11- 
regarding one of ten lepers. This one man was a Samaritan t 
hence could not be regarded as “cleansed” under the rituali 
law. 

It is probably significant that in Europe the practical disappe 
ance of anything diagnosed as leprosy occurred during the gf 
epidemic of syphilis (1493-1600). A plausible reason is thatl 
diagnosis of syphilis imposed no onerous restrictions on I 
patient. It was not even a cause of shame or social embaiti 
ment for fully a century, as is seen from the fact that the poi 
that gave syphilis its present name was dedicated to a cari 
of the church. 

I hope that the medical profession can coin a belter lur 
than Hansen’s disease. Yet even an eponym is prefcraHc 
a name that makes patients with modern “leprosy” go intohWi 
in order to save their families from ostracism and that make 
impossible for patients to secure employment even after tl 
have had a medical discharge from the Carville Marine Hospi 

Frederick C. Lendrum, M.D., Ph.D- 

University of Illinois College of Medicin 

1853 W. Polk St., Chicago 12. 


SELF-RETAINING ELECTROCARDIOGRAPHIC 
ELECTRODE 

To the Editor: —Recently, in The Iournal (147:1042 [Nov. 
mention was made in an article by Welsh of a self-retaii 
electrocardiographie electrode, which is an ingenious idea 
solves most of the problems; however, in exercise tolerance 
and on extremely emaciated or hairy-chested persons, some 
culty may be experienced in using the Welsh electrode, n 
cases a very useful device is the simple, homemade c ec 
holder that I described in Southwestern Medicine ^ 

1951). This can be made from two strips of rubber cut i 
old innertube, four clothespins, and a tongue blade. 


R. D. Haire Jr., M-D. 

706 W. Second St., Roswell, N. aw. 
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BUREAU OF INVESTIGATION 


“PROFESSOR TORGERSON” 

Physicians of German or Austrian descent who may receive 
inquiries from colleagues in Lower Austria concerning an ad¬ 
vertisement of a Prof. 0. Torgerson of 4047 Westminster, St. 
Louis 8, or elsewhere, should take notice of what appears to be 
a victimization of such persons. 

There appeared an advertisement in the October, 1951, issue of 
IViener acrztc Zcitimg, described as “Officielles Organ der Wiener 
Aerztekammer,” which invited Austrian physicians to become 
established in rural areas in the United States. They were prom¬ 
ised yearly incomes of $15,000 to $25,000. Those who appeared 
interested were assured employment in American hospitals at 
a weekly salary of $30, for which service Torgerson proposed 
to charge such persons the amount of $5 a week for 40 weeks. 
Those who were interested were invited to write him and sign 
an agreement as follows; 

“I. 

do hereby agree to pay two hundred dollars to Prof. O. C. 
Torgerson (now of St. Louis, Mo., U. S. A.) for the said 
Prof. O. C. Torgerson’s services in aiding me to get to the 
United States and obtaining employment for me there. But 
it is agreed and understood that I am only obligated for 
the payment of the aforesaid sum of two hundred dollars 
upon having employment in the U. S. A. and then only 
after 1 receive $30.00 a week or more salary from said 
employment in the U. S. A. Furthermore, this obligation 
may also be liquidated by payments of $5.00 a week if 1 
wish.” 

An inquiry at the St. Louis address given above has been un¬ 
successful. Torgerson is not identified as a Doctor of Medicine. 
Just what his interest is in the matter, beyond obtaining the fees 
mentioned, is not clear. 


COUNCIL ON MEDICAL 
EDUCATION AND HOSPITALS 


INTERNSHIPS AND RESIDENCIES 

The following internship and residency training programs 
have been approved since the publication of the list of Approved 
Internships and Residencies in The Journal, Sept. 29, 1951- A 
number of hospitals not included in this list have recently been 
surveyed by representatives of the Council on Medical Educa¬ 
tion and Hospitals and have been recommended for internship 
or residency approval. These hospitals will be notified as soon 
as final action on their applications has been completed. 

Information regarding the hospitals on the following list will 
appear in the next Internship and Residency Number of The 
Journal. 


ADDITIONAL RESIDENCIES 

Allergy 

Veterans .Administration Hosplfal. 


APPROVED 

...Long Beach, Calif. 


Anesthesiology 

San Juan City Hospital, 


San Juan, Puerto Rico 


Cardiovascular Disease 

Duke Hospital. 

Cincinnati General Hospital, 


..Durham, N. C. 
Cincinnati, Ohio 


Gastroenterology 

3Xassaehusctts Memorial Hospital..........Boston, Mass. 


General Praetice 

Sacramento County Hospital.. 

Grady Memorial Hospital. 

Macon Hospital. 

Grant Hospital. 

Our Lady of Victory Hospital, 

University Hospital. 

St. Joseph's Hospital. 

Sharon General Hospital. 

Sacred Heart Hospital. 

Kanawha Valley Hospital. 


....Sacramento, Calif. 

.Atlanta, Ga. 

.Macon, Ga. 

.Chicago, Ill. 

....Lackawanna, N. T. 
Oklahoma City, Okla, 

..Lancaster, Pa. 

..Sharon, Pa. 

.Yankton, S. D. 

....Charleston, W. Va. 


Internal Medicine 

Veterans Administration Hospital.Little Bock, Ark. 

St. Joseph Mercy Hospital.Detroit, Mich. 

St. Mary’s Hospital.Duluth, Minn. 

Robert B. Green Memorial Hospital.San Antonio, Texas 


Obstetrics and Gynecology 

Swedish Hospital...Seattle, Wash. 

Ophthalmology 

Montcllore Hospital.Pittsburgh, Fa. 

Otolaryngology 

Bronx Eye and Ear Inllrmary.Hew York, N. X. 

Pathology 

Ccntrol Maine General Hospital.Lewiston, Maine 

Springlleld Hospital.Springflcld, Mass. • 

St. Mary's Hospital.Brooklyn, H. X. 


Proctology 

Veterans Administration Hospital.Los Angeles, Calif. 


Pulmonary Diseases 

Woodlown Hospital.Dallas, Texas 

Surgery 

St. Vincent’s Hospital'. 

St. Vincent's Hospital'.. 

Florence Crlttcnton Hospital' 

Good Samaritan Hospital'.... 

Marymount Hospital'. 

Thoracic Surgery 

University Hospital.Baltimore, Md. 

Duke Hospital.Durham, N. C. 

North Carolina Baptist Hospital.Winston-Salem, N. C. 

Muirdale Sanatorium...Milwaukee, Wis. 


_Los Angeles, Calif. 

.Bridgeport, Conn. 

.Detroit, Mich. 

.Dayton, Ohio 

Garfield Heights, Ohio 


ADDITIONAL INTERNSHIPS APPROVED 

' St, Vincent’.s Hospital.Binningham, Ala, 

General Hospital of Riverside County.Arlington, Calif. 

I Athens General Hospital.Athens, Ga. 

; Methodist Hospital.Gary, Ind. 

i. Mercy Hospital.Davenport, Iowa 

Mercy Hospiial.Iowa City, Iowa 

Suhurhnn Hospital.Bethesda, .Md. 

St. Louis Clilldren'.s Hospital.St. Louis, Mo. 

; Perth Amboy General Hospital.Porth Amboy, X. J. 

Park Avenue Hospital.Rochester, X. T. 

Chesapeake and Ohio Hospital.Clifton Forge, Va. 

Elirnheth Buxton Hospital.Xewport Xews, Vn, 


Urology 

Veterans Administration Hospital.Des Moines, Iowa 

Veterans Administration Hospital.Buflalo, X. Y. 

Delaware Hospital.Wilmington, Del. 

Univciilty Hospital.Baltimore. Md. 

Lincoln Hospital.Xew York, X. Y. 

Germantown Dispensary and Hospital.Philadelphia, Pa. 

Wilkes-Barre Hospital.Wilkes-Barre, Pa. 

St. Joseph's Infirmary.Houston, Texas 


1. Approved by the Council as olTering satisfactory training ol one 
or two years’ duration, in preparation for residency training In the sur¬ 
gical specialties (Approved Programs in Surgery, J. A. M. A., 142:1210 
(April l.-,l lOX). 

2. Approved for three years of training by the Council, the American 
Board of Surgery, and the American College of Surgeons through the 
Conference Corn.Tiittce on Graduate Training in Surgery. 
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A.M.A. Arch. Ophthalmology, Chicago 

46:363-476 (Oct.) 1951 

Bilateral Transverse Optic Neuritis: Report of Two Cases with Cortisone 
Therapy. V. L. Smith.—p. 363. 

^Genetics of Retinoblastoma. H. F. Falls and J. V. Neel.—p. 367. 
Orbital Pseudotumors. T. W. Cowan.—p. 390. 

Bilateral Internal Carotid Aneurysm Involving Cavernous Sinus: Right 
Carotid Artery-Cavernous Sinus Fistula and Left Saccular Aneurysm. 
B. J. Alpers, N. S. Schlezinger and I. M. Tassman.—p. 403. 

Congenital Arteriovenous (Racemose) Aneurysm of the Retina: Report 
of Three Cases. W. Z. Rundles Jr. and H. F. Falls.—p. 408. 
Pregnenolone Therapy in Uveitis. L. Kellerman.—p. ,419. 

Ocular Tumors: Study of Incidence of Various Types and Their Mortality 
Rates. E. B. Spaeth.—p. 421. 

Reiief of Senile Entropion. S. A. Fox.—p. 424. 

Retinopathy in Dermatomyositis. S. De Vries.—p. 432. 

Divergence Paralysis and Paralysis of Near Reflex Associated with a 
Malnutrition Syndrome (Presumably Wernicke’s Polioencephalitis). D. 
G. Cogan.—p. 436. 

Unusual Pigmented Tumor of the Iris. F. C. Winter and A. E. Maume- 
nee.—p. 438. 

Physiologic Chemistry of the Eye: Review of Papers Published During 
1950. V. E. Kinsey.—p. 441. 

Genetics of Retinoblastoma.—^Between 1938 and 1947, 53 cases 
of retinoblastoma were discovered in Michigan, an incidence of 1 
case for every 20,288 live births. The family histories obtained 
in these and an additional 20 cases that have occurred since 1948 
are consistent with the hypothesis that development of retino¬ 
blastoma depends on a single dominant gene that does not al¬ 
ways find expression. Because of the fatal nature of retinoblas¬ 
toma, the gene responsible for the condition is under strong 
negative selection pressure. That the condition persists at all is 
due to the fact that new genes responsible for the disease are 
produced by mutation in each generation. The rate of mutation 
\m) to this gene is calculated to be 2.3X10-= per generation. No 
factors that might influence the mutation rate were found. If 
persons with the disease never reproduced, the frequency of the 
gene would stabilize at m. If a 100% effective treatment were 
developed, and if the survivors reproduced at a normal rate, the 
frequency of the gene would increase by m each generation so 
that in eight generations the disease would have eight times its 
present frequency. Since the present treatment yields only a 
70% survival rate, and since some of the surviving patients, 
especially those with bilateral disease, seldom reproduce, it 
may be estimated by a formula derived by the authors that the 
frequency in eight generations will actually be about 1.54 times 
the present .frequency. Formulas similar to the one used here 
might be used to predict the future incidence of other hereditary 
diseases in which treatment increases the survival rate. 

Alabama State Medical Assn. Journal, Montgomery 

21:81-108 (Oct.) 1951 

The Juvenile Amputee. J. F. Comer.—p. 81. 

Amebiasis in Northwest Alabama. H. V. Herndon.—p. 87. 

Trends and Treatment in Ear, Nose, and Throat Allergy. R. M. Clements. 
—-p. 90. 

Recent Studies on Viral Enceplialitides. F. M. Schabel Jr.—p. 92. 

Periodicals on file in the Library of the American Medical Association 
may be borrowed by members of the Association or its student organi¬ 
zation and by individual subscribers, provided they reside in continental 
United States or Canada. Requests for periodicals should be addressed 
“Library, American Medical Association.’’ Periodical files cover only the 
last 11 years, and no photoduplication services are available. No charge 
is made to members, but the fee for other borrowers is 15 cents in 
stamps for each item. Only three periodicals may be borrowed at one 
time, and they must not be kept longer than five days. Periodicals pub¬ 
lished by the American Medical Association are not available for lending 
but can be supplied on purchase order. Reprints as a rule are the prop¬ 
erty of authors and can be obtained for permanent possession only from 
them. 

Titles marked with an asterisk (*) are abstracted. 


American Heart Journal, St. Louis 

42:483-642 (Oct.) 1951 

Estimation of Residual Volume of Blood in Right Ventricle of v 
and Diseased Human Hearts in Vivo. R. J. Bing, R Heims.-t 
W. Falholt.-p. 483. Howbcckti: 

Studies on Mechanism of Ventricular Activity: I. Nature of P.R t 
J. A. Osborne, E. Corday, J. Fields and others.—p. 503 . ' 
Spatial Vectorcardiography: Right Bundle Branch Block! VIll p 
Lasser and A. Grishman.—p. 513. ’ ' *'■ 

»Blood Pressure Reduction to Selected Level by Continuous Iniccf;- 
Methonium Halides (C5 and C6) and Use of Elcctricallv nJ.' 
Syringe. F. H. Smirk.—p. 530. ^ 

Reduction of Mortality Rate in Coronary Atherosclerosis by low a, 
terol-Low Salt Diet. L. M. Morrison.—p. 538. 

Heart Disease of Unknown Etiology. R. R. Davies, R. J . 

P. D. Genovese.—p. 546. ' 

Systemic Arterial Embolism in Rheumatic Heart Disease. R n,- 
T. W. Mattingly, C. L. Holt and others.—p. 566. 
•■Sulfhemoglobinemia: Study of 62 Clinical-Cases. R. O. Brandeabutr 
H. L. Smith.—p. 582. ^' 

Effects of Cigarette Smoking on Ballistocardiogram. A Caccw 
A. Schrager.—p. 589. ' 

■^Procaine Amide Compared with Quinidine as Therapy for Arrhvitir 
A. I. Schaffer.—p. 597. 

Effects of Tubing Bore on Stethoscope Efficiency. M. B. Rappanott 
H. B. Sprague.—p. 605. 

Mefhoniiim Hnlides in Blood Pressure Reduction.—From 
initial experience with the methonium halides, pentamethonii 
and hexamethonium, Smirk learned that effective blood prcssi 
reduction without important symptoms is possible in most lyj 
of high blood pressure. With two or three subcutaneous inj 
tions daily the blood pressure usually falls during the hour! 
lowing injection, and gradually returns to its original high le 
during the next three or four hours. Continuous, mcchanica 
controlled subcutaneous injections were given to hospilalii 
patients confined to bed or a chair in order to discover ivheli 
the blood pressure could be reduced to a predetermined lev 
The author describes an electrically operated, syringe-emptyi 
device, which is designed to carry syringes of 1 to 100 cc. cap: 
ity and to empty a syringe at a uniform rate in from lie. 
hours. Fine pressure tubing conveys the drug solution fro,ail' 
syringe to the injection needle. The slowest injection rate is! 
cc. and the fastest 50 cc. per hour. The intermediate ratesarec 
tained by gears and regulation of the driving speed by a to 
ernor. With continuous subcutaneous injection of methonk 
halides the blood pressure has been held within a selected laa 
as long as 10 days. The method appears to afford greater coati 
over the blood pressure level than has seemed practicable pre 
ously and has been valuable in treatment of hypertena 
crises. 


Sulfhemoglobinemia.—While methemoglobin is a pipi'’ 
found in the blood of normal persons, sulfhemoglobin 
an abnormal pigment not found in ordinary circumstances, 
has been suggested that formation of sulfhemoglobin invol 
the introduction of one atom of- sulfur into the hemoglo 
molecule and a change in the linkage of globin to henic. 
result of this chemical union is a nonreversible product, so > 


ulfhemoglobin remains intact until the erythrocytes contain 
t are destroyed. Sulfhemoglobin is identified by its spectu 
vhich shows a strong band at 618 mM. The dark band of mcl 
noglobin is seen at 630 mf^. The latter band disappears a 
wo or three drops of 5% solution of potassium cyanide 
leen added to the blood, and this test differentiates mctti;- 
'lobin from sulfhemoglobin, which remains fixed. The o.. 
ence of either pigment in abnormal amounts can be 
he presence of amino and nitro compounds. Nitrites, su 
nides, and aniline derivatives most commonly cause me 
noglobinemia. Acetophenetidin and acetanilid most 
:ause production of sulfhemoglobinemia, which is 
han methemoglobinemia. The records of 62 patients m 
lemoglobinemia examined at the Mayo Clinic from ^’ •! 

o February, 1950, were reviewed. “Bromo-scltzer an 
tft had hpen ineested bv the majority of patients, an 
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jnide and acetophenetidin alone or in combination with other 
i drugs by the remainder. The medicaments had been used chiefly 
a’for headache or neurotic origin. A large percentage of patients 
who had a concentration of 2 gm. or more of sulfhemoglobm per 
100 cc. of blood were constipated, but constipation was an in¬ 
frequent complaint in the majority, who had less than 2 gm. 
of sulfhemoglobin per 100 cc. of blood. Despite severe cyanosis 
and very high levels of sulfhemoglobin in the blood of two 
. patients, there was little or no evidence of respiratory distress. 

''Procaine Amide Therapy of Arrhythmias.—To compare the 
clinical efficacy of procaine amide and quinidine in treatment of 
; auricular arrhythmias and to determine whether procaine amide 
! is more effective in ventricular than auricular arrhythmias, Schaf- 
fer tested these two drugs quantitatively in two patients with 
-ventricular and one patient with auricular arrhythmias. The 
' results indicate that quinidine is approximately four times as 
potent as procaine amide on a weight basis; for every 0.065 gm. 
of quinidine needed for a given therapeutic effect, approximately 
! 0.25 gm. of procaine amide can be substituted. Procaine amide 
is no more effective in ventricular than in auricular arrhythmias. 

■ The oral use of procaine amide is limited by its tendency to cause 
, nausea and vomiting and by the large number of capsules re- 
‘ quired for an average effective dose, but procaine amide can be 
.substituted in patients who are sensitive to quinidine. Further: 

more, procaine amide appears to be superior to quinidine for 
' intravenous administration. 

J 

American Journal of Obstetrics & Gynecology, St. Louis 
62:477-708 (Sept.) 1951. Partial Index 

•Observations on Pathology and Spread of Endometriosis Based on 
Theory of Benign Metastasis. C. T. Javert.-~p. 477. 

Certain Concepts in Handling of Breech and Transverse Presentations in 
Late Pregnancy. C. S. Sievenson.~p. 488. 

Study of Management of Prolonged Labor. A. F. Daro and H. A. Gollin. 
—p. 516. 

Vaginal Hysterectomy, Treatment of Choice for Benign Enlargements of 
Uterus. H. M. Brill and M. Golden.—p. 528. 
pregnancy Complicated by Subarachnoid Hemorrhage. J. Schwartz,—p. 539. 
Abortions—Study Based on 1,304 Cases. J. H. Collins.—p. 548, 

Pain and Pain Relief in Essential Dysmenorrhea. F. Schuck,—p. 559. 
Tubal Sterilization: Review of 1,169 Cases. J. G. Lee Jr,, J. H. Randall 
and W. C. Keettel.—p, 568. 

Puerperal Hysterectomy. R. A. Cosgrove.—p. 584. 

Analysis of 45 Face Presentations. A. C. Posner and S. Cohn.—p. 592. 
Criteria of Inlet Contraction. What Is Their Value? D. F. Kaltreider. 

—p. 600. 

Buccal Androgen Alone and with Estrogen in Tension and Anxiety, G. T. 
Newman.—p. 607. 

, Prcclinical Recognition of Toxemia of Pregnancy. H. M, Brill, M. J. 

Golden, H. L. Woolf and others.—p. 614. 

^ The Eye Grounds During Toxemia of Pregnancy. A. J. Magee,—p. 621. 

' Postural Shock in Pregnancy. W. A. McRobcrts Jr,—p. 617. 

/ Double Sac with Secondary Rupture of the Bag of Waters During Labor: 

Clinical Entity, and Its Explanation from Examination of Membranes. 
’ W. Schuman.—p, 633. 

Cerebral Venous Thrombosis in the Poerperium: Report of Two Cases 
with Necropsy Findings. R. L. Burt, J. F. Donnelly and D. L. 
Whitcncr.—p. 639. 

I Effect of Amputation of Cervix Uteri upon Subsequent Parturition; Pre- 
; Jiminary Report of Seven Cases. J. J. Fisher.—p. 644. 

; Endometriosis and (he Theory of Benign Metastasis,—Endo¬ 
metriosis is a disease of nulliparas or women who have borne few 
; children and occurs during the childbearing period of life. A 
; diagnosis of endometriosis or adenomyosis was made at a 
' woman’s clinic in 1,371 of 24,436 patients, an incidence of 

■ 5.61% or 1 in 18 patients. On the basis of these cases Javert 
I formulates his concept of endometriosis on the principles of 

■ cyclical homeoplasia and benign metastasis. The sequence of 
' the proliferative, secretory, and menstrual phases of the func- 
'■ tioning endometrium h.as been called cyclical homeoplasia. 
; Javert shows that benign endometrium may spread (1) by direct 
' inv.ision of the myometrium (adenomyosis) and of the endo- 

■ salpinx, (2) by exfoliation of cells through the fallopian tubes 
' with implantation on the ovaries and peritoneum, (3) by 
' mctasl.asis to lymph nodes, and (4) by hematogenous metastasis 

locally and to distant organs such as the kidney. Endometriosis 
spreads by the same channels as endometrial carcinoma. The 
author stresses that the apparent increase in endometriosis in 
recent years coincides with a tendency toward smaller families, 
widespread use of contraceptives, fewer cervical dilatation and 


Uterine suspension operations, and commoner use of intra- 
vaginal tampons'during menstruation. Age, hormone balance, 
cervical stenosis, retroversion, use of intravaginal tampons, ster¬ 
ility, pelvic surgery, radiation, and use of testosterone are factors 
in the pathogenesis of endometriosis. Young patients may re¬ 
quire treatment by dilatation and curettage, excision of pelvic 
lesions and adhesions, and uterine suspension, after which they 
are urged to conceive at once. Pregnancy is the best prophylactic 
and curative treatment of endometriosis, since it interrupts the 
cyclical homeoplasia. In young women the reproductive organs 
should be preserved as much as possible; in older women total 
hysterectomy and bilateral salpingo-oophovectomy may become 
the procedure of choice, rather than castration by irradiation, 
which has been observed to stimulate development of adeno¬ 
carcinoma in the endometrium in several patients. Endometrial 
carcinoma occurs more frequently in patients with endometriosis. 

Am. J. Syphilis, Gonorrhea and Ven. Dis., St. Louis 

35:405-502 (Sept.) 1951 

Production of Herxheimer Reactions by Injection ot Immune Serum in 
Rabbits with Experimental Syphilis. W. H. Sheldon, A. Heyman and 
L. D. Evans.— p. 405. 

Production of Herxheimer-Like Reactions in Rabbits with Spirillum 
Minus Infections by Administration of Penicillin or Immune Serum. 
W. H. Sheldon, A. Heyman and L. D. Evans.—p. 411. 

Endocrine Studies of Patients with Syphilitic Interstitial Keratitis. J. V. 

Klauder, B. A. Gross and H. A. Hanno.^—p. 416. 

♦Treatment of NeurosyphtUs .with Penicillin and with Penicillin plus 
Malaria. R. D. Hahn.—p. 433. 

Study of Cases of Penicillin-Treated Early Syphilis with Pretreatment 
Cerebrospinal Fluid Abnormalities. R. V. Rider.— p. 471. 

Results of Treatment of Early Syphilis with Single Injection of Procaine 
Penicillin G in Oil and Aluminum Monostearate. E. W. Thomas, C. R. 
Rein, S. Landy and D. K. Kitchen.—p. 475. 

Tcrramycin in Treatment of Syphilis: Report of 5 Cases. H. M, Robinson 
and H. M. Robinson Jr.—p. 479. 

Tcrramycin in Treatment of Chancroid, Lymphogranuloma Venereum, 
and Granuloma Inguinale. M. L. Niedelman, H. E. Pierce Jr., L. D. 
Hoffstein and W. V, Maiteucci.—p. 482. 

Aurcomycin in Treatment of Gonorrhea in Male: Further Observations. 

R. C. V. Robinson and W. P. Galen.—p. 488. 

Oral^ Tcrramycin in Rapid Treatment of Gonorrhea and Other Venereal 
Diseases. L. T. Wright, A. Prigot, J. C. DiLorenzo and others,—p. 490, 

Treatment of Ncurosyphilis.—A study based on an analysis of 
589 patients with neurosyphilis, of whom 479 were treated initi¬ 
ally with penicillin alone and 110 with penicillin plus malaria, 
revealed (he following facts; 1. Penicillin rendered the spinal 
fluid inactive in- all forms of neurosyphilis. Results tend to 
improve with passage of time, and relapse is infrequent. Penicil¬ 
lin alone is used in the retreatment for spinal fluid failure, since 
the addition of malaria therapy offers no advantages. 2. Penicil¬ 
lin alone almost completely prevents the development of new 
physical signs of neurosyphilis but has only a partial or no 
ameliorating effect on those physical signs already present. 
3. Increment in body weight is almost identical after both treat¬ 
ment methods. 4. Penicillin alone is the treatment of choice in 
asymptomatic neurosyphilis, syphilitic meningitis, and neuro¬ 
syphilis rhanifested solely or predominantly by pupillary changes. 
5. Penicillin plus malaria remains the treatment of choice in the 
treatment of syphilitic primary optic atrophy. 6. Neither penicil¬ 
lin alone nor penicillin plus malaria therapy can be fully evalu¬ 
ated with respect to eighth nerve deafness. 7. Herxheimer re¬ 
actions are relatively frequent after penicillin therapy, but 
clinically deleterious effects are to be feared only in paresis and 
taboparesis. 8. In syphilis of the spinal cord exclusive of tabes 
dorsalis treatment by either of the two methods is relatively in¬ 
effective. 9. Penicillin alone is effective in paresis and the paretic 
component of taboparesis, but the addition of malaria therapy 
may afford slight additional benefit. The results of treatment 
improved with time. Severity of paretic symptoms, type of psy¬ 
chosis, and work ability before treatment affect the clinical out¬ 
come. 10. In tabes dorsalis penicillin alone effects the disappear¬ 
ance of mild to moderate tabetic symptoms in approximately 
one-third of the patients. Severe symptoms do not disappear 
completely. The effects of penicillin plus malaria therapy are 
essentially the same as those of penicillin alone in tabetic 
symptoms. 11. No conclusions can be drawn as to the effect of 
penicillin dosage. Optimum duration of treatment is nine or 
more days. 
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American Surgeon, Atlanta, Ga. 

17:893-990 (Oct.) 1951 

Evaluation of Protein-Bound Iodine Determination in Thyroid Disease, 
T. C. Davison and A. H. Letton.—p. 893. 

Surgicai Correction of Congenital Eventration of Diaphragm. J. G. 
Shellito and W. C. Bartlett.—p. 898. 

♦Supraduodenal and Transduodenal Exploration of Common Bile Duct. 
M. B. Welborn.— p. 901. 

Common Benign Breast Lesions. C. C. Sparks.—p. 909. 

Vertebral Osteochondroma. H. C. Ilgenfritz.—p. 917. 

Continuous Lumbar Sympathetic Block. D. B. Corcoran.—p. 923. 
Fibrosarcoma of Ileum: Two Case Reports. H. Mahafley.—p. 934. 
Omphalocele; Analysis of 21 Cases from Charity Hospital of Louisiana 
at New Orleans, H. R. Kahle.—p. 947. 

Serum Cholinesterase Levels in Surgical Patients; Preliminary Report. 

H. E. Snyder, C, D. Snyder and L. D. Bunch.—p. 959. 

Wrinkle-Free Stockinette for Use Under Casts. W. B. Fischer and L. W. 
Breck.—p. 981. 

Exploration of Common Bile Duct_Welborn believes that 

combined transduodenal and supraduodenal exploration of the 
ommon duct is indicated (1) when choledochotomy is being 
carried out, stones have been found, and it is doubtful whether 
the ampullary and pancreatic portions of the duct have been 
completely cleared of stones; (2) when the surgeon suspects that 
there is a stricture about the ampulla of Vater; (3) during resec¬ 
tion of a duodenal diverticulum when the relationship of the 
papilla to the diverticulum must be definitely established; (4) 
during resection for duodenal ulcer, when the surgeon fears that 
the patency of the papilla may be compromised by inversion of 
the duodenal stump; and (5) in cases of tumor of the ampulla 
of Vater, the adjacent area of the duodenum, or the head of 
the pancreas. Certain maneuvers of the technique are described 
and illustrated. The postoperative care is briefly described and 
four case histories are .presented. The author feels that this 
method has not been employed oftener in the past because of 
fear of peritonitis or of development of a fistula following open¬ 
ing of the duodenum, but these complications can be avoided. 
When stones are present in the duct and there is doubt as to 
whether or not those in the pancreatic portion have been re¬ 
moved, the surgeon should mobilize the duodenum and open it 
in order to establish the complete patency of the duct system. 
This procedure should be performed with the primary operation 
because at a second operation the normal anatomical landmarks 
may be distorted by adhesions and the procedure made difficult 
and hazardous by vascular, friable adhesions. This operation 
must not be performed unless the surgeon is able to mobilize 
the duodenum widely to permit adequate exposure for explora¬ 
tion and subsequent closure. 


An^ology, Baltimore 

2:311-424 (Oct.) 1951 

Communications Between Carotid Artery and Cavernous Sinus; Clinical 
and Critical Study of Their Complications and Treatment. E. Holman, 
F. Gerbode and V, Richards.—p. 311. 

Studies in Experimental Frostbite: VIII. Treatment with ACTH. R. E. 

Lempke and H. B. Shumacker Jr.—p, 340. 

♦Treatment of Cold Feet and Legs After Poliomyelitis. K. Stenport. 
—p. 345. 

Dynamic Phlebography. J. A. Ferreira, E. J. F, Villamil and A. O. 
Ciruzzi.—p. 350. 

Post Mortem Arteriography in "Normal” Lower Limbs. C. F. Ross and 
K. D. Keele.—p. 374. 

Tumorigenic Lymphedema. F. Martorell.—p. 386. 

Post Phlebitis Syndrome: Method of Treatment. B. Seligman.—^p. 393. 
Evaluation of Inositol in Treatment of Arteriosclerosis Obliterans, R. J. 
Popkin.—p. 398. 

Muscle Adenylic Acid; Clinical Study of Its Effect. E. D. Lawrence, 
D. Doktor and J. Sail.—p. 405. 

Hemodynamic Changes in Small Vessels in Man as Analyzed by Digital 
Plethysmography. R, L. Johnson, E. D. Freis and H. W. Schnaper. 
—p. 412. 

Cold Legs and Feet Following Poliomyelitis.—Coldness of the 
legs and feet has been troublesome for some patients who have 
had poliomyelitis. This symptom has not received much atten¬ 
tion, because it has been overshadowed by paralysis. At the In¬ 
stitute for Cripples in Helsingborg 224 patients with paralysis 
of the lower extremities were studied for subjective and objective 
manifestations of coldness. In 93 the symptom was so slight that 
no treatment was indicated. Usually the patients least affected 
by paresis had the least symptoms of coldness, but occasionally 
a patient with slight paresis had relatively intense feelings of 
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cold and vice versa. In the severest cases the coldness u 
up as far as the groin. The color of the cold skin diflere /^!' 
the patient was recumbent and standing. In the mornin 
the feet were warm, a pink tinge was often seen while 
evening the color deepened progressively to bluish viobt r 
going to bed, the feet were often very cold, even durinc thM ^ 
season. Warming up required a long time and was accomV^' 
by a burning pain. Since this coldness in the legs was sinVi 
to that observed in other vasospastic conditions such as Bue""' 
disease, lumbosciatic disorders, frostbite, or Raynaud's dir" 
it was decided to treat it by measures directed toward the n 
pathetic nervous system. First a vasodilating drug was given' 
mouth in tablet form. In some patients the therapeutic resu 
(cessation of cold feeling and of muscular pain) stopped «!) 
medication was interrupted, but in others the effect persist, 
In some cases in which the condition had existed for a lo 
time, the vasodilating drug was ineffective. Later the min' 
employed blockage of the second and third lumbar ganglic 
and finally resection of these ganglions, and the skin tempeiati 
increased as much as 7 C. 


Annals of Snrgery, Philadelphia 

134:529-784 (Oct.) 1951. Partial Inde.x 

Treatment of Oral Cancer by Combination of Radiotherapy and Sure, 
H. Wookey, C. Ash, W. K. Welsh and R. A. Mustard.—p. 529 . 

Regeneration of Human Thyroid After So-Called Total Thyroidccio, 
J. V. Goode, A. Groilman and A. F. Reid,—p. 541. 

Radioiodine (F“) Tracer Studies After Total Thyroidectomy, D. 
Sziiagyi, R. D. McClure, T. H. Connell Jr. and others.—p. 546, 

Treatment of Burned Wound Based on Experience of 1000 How 
Patients. H. S. Alien.—p. 566. 

♦Approach to Problem of Burn Sepsis with Use of Open-Air Then 
T. G. Blocker Jr., V. Blocker, S. R. Lewis and C. C. Snyder.—p. | 

Enzymatic Debridement of Burns. W. A. AUemeier, R. Coith, IV. f 
bertson and A. Tytell.—p. 581. 

Stress Response in Severely Burned; Interim Report. E. I. Evam 1 
W. J. H. Butterfield.—p. 588. 

Renal Function Studies of Severely Burned Patients: Preliminary Rep 
B. W. Haynes Jr., M, E. DeBakey and F. R. Denman.—p. 611, 

Etiologic Factors in Postoperative Salt Retention and Its Prcvetili 
J. M. Winfield, C. L. Fox Jr. and W. L. Mersheinier.—p. 626. 

Prevention and Treatment of Atelectasis by Control of Bionchial Set 
tions. J. M. Baker, L. C. Roettig and G. M. Curtis.—p. 641. 

Clinical Significance of Respiratory Acidosis During Operations. 1!. 
Maier, G. W. Rich and S. Eichen.—p. 653. 

♦Experiences with Streptokinase and Streptodomase. G. C. Adie 1 
W. G. Childress.—p. 659. 

Surgical Treatment of Ventricular Fibrillation. J. Johnson and C. 
Kirby.—p. 672. 

Surgical Treatment of Transposition of Pulmonary Veins. W, H. Mi 
Jr.—p. 683, 

♦Surgery of Mitral Stenosis: III, Finger-Fracture' Valvuloplasty. D. 
Harken, L. Dexter, L. B. Ellis and others.—p. 722. 

Resection of Descending Tlioracic Aorta for Aneurysm; Report of I 
of Homograft in Case and Experimental Study. C. R. Lam and II. 
Aram.—p. 743, 

Treatment of Certain Aortic Coarctations by Homologous Grafts; Rtp 
of 19 Cases. R. E. Gross.—p. 753. 

Viability of Long Blood Vessel Grafts. W. S. McCunc and B, Bill 
—p. 769. 


Burn Sepsis with Open-Air Therapy.—^From January, 15. 
to March, 1951, 104 acute and subacute burn patients w 
treated by the open-air technique and 103 patients with simi 
burns were treated with occlusive dressings. The regimen e 
ployed in the open-air therapy is as follows; On admission cl 
ting is removed and gross dirt is washed off with detergents t 
large quantities of warm isotonic sodium chloride solution.. 
patient is then placed on sterile sheets with the burned ar 
completely exposed to the air. No heat cradlS is employed. 
no medicament is applied locally. Affected extremities are 1 
vated, using mechanical devices if necessary. With severe bii 
of the hands pressure dressings are still advocated for the l 
48 hours for immobilization in the position of function; then 
hands are exposed also. Unburned parts of the body may 
covered with bedclothes. Within 48 to 72 hours the ra'W sur ‘ 
are covered by a thin dry crust; when it is completely torn 
the patient has no pain on pressure over the area. From t e 
general therapy of the patient has priority over local meas 
The usual sedatives are given for control of pain and ■ J 
is administered if indicated. Whole blood is the repiacem 
fluid of choice from the time of injury, and it is ^ 
cated until the patient has recovered from shocK 
hematocrit level drops below 50. Crusts are inspec e 
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. second degree burns are usually healed completely between the 
: 8th and 16th day and the crusts fall off spontaneously. At this 
■ time it is possible to distinguish between deep second and third 
i degree burns by the appearance of the werlying crust. With 
third degree burns the crust is adherent and contracted below the 
; level of the surrounding tissue, whereas in a partial-thickness 
; burn it is raised above the normal skin surface. When the crusts 
fall off is the optimum time for excision of slough from the 
underlying fatty subcutaneous tissue and skin grafting in full¬ 
thickness burns. Clinical evidence suggests that a dry crust over¬ 
lying an area of partial or complete skin loss forms a mechanical 
barrier against pathogenic organisms that require warmth and 
moisture for growth; it exerts a benign influence until healing has 
occurred or until a local infectious process undermines the burn 
crust from the edges, indicating that surgical intervention is 
needed. Although use of the exposure method did not improve 
the mortality rate of severely burned patients, a striking change 
in the length and degree of morbidity was noted, particularly 
in patients with burns covering more than 30% of the body sur¬ 
face. With open-air therapy patients required considerably less 
whole blood than with occlusive dressings. In the group of pa¬ 
tients treated by open-air exposure the average time of hospitali¬ 
zation was 21 days for minor burns and 42 days for major 
burns, while in the group of patients treated with occlusive 
dressings the average lengths of hospitalization were 33 and 87 
days, respectively. The exposure treatment is effective, provides 
relief from pain, is useful for nearly all types of burns, is usable 
by both first-aid workers and professional personnel, is not 
expensive, and does not predetermine subsequent treatment. It 
is particularly applicable to flash-burns involving only one sur¬ 
face of the body, the type of burn that would be expected in 
typical atomic bomb casualties. 

Streptokinase and Strcptodornasc.—Nineteen patients with va¬ 
rious conditions were treated with streptokinase and streptodor- 
na'se. The enzymes used were derived from the Lancefield Group 
C, H46A strain of Streptococcus, which is nonpathogenic for 
man. The substrate was not satisfactory for the enzymatic re¬ 
action in five of the patients, who had actinomycosis, large 
bilateral gluteal fistulas, tuberculous empyema of two years’ dura¬ 
tion, pleural effusion with incisional sinuses following lobectomy, 
and tuberculous meningitis, respectively. Six patients who were 
definitely benefited by treatment had subphrenic abscess, pul¬ 
monary abscess, large pararectal abscess, infection of lesser sac 
of peritoneum following perforation of cardia from eosphago- 
scopy, infected hemopneumothorax after lobectomy, and in¬ 
fected subcapsular space after thoracoplasty, respectively. Of 
the remaining eight patients in whom the results of treatment 
were definitely beneficial, two had empyema after lobectomy, 
and the other six had hemothorax after thoracoplasty, infected 
hemothorax after thoracoplasty, infected abdominal wound after 
laparotomy, subcutaneous tuberculous sinus in chest wall in¬ 
cision, infected hemothorax after stab wound, and tuberculous 
pleural effusion, respectively. Though the number of patients 
treated is small, the following generalizations may be made: 
When the enzymes arc introduced into closed spaces, in most 
cases there is a generalized reaction, with elevation of tempera¬ 
ture and malaise that lasts for several hours and subsides 
quickly. The patient must be observed closely during the period 
of enzyme action; effective means must be employed for plac¬ 
ing the enzymes in intimate contact with the substrate and at 
the same time providing for adequate release of the increased 
fluid accumulation. The addition of antibiotics to the enzyme 
solution will aid in reducing the infection in purulent processes 
and prevent contamination in noninfected collections of blood. 

In early hemothorax, if proper treatment is instituted, the effect 
exerted by the enzymes is rapid and final. In most purulent 
exudates the thick pus is liquefied so that aspiration or drainage 
is improved. 

Blunt Dissection Valvuloplasty for Mitral Stenosis.—The efficacy 
of several surgical procedures for treatment of mitral stenosis 
was compared in 86 patients with this disease. Valvulotome 
valvuloplasty was performed in 9, “finger-fracture” valvuloplasty . 
m 71, reservoir-shunt operation in 2, denervation of the heart 
m 2, and creation of intcrauricular septal defect in 2. Both clini¬ 
cal and laboratory results indicated that finger-fracture valv 


plasty is far superior to the other procedures. In this technique 
the fused mitral leaflets are separated at the commissures by 
gentle blunt dissection with the gloved finger rather than by in¬ 
cision with the valvulotome. This is the technique of choice in 
what the author calls Type 1 mitral stenosis, but is not applicable 
to Type 2 stenosis. In Type 1 stenosis bridges of fusion between 
the major and minor mitral leaflets form a rigid marginal zone 
that is continuous with, a similar rigid zone atouiid the lips of 
the stenotic orifice. The chordae tendinae and papillary muscles 
are essentially normal. In Type 2 stenosis there is uniform fusion 
of the leaflets, forming an elastic funnel, with extension of the 
process to the chordae tendinae, which are shortened, thickened, 
and fused, and may even form a secondary stenotic orifice. Blunt 
dissection with the finger will fracture the fusion bridges across 
the commissures in Type I, but incision 'with the valvulotome 
is necessary in Type 2. Type 1 stenosis was present in over 85% 
of the authors’ patients. All of the 71 patients treated by finger- 
fracture valvuloplasty were partially or completely disabled by 
their mitral stenosis preoperatively. Among the 37 who were 
partially disabled because of exertional dyspnea and frequent 
attacks of hemoptysis, chest pain, and pulmonary edema, only 1 
died. Of the remaining 34 who were completely disabled, usually 
with right ventricular failure, 17 died as a result of the operation. 

California Medicine, San Francisco 

75:261-320 (Oct.) 1951 

Specialist-General Practitioner Cooperation in Obstetrical Department. 

B. H. Watson,—p. 261. 

Treatment of Metastatic Breast Cancer in Bone. M. A. Sisson and L. H. 

Garland.—p. 265, 

Diagnosis of Hemolytic Anemias. E. R. Evans.—^p. 271. 

Fistulas Following Gastrectomy. R. B. Henley and H. G. Bell,—p, 276. 
Use of Free Grafts in Correction of Recurrent Pterygia, Pseudopterygia 

and Symblepharon. D. C. Hartman.—p. 279. 

Apoplexy in Young Adults—Diagnostic and Therapeutic Observations. 

E. Boldtey.—p. 281. 

♦Surgical Treatment of Mitral Stenosis. W. H. Muller 3r.—p. 285. 
Diphtheria: Present-Day Problem. H. Brainerd and H. B. Bruyn.—p. 290. 
Treatment of Closed Head Injuries. L. B. Laurence.—p. 296. 

Dermatitis of Hands in Industry. N. N. Epstein and J. R. Allen.—p. 30D, 

Surgical Treatment of Mitral Stenosis.—^Mitral commissurotomy 
was performed on 25 patients with mitral stenosis; 14 were over 
35 and the oldest was 51, The author used Bailey’s technique, 
which consists of introduction of the right index finger and an 
especially designed valvulotome through the left auricular ap¬ 
pendage into the left auricle and division of the mitral valve 
commissures, but he employed a different -instrument. His val- 
vulatome has a hook on either side so that the median com¬ 
missure can be divided without pronating the hand. The instru¬ 
ment is curved transversely as well as longitudinally to fit the 
contour of the transverse curve of the finger, so that a second 
glove, which was used to attach the Bailey knife to the index 
finger is not needed. A maintenance dose of digitalis and doses 
of quinidine sulfate up to about 0.4 gm, every three to four 
hours were administered before the operation. All the patients 
had had symptoms of rheumatic heart disease for from 6 months 
to 20 years, and many had far advanced symptoms of pulmo¬ 
nary hypertension with pulmonary edema and hemoptysis. Five 
had auricular fibrillation before operation. Six had had periph¬ 
eral emboli, and two had residual hemiplegia. Four of the pa¬ 
tients died, one of a pulmonary embolus three weeks after the 
surgical intervention, the second of cardiac arrest during the 
operation after moderate hemorrhage due to a tear in the wall 
of the auricle, the third from rapidly progressive heart failure on 
the fourth postoperative day, and the fourth 18 hours after 
the operation. Of the 21 patients who survived the operation, all 
appear to be somewhat improved. Congestive failure occurred 
during the first two weeks in six patients, and in three it was 
precipitated by a respiratory infection. An increase in the dose 
of digitalis and the administration of mercurial diuretics relieved 
the cardiac decompensation in all but one patient. Pulmonary 
edema and hemoptysis did not recur in the surviving patients. 
Exertional dyspnea was diminished and exercise tolerance in¬ 
creased in most cases. It is still too early to predict the final 
outcome, but ’ ars to be f; able. The results already ob¬ 
tained cnc continu e' of mitral commissurotomy 
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Cancer, New York 

4:907-1158 (Sept.) 1951. Partial Index 

Carcinosarcoma of Lung: Review of Literature and Report of Two Cases 
Treated by Pneumonectomy. M. Bergmann, L. V. Ackerman and R'L. 
Kemler.—p. 919. 

Unusual Leukocyte Responses in Primary Carcinoma of Lung. R' J. 
Fahey.—p. 930. 

Pathological Effects and Radioautographic Localization of in Humans: 
Postmortem Study in Nine Patients. J. T. Godwin, B. J. Duffy Jr., 
P. J. Fitzgerald and others.—p. 936. 

Hurthle-Cell Cancer of Thyroid; Review of 40 Cases. E. L. Frazell and 
B. J. Duffy Jr.—p. 952. 

*More Tliorough Operation for Gastric Cancer: Anatomical Basis and 
Description of Technique. G. McNeer, D. A. Sunderland, G. Mclnnes 
and others.—p. 957. 

Comparative Study of Serum Glycoproteins in Patients with Paren¬ 
chymatous Hepatic Disease or Metastatic Neoplasia. E. M. Greenspan, 
I. Lehman, M. M. Graff and E. B. Schoenbach.—p. 972. 

ACTH and Cortisone in Advanced Carcinoma of Digestive Tract. R. W. 

Postlethwait, V. Moseley, K. T. McKee and others.—p. 984. 

Primary Lymphosarcoma of Appendix. R. G. Clarke and J. P. Simonds. 
—p. 994. 

Radioactive Phosphorus: If. In Treatment of Myeloid Leukemia. H. D. 
Diamond and L. F. Craver.—p. 999. 

etabolism of Leukocytes Taken from Peripheral Blood of Leukemic 
Patients. R. M. Bird, J. A. Clements and L. M. Becker.—p. 1009. 
eterologous Transplantation of Human Neoplasms Including Lympho¬ 
mas. S. B. Andrus, G. F. Meissner and C. M. Whorton.—p. 1015. 
Heterophile Antibodies and Antigens in Neoplastic Diseases. C. M. 

Southam, Y. Goldsmith and J. H. Burchenal.—p. 1036. 

Desmomas of Abdominal Wall in Children. R. J. Booher and G. T. 
Pack.—p. 1052. 

Pathology and Treatment of Adenocarcinoma of Cervix. S. B. Gusberg 
and J. A. Corscaden.—p. 1066. 

Evaluation of Bilateral Orchiectomy in Treatment of Carcinoma of Pros¬ 
tate. 1. C. Rusche.—p. 1087. 

Extraskeletal Osteogenic Sarcoma Arising in Irradiated Tissue. O. Auer¬ 
bach, M. Friedman, L. Weiss and H. I. Amory.—p. 1095. 

Osteogenic Sarcoma Following Prophylactic Roentgen-Ray Therapy: Re¬ 
port of Case. S. Spitz and N. L. Higinbotham.—p. 1107. 

Operation for Gastric Cancer.—McNeer and associates investi¬ 
gated the following aspects of surgery for gastric cancer: (1) 
results when the stomach is resected in continuity with adjacent 
organs; (2) resectability of recurrent gastric cancers; (3) progress 
in technique of total gastrectomy; (4) effectiveness of subtotal 
gastrectomy; and (5) sites of regional lymph node metastases. 
This paper is mainly a preliminary report on methods used in 
ascertaining the sites of regional lymph node metastases and the 
results obtained in 15 surgical interventions. The authors also de¬ 
scribe a technique of radical total gastrectomy, partial pan¬ 
createctomy, and splenectomy that they recommend as an ap¬ 
proximation to the ideal of an en bloc resection of gastric cancer. 
They feel that the preliminary results of their anatomic study 
justify the magnitude of the surgical techniques. One of the 
chief advantages of the described approach is that it permits 
mobilization and rotation of the pancreas, with clear exposure 
of the splenic vessels at their origin. It is certain that gastric 
cancers metastasize early to the pancreaticolienal nodes oftener 
than was previously suspected. It is equally certain that meta¬ 
static nodes cannot be reliably identified by palpation. There¬ 
fore the authors believe that the spleen and the left portion of 
the pancreas should be removed in cancers of the proximal and 
midgastric segments. It would seem logical also to remove the 
transverse mesocolon and colon for cancers of the greater curva- 
,ture in which the mesocolon is involved. The authors have no 
infortnation concerning the extent of lymph node metastases 
about the head of the pancreas when operable cancers are situ¬ 
ated in the distal gastric segment, but they do not believe that 
resection of the head of the pancreas combined with gastrectomy 
would be justifiable. Later developments may modify their views. 


GP (J. Am. Acad. Gen. Practice), Kansas City, Mo. 

4:1-214 (Oct.) 1951 

Diagnosis and Treatment of Vaginitis. S. Abel.—p. 34. 

♦Treatment ol Clubfoot. G. M. Hart.—p. 41. 

Managing the Comatose Patient. R. Meyers and M. E. Meyers.—p. 45. 

■ Acute Abdominal Emergencies. M. A. Casberg.—p. 53. 

How to Treat Parkinsonism. A. S. ERron.—p. 61. 

Management of Parenteral Fluid Therapy. S. Freeman.—p. 64. 

Treatment of Clubfoot.—^Hart shows that clubfoot may be 
treated by the general practitioner with wedging casts followed 
by application of a Denis Browne splint. The deformity should 
be evaluated a few days after birth and evidence of congenital 
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dislocation of the hip should be searched for, because th'- 
ditlon is occasionally associated with clubfoot. It shn'if" 
suggested to the mother that the first cast be applied wh”, v' 
child is between 1 and 2 months old. Treatment is th' "'' 
ried out in the office at weekly intervals with wedcinc"-'’'''' 
until the deformity is fully corrected, usually by the tim>^v* 
child is about 7 or 8 months old. A Denis Browne splint isV'^’ 
fastened to a pair of firm-soled baby shoes that are wor T' 
the opposite feet. The splint is worn until the child is ahoVt 
year old and is ready to stand and walk. It is then nccess - 
that clubfoot shoes be w'orn during the daytime and the wS 
at night. When the splint is no longer used, the mother is tau^- 
stretching exercises to carry the forefoot into abduction r' 
the hindfoot into dorsifiexion. These are carried out several tim.- 
a day for 10 to 15 minutes at a time and should be coming 
until the- child is several years of age or until the foot remain 
in satisfactory position. If at any time the deformity recurn 
the foot should be placed again in a cast, and further iveJcie' 
carried out, followed by a period of retention. The deforrnih 
is completely corrected in 90% of patients with clubfoot treatej 
by conservative measures. Approximately 10% subsequently t;. 
quire some type of surgical operation. 

Iowa State Medical Society Journal, Des Moines 

41:413-446 (Oct.) 1951 

Diagnosis and Management of Chronic Peripheral Arterial Insuflicitra 
H. N. Neu and W. J. Reedy.—p. 413. 

Use and Misuse of Hepatic Function Tests. M. Franklin.—p. 416, 

Some Observations of Management of Patients with Stroke. J. T. BaW, 
—p. 419. 

♦Malaria in Korean Veterans. J. E. Kelsey and D. E. Der.iuf.—p. 42). 

Malaria in Korean Veterans.—This paper reviews observatior 
on 19 patients with malaria in whom the disease was diagnose; 
and treated at the Veterans Administration Hospital in De 
Moines, Iowa. All the men had contracted malaria in Korea 
Ten of the 19 patients were admitted to the hospital wiihoi 
having first consulted private physicians. A diagnosis of mabri; 
was made in three of the nine patients who first consulted pri 
vate physicians. Of the six undiagnosed cases, three receive; 
penicillin, one penicillin and sulfonamide drugs, and one ha; 
two “manipulations.” The average period of time from the da:; 
of departure from the malaria zone to the onset of symplora 
was 31 days, with a range of from 14 days to 7'/2 month5..tI 
patients had a positive blood smear for Plasmodium vivaurl 
one case had a coexisting Plasmodium malaria infection, k: 
majority of the patients had evidence of malarial hepatitii. 
large percentage had coexisting helminthic infestation. Each pi 
tient was given an initial dose, of 1.0 gm. chloroquine phosphate 
followed by 0.5 gm. daily for four days. There were no syn? 
toms of toxicity to the drug. All cases were treated with tei 
rest until the chloroquine was given. Patients with hepatitis wer 
placed on a high-protein, high-caloric diet with supplemental; 
vitamins and kept at bed rest until liver function tests sho’*; 
improvement. Helminthic infestations were treated when diii 
nosed. As the result of the Korean conflict, malaria is aca- 
being seen in nonendemic regions in America. Physicians shoe 
be familiar with the disease and the most modern therapeat. 
measures. 


Journal of Bacteriology, Baltimore 


62:355-518 (Oct.) 1951. Partial Index 

Bacterial Oxidation of Tryptophan; I. General Survey of Paib’-. 

R. Y. Stanier, O. Hayaishi and M. Tsuchida.—p. 355. . j 

Studies of Rabies Street Virus in Syrian Hamster. R. L. Re-igas. 

Lineweaver, D. M. Schenck and A. L. Brueckner.—p. 391. 

Studies of Action of Streptococci on Blood with Their ApphcjW' , 
Metabolism and Variation of Streptococci. W. R. Stinebring a 
Morton.—p. 395. * T. 

Production of Hyaluronidase by Lancefield’s Group B Strcptoc 


Gochnauer and J. B. Wilson.—p. 405. 

Rapid Plate Method of Counting Spores of Clostridium 


Botulinum. A- 


Andersen.—p. 425. ... . vitamin i 

iffects of Design upon Error of Microbiological Assay for 
K. A. Brownlee and D. N. Lapedes.—p. 4B. 

■vidence Suggesting that Granules of Mycobacteria Arc J i 

neLamjitcr tind H» * 




PhotobMogical Studies on Escherichia Coli at Low Tcmperaiuf« 
Heinmets and W. W. Taylor Jr. p. 477. 
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Journal of Clinical Investigation, Cincinnati 

30:897-1032 (Sept.) 1951. Partial Index 

Effect of Intravenous Administration of Dextran on Cardiac Output and 
Other Circulatory Dynamics. A. C. Witham, I. W. Fleming and W. L. 
Bloom.—p. 897, ■ . x , 

Comparative Prothrombic Activity of Human and Dog Blood. A. J. Quick 
and C. V. Hussey.—p. 903. 

Effect of Chronic Administration of Adrenal Medullary Hormones to 
Man on Adrenocortical Function and Renal Excretion of Electrolytes. 

L. E. Duncan Jr., D. H. Solomon, M. P. Nichols and E. Rosenberg. 
—P. 908. 

.Effect of Higli Spinal Anesthesia on Renal Hemodynamics and Excretion 
of Electrolytes During Osmotic Diuresis in Hydroponic Normal Preg¬ 
nant Woman. N. S. Assali, S. A. Kaplan, S. J. Fomon and others. 
—P. 916. 

Evaluation of Neurogenic Control of Blood Pressure in Hypertension with 
Tetraethylammonium Chloride and Spinal Anesthesia. A. A. Brust, 

M. F, Reiser and E. B. Ferris Jr.—p. 925. 

Studies of Coronary Disease m Experimental Animal: H. Polarographic 
Determinations of Local Oxygen Availability in Dog’s Left Ventricle 
During Coronary Occlusion and Pure Oxygen Breathing. I. I. Sayen, 
W. F. Sheldon, O. Horwitz and others.—p. 932. 

Primary and Secondary Leucocyte Changes Following Intramuscular 
Injection of Epinephrine Hydrochloride. A. J. Samuels.—p. 941. 

Effect of Intravenous Infusion of Thromboplastin on “Heparin Toler¬ 
ance.” R. C. Hartmann, C. L. Conley and J. R, Krevans.—p. 948. 
Anoxia and Human Pulmonary Vascular Resistance. R. N. Westcott, 

N. O. Fowler, R. C. Scott and others.—p. 957. 

Motion of Thorax During Heart Cycle; Comparison of Longitudinal, 
Lateral and Dorsoventral Ballistocardiograms. J. L. Brandt, A. Caccese, 
W. Dock and A. Schrager.—p. 971. 

Introduction to Experimental and Clinical Studies of Carboxylic Cation 
Exchange Resins, T. S. Danowski, L. Greenman, J. H. Peters and 
F. M. Matecr.—p. 979. 

Acidifying and Non-Acidifying Carboxylic Resin Mixtures Used Alone 
and with ACTH or Cortisone. J. H. Peters, T. S. Danowski, L. Green- 
man and others.—p. 1009, 

Sodium Restriction and Cation Exchange Resin Therapy in Nephrotic 
Children. F. M. Mateer, L. H. Erhard, M. Price and others.—p. 1018. 

30:1041-1156 (Oct.) 1951 

Effect of Hemoglobin on Renal Fcinction in the Human. J. H. Miller and 
R. K. McDonald.—p. 1033, 

Human Glomerular Permeability and Tubular Recovery Values for Hemo¬ 
globin. R. K. McDonald, J. H, Miller and E. B, Roach.—p, 1041. 
Effect of Khellin on Cardio-Puhnonary Function in Chronic Pulmonary 
Disease. E. N. Siiber, G. L. Snider, H. Goldberg and others.—p. 1046. 
Effects of Exogenous and Endogenous Posterior Pituitary Antidiurctic 
Hormone on Water and Electrolyte Excretion, R. J, F. Morphy and 
E. A. Stead Jr.—p. 1055. 

Artificial Kidney Function: Kinetics of Hemodialysis. A. V. Wolf, D. G. 

Remp, J. E. Kilcy and G. D. Currie.—p. 1062. 

Study of Serum Proteins and Lipids with Aid of Quantity Ultracentrifuge: 
1. Procedure and Principal Features of Centrifugate of Untreated Normal 
Serum as Determined by Quantitative Analysis of Samples from 10 
Levels. R. H. Turner, J, R. Snavely, W. H. Goldwater and others. 
—P. 1071. 

Evidence Suggesting Renal Tubular Excretion of Potassium in Man Dur¬ 
ing Recovery from Acute Renal Insufficiency. J, H. Sirota and 1. G. 
Kroop.—p. 1082. 

•Electrolyte Equilibrium Duling Mercurial Diuresis. W. B. Schwartz and 
W. M. Wallace.—p. 1089. 

Potentiation of Diuretic Action of Mercuhydrin by Ammonium Chloride. 
3. G. Hilton.—p. 1105, 

Effects of Injection of Hypertonic Glucose on Metabolism of Water and 
Electrolytes in Patients with Edema, R. Tarail, D. VV. Scldin and 
A. V. N. Goodyer.—p. IIII. 

Familial Differences in Proportion of Abnormal Hemoglobin Present in 
Sickle Cell Trait. J. V. Neel, I. C. Wells and H. A. Itano.—p. 1120. 
Multiple Myeloma: IV. Abnormal Serum Components and Bence Jones 
Protein, R. W. Rundics, G. R. Cooper and R. W, Willett.—p. 1125. 
Evaluation of Renal Resistances, with Special Reference to Changes in 
Essential Hypertension. D. M. Gomez.—p. 1143 . 

Electrolyte Equilibrium During Mercurial Diuresis_Earlier in- 

ve.stieators had slio'wn that the amount of fixed cation in the 
urine voided during mercurial diuresis corresponded to the 
amount in an equivalent quantity of body fluid. The quantity 
of chloride was greater than that which would be expected in 
the fluid lost, resulting in hypochloremic alkalosis. Administra¬ 
tion of acidifying salts prevented alkalosis and at the same time 
increased diuresis. This paper describes studies on the balance 
of weight, nitrogen, and electrolytes, the electrolyte changes in 
the scrum, and the cation-anion pattern of the urine in 10 patients 
with congestive heart failure who were treated with mercurial 
diuretics. A minority of the patients lost water and electrolytes 
in a manner indicating that the only significant change in the 
body fluids was loss of extracellular fluid of normal composi¬ 
tion. This small group never developed mercurial unresponsive¬ 
ness. The majority of patients c.\creted electrolytes and water in 
proportions that led to chloride depletion and alkalosis without 


change in the concentration of sodium in the serum. This tyjpe 
of response was often associated with loss of intracellular fluid 
and potassium and reduction of serum potassium concentration. 
Unresponsiveness to the diuretic developed in all but one of this 
group. Correction of the chloride deficit with ammonium chlo¬ 
ride or hydrochloric acid restored mercurial responsiveness. The 
serum concentrations of chloride and bicarbonate associated with 
unresponsiveness varied from patient to patient. In those in 
whom chloride excretion exceeded sodium excretion the surplus 
of chloride was secreted in combination with potassium and am¬ 
monium. The usual renal response to mercurial diuretics may 
result from interference with tubular reabsorption of chloride, 
and the loss of fixed cation is probably secondary to the effect 
on anion excretion. 


Journal of International College of Surgeons, Chicago 

16:407-542 (Oct.) 1951 

Medullary K-Nailing of Humerus to Spine of Scapula for Arthrodesis of 
Shoulder. G. Pipkin.—p. 407. 

Phleboliihs. A. de la Pena and J. Reig.—p. 419. 

Operative Position for Intrathroacic Procedures. R. H. Betts.—p. 424. 
Prefrontal Lobotomy for Phantom Limb and Phantom Pain. A. J. Beller 
and E. Peyser.—p. 432. 

Surgical Repair of Subcutaneous Tissue Defects. M. I. Berson.—~p. 436. 
Management of Retained Placenta. R. E. Monroe and D. E. Booker. 
—p. 445. 

Multiple Primary Malignant Lesions of Colon: Report of Case. A. 

Behrend and H. D. Stein.—p. 454. 

Genital Fistulas: Review of 69 Cases. H. M. Lazarus.—p. 460. 

Accurate Surgical Approach to Appendix. E. 1. Greene and J. M. 
Greene.—p. 470. 

Prolapsed Antral Mucosa: Report of Case. V. J. Hittner,—p. 475. 
Modified T-Tube Drain. E. S. Jones.—-p. 479. 

Retropubic Prostatectomy. G. M. Phadke.—p. 481, 

Total Versus Subtotal Abdominal Hysterectomy. P. S, Doege.—p. 486, 

Journal Lab. and Clinical Medicine, St. Louis 

38:497-662 (Oct.) 1951. ParHal Index 

♦In Vivo Observations of Effects of Cortisone on Vascular Reaction to 
Large Doses of Horse Serum Using Rabbit Ear Chamber Technique. 
R. H. Ebert and R. W. Wissler.—p. 497. 

In Vivo Observations of Vascular Reactions to Large Doses of Horse 
Serum Using Rabbit Ear Chamtier Technique. R. H. Ebert and R. W. 
Wissler.—p. 511. 

•Stress Studies on Auto Race Drivers. J. W. Frost, R. L. Dryer and 
K. G. Koblstaedt.—p, 523. 

Electrophoretic Studies on Serum of Rheumatoid Arthritis Patients 
Treated with Cortisone. E. L. Hess, A. Cobure and E. F. Rosenberg. 
—p, 526, 

Effects of ACTH and Cortisone on Renal Tubular Transport of Uric 
Acid, Phosphorus, and Electrolytes in Patients with Normal Renal and 
Adrenal Function. S. H. Ingbar, E. H. Kass, C. H. Burnett and others. 
—p. 533. 

Comparative Effects of Heparin and Paritol-C upon Blood Coagulation 
and Prothrombin Time and upon Plasma Antithronibin Level. G. W. 
Howe, C. A, Armhrust Jr. and E. M. McPcak.—p. 542. 

Experiences with Heparin: Comparative Effects of Intravenous and Sub¬ 
cutaneous Administration in the Same Individuals. E. W. Hauch and 
N. W. Barker.—p. 550. 

Riboflavin Excretion as Function of Protein Metabolism in the Normal, 
Catabolic, and Diabetic Human Being. H. Pollack and J. J. Bookman. 
—p. 561, 

Sodium and Potassium Concentration in Human Cerebrospinal Fluid: I, 
Normal Values. C. W. Shaw and H. L. Holley.—p. 574. 

Diffusion of Dextrans of Different Molecular Sizes to Lymph and Urine. 

G. Grotto, R. C. Knutson and J. L. Bollman.—p. 577. 

Effect of Enterohepatic Circulation on Bromsulfalein Test of Hepatic 
Function. C. A. Owen Jr.—p. 583. 

Venous Catlieterization for Continuous Parenteral Fluid Therapy: Use of 
Heparin in Delaying Thrombophlebitis. L. H. Anderson, S. L, Aldrich 
B. Halpern and R. E. Dolkart.—p. 585. 

Estimation of Cardiac Output and Evans Blue Space in Man, Using an 
Oximeter. J. W. Nicholson HI and E. H. Wood.—p. 588. 

Human Seram Tributyrinase: Ilf. Levels in Cancer. R. Hoare and J. Tuba. 
—p. 613. 

Treatment of Chronic Typhoid Carriers with Tcrramycin. R. F. Koms 
and R. M. Albrecht.—p. 617. 

Comparison of in Vitro Sensitivity of Freshly Isolated Pathogenic Bac¬ 
teria to Terramycin and Other Antibiotics (Aureomycin, Chlorampheni¬ 
col, Penicillin, and Streptomycin). J. C. Ransmeier, H. E. Brown and 
N. Davis.—p. 620. 

Effects of Cortisone on Vascular Reaction to Horse Serum.— 
Ebert and Wissler investigated the effect of cortisone on in vivo 
manifestations of serum disease by rabbit-ear-chamber tech¬ 
nique. They found that treatment with cortisone effects a pro¬ 
found reduction in the degree of vascular damage caused by 
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serum disease. Vascular tone is better maintained, vascular endo- 
thelium tends to keep its normal refractile appearance, swelling 
of endothelium is suppressed, and the sticking of leukocytes to 
endothelium is reduced. Sludging of erythrocytes is less marked, 
and platelet and white blood cell thrombi and emboli are less 
numerous in treated animals, but suppression of these intra¬ 
vascular changes is less dramatic than the reduction of vascular 
damage. As a result of increased integrity of vascular endo- 
tfielium diapedesis of leukocytes is decreased and accumulation 
of exudate is reduced. The systemic reaction following the sec¬ 
ond injection of horse serum in treated animals is lessened. The 
effects of cortisone are reversible, and after treatment is stopped 
an exacerbation of the vascular changes is observed. It is felt 
that cortisone has a profound effect on the integrity and re¬ 
activity of small vessels and that the suppression of the in vivo 
manifestations of serum disease is due to this nonspecific effect 
rather than to suppression of antibody, formation or antibody- 
antigen union. 

. Studies on Auto Race Drivers.—Experimental animals 
I stress show evidence of increased adrenocortical activity, 
and associates decided to evaluate the effect of combined 
f cal and mental stress on normal young healthy males. The 

ress” in this study was the annual 500-mile Indianapolis 
Speedway Race. This is a competitive and dangerous contest in 
which the drivers race their cars around a 2.5-mile oval track 
at average speeds of between 120 and 125 miles per hour. There 
was evidence of increased pituitary adrenal stimulation during 
the stress period in that seven of nine subjects showed at least 
a 90% decrease, and two subjects a 62 and 65% decrease in the 
total number of circulating eosinophils after the race. Six of 
seven subjects tested showed increased excretion of 17-keto- 
steroids of at least 50% following the stress as compared to the 
control period. There was no consistent response in the sodium, 
potassium, uric acid, or creatinine levels in studies on urine and 
serum. 

Journal of Thoracic Surgery, St. Louis 

22:329-438 COct.) 1951 

♦Results in 278 Patients Who had Modern Type of Thoracoplasty for 
Tuberculosis: Follow-Up of Living Patients 5 to 15 Years After Opera¬ 
tion. W. M. Lees, S. C. H. Yang, M. Papoulakos and others.—p. 329. 
Simultaneous Decortication and Resection in Unsuccessful Pneumothorax. 

A. O. Riley, M. Morris and V. H. Kaunitz.—p. 341. 

Decortication Preceding Thoracoplasty for Elimination of Long-Standing 
Tuberculous Empyema. F. D. Ackman and P. Madore.—p. 358. 
Subscapular Paraffin Pack .as Supplement to Thoracoplasty in Treatment 
of Pulmonary Tuberculosis. W. E. Adams, W. M. Lees and J. M. 
Fritz.—p. 375. 

Endoscopic Sponge Biopsy. M. G. Carter, R. R. Nesbit and C. A. Piper. 
—p. 386. 

Pathogenesis of Bronchopleural Fistulas Following Excisional Therapy 
for Pulmonary Tuberculosis. G. N. Stemmermann, C. F. Daniels and 
O. Auerbach.—p. 392. 

Bronchiectasis: Comparative Study of Tuberculous and Nontuberculous 
Pyogenic Suppurative Disease. J. Gordon, R. Brook and P. C. Pratt. 
—p. 411. 

Function Tests in Pulmonary Surgery. G. Birath and C. Crafoord. 
—p. 414. 

Nocardiosis: Report of Single Case with Recovery. R. G. Connar, T. B. 

Ferguson, W. C. Sealy and N. F. Conant.—p. 424. 

Pulmonary Resection for Histoplasmosis: Case Report. O. L. Bettag. 
—p. 434. 

Long-Term Results of Modem Thoracoplasty.—^The modern 
type of thoracoplasty with removal of segments of from 3 to 
; more than 10 ribs was performed on 278 patients with pul- 
J monary tuberculosis. The follow-up period was from 5 to 15 

1 years. Little difference in results was noted with regard to sex 

I or side of the operation. No streptomycin or penicillin was ad- 

I ministered either before or after the operation. The major indi- 

* cation for thoracoplasty was cavitary disease. Of the 278 

I patients, 75 (27%) died from 24 hours to 13Vi years after the 

1 thoracoplasty. If three months after the operation is considered 

; ! the maximum period during which death may be attributed 
directly to the thoracoplasty, 10 patients died as a result of the 
operation, a mortality rate of 3.6%. Of the 65 patients who 
died more than three months after operation, 26 died of non¬ 
tuberculous causes, 33 died of tuberculous causes, and 6 died 
I of unknown causes. Of 76 patients who had tuberculous bron- 
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chitis, 53 are alive and 46 of these have negative sputum- v 
patients are dead and 5 of them lived more than 5 years ’f'-' 
the operation. Spread or reactivation of the disease occurrM 
34 patients, of whom about two-thirds survived and on'-'th-'i 
died. Of the 278 patients, 203 are living; 174 (85.7%) of th-'- 
have negative sputum. By adding to these 174 negative pati/-' 
8 patients who died from causes unrelated to tuberculosis m 
whose follow-up cultures had been negative, 182 patients (65 4 ^ 
of the total of 278 patients and 89.6% of the 203 living patients 
have or had negative cultures. According to the National Tiibel 
culosis Association’s classification in 1949 when the author* 
study was completed, the 278 patients may be listed as fo'lowi 
apparently cured, 140 (50.3%); arrested, 9 (3.3%); apparent! 
arrested, 36 (12.9%); quiescent, 2 (0.7%); improved, 11 (S.sr^- 
worse, 5 (2%); and dead 75 (27%). 


J. Venereal Disease Information, Washington, D. C. 

32:263-304 (Oct.) 1951 

Rational Approach to Yaws Control. F. W. Reynolds, T. Guthc ac 
G. Samame.—p. 263. 

Development of Treponema! Immobilizing Antibodies in Mice Follow 
Injection of Killed Treponema Pallidum (Nichols Strain). C. I 
McLeod and H. J. Magnuson.—p. 274. 

Study of Immunity in Experimental Syphilis as Demonstrated by Conia 
Exposure Challenge. C. P. McLeod and R. C. Arnold.—p. 279. 

Ceiebrospinal Fluid—Comparative Study of Specimens Taken fro 
Cisterna Magna and Lumbar Subarachnoid Space. M. R. Davis, G. I 
Cannefax and E. B. Johnwick.—p. 284. 

Comparison of Cisternal and Lumbar Punctures.—Simultancoi 
cisternal and lumbar punctures were performed on 102 ui 
selected adults admitted to a medical center in order that cc 
tain components of cerebrospinal fluid taken from these sit 
might be compared. Comparison of cell counts revealed liti 
difference in the fluid from the two' sites except in cases of math 
pleocytosis, in which the lumbar fluid may contain appreciah 
more cells than the cisternal fluid. There is slightly more reagi 
(Kolmer’s complement-fixation test) in the lumbar than in tt 
cisternal fluid. Total protein values of fluids from these w 
sites varied from case to case. However, in specimens in whit 
there is no appreciable elevation of values the cisternal to lur 
bar total protein ratio is usually about 2:3. Lumbar specimei 
produce more consistent reactivity than cisternal fluids when It 
colloidal mastic test is applied. This finding is consistent wii 
the fact that total protein values are higher in lumbar tha 
cisternal fluids. 


New England Journal of Medicine, Boston 

245:475-512 (Sept. 27) 1951 

Safeguards in Gastric Resection for Duodenal Ulcer. F. P. Ross ai 
R. Warren.—p. 475. 

ACTH Therapy in Ulcerative Colitis and Regional Enteritis. S. J. Or; 
R. W. Reifenstein and J. A. Benson Jr.-‘-p. 481. 

Suicidal Risk: Its Diagnosis and Evaiuation. J. F. Oliven.—p. 488. 
Aureomycin in Treatment of Infectious Mononucleosis. J. B. Burnett a 
J. Milne.—p. 495. 

BCG 'Vaccination. R. C. Partenheiraer.—^p. 496. 


245:513-548 (Oct. 4) 1951 

Diabetic Nephropathy: Clinical Syndrome. J. L. Wilson, H. F. Root a 
A. Marble.—p. 513. 

Amelioration of Diabetes and Striking Rarity of Acidosis in Patients » 
Kimmelstiel-Wilson Lesions. C. G. Zubrod, S. L. Eversole and G. 
Dana.—p. 518. 

Use of Tantalum Mesh in Chest-Wall Defects. J. M. Beardsley and c. 

Cavanagh Jr.—p. 525. . , 

Development of Neurologic Manifestations of Pernicious Anemia uo 
Multivitamin Therapy. C. L. Conley and J. R. Krevans. p. 5- 
Antihistamines: Their Use and Abuse. W. S. Burrage. p. 532. 


iabetic Nephropatby.—The term “diabetic nephropathy 
iggested for a renal disease which is seen only among patic 
ith diabetes. Although it occurs at all ages, it is seen mt 
equently in young patients. The clinical manifestations 
abetic nephropathy include albuminuria, U 

agility, retinal hemorrhages, peripheral edema, and hype s 
on and azotemia. All manifestations progress to dcatn,' 
sually results from uremia but at times results from ^ 

ifarction, congestive heart failure, or cerebrovascular acciu 
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Hislopathological findings include all or most of the following 
lesions; acute and chronic pyelonephritis, arteriosclerosis, arteri- 
olosclerosis, and intercapillary glomerulosclerosis. Manifesta¬ 
tions of diabetic nephropathy were shown by 62 patients (25%) 
of 247 young patients with severe diabetes of 10 to 34 years’ 
duration with onset at ages between 18 months and 30 years. 
Among the total of 247 patients 37 had adequately controlled 
their diabetes by early and continued use of insulin, careful 
measurement of a planned diet, regular medical examination, 
and daily urine tests with adjustment of diet and insulin to 
secure sugar-free specimens. Not one of these had nephropathy. 
The authors feet that a keener awareness of this syndrome would 
result in wider recognition of the importance of control of 
diabetes. 

Amelioration of Diabetes with Kimmelstiel-VVilson Lesions.— 
A remarkable reduction in insulin requirement in a diabetic who 
died in uremia and the clinical axiom that progression of renal 
disease may relieve diabetes induced Zubrod and associates to 
study the improvement in diabetes mellitus with renal disease 
and compare the course of diabetes mellitus in patients with 
and without renal lesions. The 190 diabetic patients who came 
to autopsy at the Johns Hopkins Hospital were divided into three 
groups; those with Kimmelstiel-Wilson lesions, those with other 
types of renal lesions, and those with no renal lesions. The sole 
criterion of the Kimmelstiel-Wilson lesion is the “lumpy loop” 
or hyaline mass in the glomerulus. The term “intercapillary 
glomerulosclerosis” has been avoided, partly because of possible 
confusion with intercapillary glomerulonephritis, and partly be¬ 
cause of doubt concerning the intercapillary location of the 
hyaline mass. Varying degrees of arteriolosclerosis and arterio¬ 
sclerosis of the kidney are almost always associated with the 
Kimmelstiel-Wilson lesion. If these processes are pronounced, 
identification of the hyaline masses may be difficult. Although 
the initial insulin requirements of patients with Kimmelstiel- 
Wilson lesions were as high as those of the two control groups, 
as time passed the diabetics with Kimmelstiel-Wilson lesions 
required progressively less insulin and the diabetics without 
these lesions required progressively more. In some cases the im¬ 
provement was so great that patients with previously severe 
diabetes became hypoglycemic on small doses of insulin. The 
authors also stress the virtual absence of acidosis throughout 
the course of diabetes in patients with Kimmelstiel-Wilson 
lesions. This rarity of diabetic acidosis is so striking that it pro¬ 
vides a clue during life to the presence of Kimmelstiel-Wilson 
lesions and suggests a metabolic variation from ordinary diabetes. 

Northwest Medicine, Seattle 

50:741-824 (Oct.) 1951 

I Remember When. G. O. A. Kellogg.—p. 763. 

Plication Operation in Treatment of Small Bowel Obstruction. R. S. 
Smith.—p. 765. 

Emergcnry Surgery and Emergency Treatment of Eye Burns. A. C. Jones. 
—p. 769. 

Local Anesthesia in Gynecologic Surgery. H. E. Dedman.—p, 770. 

Artcrio.Vcnous Aneurysm of Foot FoIlOH'ing Plantar Fasciotomy. J. J 
Coughlin.—p. 772. 

Hiatus Hernia and Gastrointestinal Diverticulosis. A. M. Pooma and 
A. M. Stone,—p. 773. 

Discussions of P.ipers Presented at Boise Meeting of Southern Idaho 
Chapter of American College of Surgeons. C. S. Stone Jr,_p. 774. 


Oklahoma State Medical Assn. J., Oklahoma City 
44:341-380 (Sept.) 1951 
Malaria in Oklahoma. G. F. Mathews.—p. 343 . 

Tile Small Child: Its Diagnosis and Treatment. H. J. Rubin.—p. 345 . 
Use of Dclergcnts as Cleansing Agent for Vaginal Tract. C. E. White 
—p. 348. 

Report on Maternal Mortality—1950. C. E. Green.—p. 349 . 


44:381-418 (Oct.) 1951 

Biopsy. H. C. Hopps.—p. 384, 

Earathyroid Adenoma- 

\ llh Report of Case. J. C. Brogden and L. Lowbeer —p 386 
Hemoptysis—70 Cases. P. B. Cameron.—p. 392 

''ith Emphasis on Treatment of Acute Arteri 
O,.clusion. J. C. O Leary, R. D. Haines and W. T. Jay._p. 394 . 


Pennsylvania Medical Journal, Harrisburg 

54:921-1016 (Oct.) 1951 

Anatomy of Pneumonias—Alveolar Exudation. W. D. Gardner.—p. 937. 
Maternal Mortality in General Hospital for 20-Year Period. J. B. Nutt. 
—p. 942. 

•Treatment and Management of Asymptomatic Phase of Neurosyphilis. 

W. T. Ford and J. H. Stokes.—p. 945. 

Recognition and Management of Depressed Mental State (Commonly 
Seen Early by General Practitioners). W. Drayton Jr.—p. 949. 
Remissions in Case of Idiopathic Thrombopenia from Induction of Hyper¬ 
calcemia. F. V, Piccionc and J. T. Delehanty.—p. 954. 

Histoplasmosis in Lancaster County, Pennsylvania: Report of Two Oral 
Indigenous Cases with One Recovery and One Autopsy. P, O. Snoke. 
—p. 957. 

Synopsis of Basic Factors of Cerebral Palsy. C. C. Pool and J. G. Furcy. 
—p. 960. 

Metabolyte Antagonists in Treatment of Malignancy. R. Jones Jr.—p. 966. 
Typhoid Fever in Children. A. R. Schwartz,—p, 970. 

Asymptomatic Neurosyphilis.—Of 160 patients with asympto¬ 
matic neurosyphilis treated with penicillin during the past six 
years, only 6 (3.7%) showed signs of clinical progression of the 
disease. Asymptomatic neurosyphilis is the phase of syphilis 
in which the only evidence of the disease in the nervous system 
consists of abnormalities of the spinal fluid. Involvement of the 
nervous system usually occurs during the first two years of the 
disease or not at all. Early detection of asymptomatic neurosyph- 
jlis requires examination of the spinal fluid in every case of early 
syphilis 12 to 24 months after completion of treatment. The 
following four tests should be made on every specimen of spinal 
fluid; (1) cell count, (2) total protein, (3) spinal fluid test for 
syphilis (Wassermann-titer), and (4) colloidal gold or mastic. 
Penicillin is the treatment of choice in asymptomatic neuro¬ 
syphilis. The total dose of penicillin should be approximately 
10,000,000 units given over a period of not less than 10 days. 
Febrile Herxheimer reactions may be expected in about 24% 
of ail cases; patients with active spinal fluids are more likely 
to have Herxheimer reactions than those with inactive fluids. 
Reducing the initial dose of penicillin will not reduce the in¬ 
cidence or intensity of the Herxheimer reaction. The spinal fluid 
cell count in a bloodless specimen is the most sensitive and re¬ 
liable indicator of activity of the syphilitic process. An elevated 
cell count six months after treatment indicates failure to arrest 
the disease, and the patient should be re-treated. A persistent 
positive spinal fluid Wassermann and colloidal reaction in an 
otherwise normal fluid is not an indication for re-treatment. It 
appears that penicillin will prevent symptomatic neurosyphilis 
if asymptomatic patients are treated early. 

Postgraduate Medicine, Minneapolis 

10:269-358 (Oct.) 1951 

Therapeutic Indications for Vitamins in Mixtures. T. D. Spies, R. E. 

Slone, G. Garcia-Lopez and others.—p. 269. 

Testosterone Propionate in Carcinoma of Breast. E. A. Banner.—p, 285, 
Developmental Diagnosis of Infant Behavior. A, Gesell.—p. 289. 

Lesions of Adrenal Glands and Pancreas. W. Walters.—p. 295. 

Atresia of Esophagus With or Without Tracheo-Esophageal Fistula. 
W. J. Polls.—p. 304. 

Medical Treatment of UJeerative Colitis. J. A. Bargen.—p, 317, 

Local Treatment of Dog Bites. R. T. Vinnard.—p. 322, 

Congenital Hernias in Infancy and Childhood. P. A. Caulfield.—p. 327. 
Ketogenic Diet in Treatment of Epilepsy in Children. S. Livingston 
—p. 333. 

Psychiatric Quarterly, Utica, N. Y. 

25:1-156 (Part I [Supplement]) 1951. Partial Index 
Case of Reactive Depression Suffering from Ulcerative Colitis: Serial 
Psychological Investigation. M. M. Tunis and H. Dorken Jr.—p. 22. 
Survey of Neuropsychiatric Admissions and Departures at Veterans Ad¬ 
ministration Hospital, Nonhport, N. Y., from July 1, 1947 to June 30 
1948. L. Drubin and L. F. VerdeL—p. 40. 

Report on Application of Group Psychotherapy at Utica State Hospital. 
E. Gosline.—p. 65. 

Comments on Relationship of Responsivity of Adrenal Cortex and Schizo¬ 
phrenia, J. H. Friedlander.—p. 76. 

Stress Factors Involved in Maladjustment of Soldiers. E. Davidoff 
—p. 108. 

Rhode Island Medical Journal, Providence 

34:513-568 (Oct.) 1951 

Management of the Infertile Couple. S ium. W. A. Reid, C. Potter, 
S. I. Raphael. N. Chaset and E ' • 529. 

Hormonal Therapy for Diseases C. L Demine 

—p. 537. 
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Southern Medical Journal, Birmingham, Ala. 

44:881-992 (Oct.) 1951 

Physical Treatment in Internal Medicine. S. Mead.—p. 881. 

Combined Drug Therapy for Parkinson’s Disease. J. C. Edwards, E. E. 

Mueller, M. Ohmoto and others.—p. 886. 

Use of Cystogram and Urethrogram in Diagnosis and Management of 
Rupture of Urethra and Bladder. J. P. Robertson and J. W. Head- 
stream.—p. 895. 

Splenectomy as Method of Treatment in Case of Felty’s Syndrome. W. H. 

Wilson and A. T. Hamilton.—p. 902. 

Use of Procaine Amide in Ventricular Tachycardia. R. M. Anderson, 
J, A. Boone and R. R. Coleman.—p. 905. 

Contrast Between Anoxia of Experimental Pulmonary Arterial Occlusion 
and of Tracheal Obstruction with Special Reference to Changes in S-T 
Segment and T-Wave. J. T. Cuttino.—p. 909. 

Congenital Malformations of Heart Amenable to Surgery: With Special 
Emphasis on Isolated Valvular Pulmonary Stenosis with Closed or 
Patent Foramen Ovale. J. F. Dammann Jr.—p. 915. 

‘'Esophageal Hiatus Hernia Simulating Coronary Artery Disease. E. K. 
Doak.—p. 918. 

Differential Diagnosis of Coma. R. L. Pullen.—p. 921. 

Chronic Rheumatoid Arthritis. E. M. Smith.—p. 925. 

Heart in Hemochromatosis. H. W. Keschner.—p. 927. 

Cyciodialysis: Simplified Technic. J. H. Allen.—p. 931. 

Neurosurgical Aspects of Spontaneous Subarachnoid Hemorrhage. J. G. 
Lyerly.—p. 936. 

■ n-v Breech Presentation and External Cephalic Version: Management 
' 308 Primary Breech Presentations. 1. A. Siegel and H. B. McNally, 
p. 942. 

jeneral Practitioner and Fractures of Lower Extremities. J. A. Key. 
—p. 950. 

Esophageal Hiatus Hernia Simulating Coronary Disease.—Her¬ 
niation of the stomach through the esophageal hiatus of the 
diaphragm is not uncommon, and is noted with increasing fre¬ 
quency as the average age of patients examined progresses be¬ 
yond 40 years. Such hiatus hernias may be asymptomatic; they 
may cause gastrointestinal symptoms; and they may cause pain 
behind the sternum, in the precordium, in the upper back, neck, 
shoulders or arms, in the same distribution and with the same 
intensity as the pains of angina pectoris or myocardial infarc¬ 
tion. Persons with severe attacks of pain from hiatus hernia 
seem to have the same paralyzing fear that distinguishes angina 
pectoris and myocardial infarction, but the blood pressure is 
not lowered and the signs of shock do not persist beyond the 
duration of pain. Attacks of severe pain due to esophageal hiatus 
hernia are not ordinarily accompanied by fever, leukocytosis, 
or an increased erythrocyte sedimentation rate. The electro¬ 
cardiogram may indicate cardiac hypertrophy, ventricular pre¬ 
ponderance, and other more or less specific indications of cardiac 
deterioration, but serial electrocardiograms will not show the 
progressive changes characteristic of focal myocardial necrosis. 
In cases of hiatus hernia suggestive of angina pectoris, the two- 
step exercise test of Master and the anoxemia test of Levy will 
not bring on the pain or reveal the electrocardiographic changes 
diagnostic of significant coronary disease. The author feels that 
all patients with symptoms of angina pectoris should be ex¬ 
amined for hiatus herniation and should a hernia be found, the 
coronary circulation should be evaluated by the Master test or 
the Levy test. Even in the presence of proved angina pectoris, 
proper management of a hiatus hernia may relieve the distress¬ 
ing symptoms. 

Texas State Journal of Medicine, Fort Worth 

47:673-734 (Oct.) 1951 

Diagnosis of Intracranial Tumors. W. W. McKinney.—p. 679. 

Vascuiar Lesions of Intracraniai Cavity: Surgical Treatment. A. D’Errico. 

—p. 681. 

Management of Spontaneous Subarachnoid Hemorrhage Due to Intra¬ 
cranial Aneurysms. I. J. Jackson and Y. C. Smith Jr.—p. 685. 
*Roentgenographic Abnormalities in Disease of Cervical Intervertebral 
Disks: Report on 23 Patients with Compression of Cervical Root. 
G. Ehni.—p. 689. 

Derangement of Intervertebral Disk: Possible Pain Mechanisms. H. B. 
Macey.—p. 695. 

Laboratory Aids in Diagnosis and Treatment of Rheumatoid Arthritis. 

B. B. Wells, W. Ross and R. D. Lowrey.—p. 700. 

Urologic Problems Confronting the General Practitioner. H. E. Isaacks 
and D. E. Compere.—p. 706. 

Vesicovaginal Fistula: Its Cause, Prevention, and Management. M. K. 
O’Heeron, N. McDonald and V. Bullock.—p. 709. 

Disease of Cervical Intervertebral Disk.—Degenerative and 
traumatic disturbances of the cervical intervertebral disks are 
common causes of pain in the neck, shoulder, scapular region, 
arm, and hand. Roentgenologic examination is of great impor- 
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tance in distinguishing these abnormalities from the nreo 
of cervical rib, the scalenus anticus syndrome, neoplasm on 
spinal cord, syringomyelia, and neuritis. The frequency of 
vical disk disease is indicated by the fact that of 52 
with herniated disks, 37 had them in the lumbar and 15^1'p 
cervical region. This report is concerned with 23 patients v.’' 
surgically proved cervical disk disturbances causing compress^' 
of the cervical roots. All the lesions occurred at either theVf 
to sixth or sixth to seventh cervical interspaces. The ceVk 
spine was normal on lateral roentgenograms in only 4 pathn 
but in 19 roentgenograms revealed disturbances of the cervic 
curve, narrowing of an interspace, osteophytic proliferation' 
vertebral margins, or combinations of the three. MyelocrapI 
was performed for 21 of the 23 patients and in 19 evidence 
cervical root involvement was seen. The abnormalities seen 
posteroanterior cervical myelograms are as follows: 1. T 
radiolucency over a disk is exaggerated. 2. A lateral compn 
sion of the root is indicated by broadening of the root bum 
shadow within the sleeve. 3. The root and its sleeve shadt 
may be medially displaced so that the root complexes on 0 
side do not appear in a straight vertical line. 4. The root sice 
shadow on one side or the other may be pushed cephalad 
that the intervals between the shadows on one side arc not cq 
distant. 5. There may be obliteration of the entire root slcc 
shadow with greater or less indentation of the parent oil cohm 
In a little more than half of the patients obvious myelograpl 
abnormality was associated with extradural lesions. The 
mainder of the patients had small defects that might easily h: 
been overlooked on fluoroscopy and even on roentgenogra 
if only small amounts of medium had been used. 

Western J. Surg., Obst. & Gynecology, Portland, Ore, 

59:495-550 (Oct.) 1951 

ProDlem of Common Duct Exploration at Time of Cholecystectoi 
J. W. Baker and J. J. Koutsky.—p. 495. 

Corpus Carcinoma. H. C. Stearns.—p. 504. 

Some Phases of Uterine Bleeding Problem. C. E. McLennan.—p, 512. 
Studies in Pathology of Abnormal Uterine Bleeding. A. N. Webb.—p.i 
♦Streptokinase and Streptodornase in Suppurative Lesions. C. Mottcll i 
J. A. Weinberg.—p. 524. 

Congenital Anomalies in Offspring of Consanguinous Union; Case Rep 
E. Melinkoff.—p. 529. 

Single Dose Low Spinal Anesthesia in Obstetrics: Report on 4,000 Ca: 

H. P. Torkelson and C. L. Cooley.—p. 533. 

Metallic Cap Replacement of Radial Head Following Fracture. C. R. C 
and J. W. Howard.—p. 539. 

Streptokinase and Streptodornase in Suppurative Lesions. 
Streptococci produce, among other substances, two enzymes ll 
in combination can liquefy the solid portion of purulent e.’ 
dates. The enzymes, streptokinase and streptodornase, may 
obtained in almost pure form in broth cultures of strepto 
in bacteria-free filtrates. Streptokinase acts on fibrin, and str( 
todornase acts on desoxyribose nucleoprotein. When insliH 
into collections of purulent exudate in humans, the enzymes 1 
on the substrate of debris for about 20 hours. After this hi 
the liquefied exudate can be withdrawn readily. The authors 
this paper are purrently employing these enzymes in treatm 
of various conditions, and describe representative cases to ill 
trate results obtained with this method of enzymatic debri 
ment. In the first patient, who had secondary empyema w 
extensive compression of the right lung after a spontanec 
pneumothorax, the very thick fibrous empyema membrane v 
not affected by streptokinase and streptodornase and it was n 
essary to adopt other means of treatment. The second pah 
had a severe systemic reaction (elevated temperature of 10 
and malaise) to the instillation of the enzymes into the pleu 
space. While continued treatment might have led to furt 
expansion of the lung, probably enzymatic activity alone wo 
not have freed the captive lung entirely. Case 3 illustrates 
a satisfactory result may be obtained in relatively proloni 
empyema if there is no fibrous barrier to prevent reexpansion 
the lung after the enzymatic removal of the exudative coagu 1 
and debris. The fourth case demonstrates diagnostic use 
enzymatic debridement. Initial attempts to outline the ex en 
and tortuous sinus tract had been unsuccessful. Clearance 0 
solid matter permitted the free flow of radiopaque mea.u 
giving concise information regarding the limits ot tne 
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AcJa Endocrinologica, Copenhagen 

8:97-192 (No. 2) 1951. Partial Index 

Analysis of Gonadotrophic Activity of Ultrafiltration Concentrate of 
Human Urine. A. A H. Kassenaar and F. J. A. Paesi.—p. 125. 

Effect of Ovarian Hormones on Metabolism of Acid Soluble Phosphorus 
in Myometrium. U. Borell.—p. 131. 

•Excretion of Gonadotrophin and Androgenic Substances by Normal Men 
Between 39 and 63 Years of Age: Serial Determinations Over 10 Years. 
H. 1. Schou.—p. 149. 

Two Cases of Chronic Renal Disease Simulating Morbus Addison. 

S. Johnsson, R. Luft, B. Sjogren and J. Waldenstrom.—p. 163. 
Effectiveness of Natural and Synthetic Oestrogenic Substances in Women. 
A. B. V. Ryd6n.—p. 175. 

Excretion o£ Sex Hormones by Men—In order to obtain infor¬ 
mation about the urinary excretion of sex hormones in elderiy 
males and the male climacteric, quantitative studies were ma'de 
on 27 healthy men at various times over a period of 10 years. 
Their ages ranged from 39 to 63. In view of individual varia¬ 
tions, it seemed advisable to compare the values in the same per¬ 
sons over a range of years. Gonadotropin was excreted at about 
the same rate during the period of .from 39 to 63 years of age. 
Earlier investigators had observed an increase in gonadotropin 
excretion about the age of 60. Although the authors did not 
observe such an increase, they feel that there may have been too 
few determinations for the subjects at this age. A steady decrease 
in the excretion of androgenic substances was observed between 
the 39th and the 62nd year. Since the relations found between 
hormone excretion and age agreed essentially with earlier ob¬ 
servations, serial determinations on the same subjects provide 
no more information than single determinations in different 
subjects. 

Archivum Chirurgicum Ncerlandicum, Arnhem 

3:161-252 (No. 3) 1951 

•Diet and Appendicitis. L. W. van Ouwerkerk.—p. 164. 

Lobectomy and Pneumonectomy in Tuberculosis: Review of 148 Cases. 
J. Swierenga.—p. 179. 

Diagnosis and Treatment of Pulmonary Cysts. L, D. Eerland.—p. 203. 
Bullet Wounds of Spinal Cord and Cauda Equina. M. J. Kingma.—p. 238. 

Diet and Appendicitis.—From a review of the literature, van 
Ouwerkerk gained the impression that acute appendicitis is com¬ 
paratively frequent and dangerous in Northern Europe, America, 
and Australia. Among native populations in Asia and Africa, 
but not among Europeans living there, appendicitis is rare. When 
the natives cat the richer diets of Europeans, then they also have 
a higher incidence of appendicitis. Before World War II appen¬ 
dicitis was relatively frequent and serious among the Dutch, both 
in Europe and Indonesia, but during the war the incidence of 
appendicitis in the Netherlands decreased. With a diet consist¬ 
ing of inadequate amounts of rice, coarse vegetables, and almost 
no meat or fats, such as was given to Dutch women and children 
in a Japanese internment camp, appendicitis almost disappeared. 
This seems to indicate that there is a relation between diet, 
particularly the fat content, and the incidence and mortality of 
appendicitis. 

Arquivos de Ncuro-Psiquiatria, Sao Paulo 

9:191-302 (Sept.) 1951. Partial Index 

•I’eriphcral Trigeminal Neurectomy in Treatment of Trigeminal Neuralgia 
J. Zaclis.—p. 228. 

Neurectomy in Trigeminal Neuralgia.—Zaclis describes the 
technique he used for peripheral neurectomy in 34 patients with 
trigeminal neumlgia, including 3 patients whom alcohol injec¬ 
tions of the gasserian ganglion had not benefited. In one of the 
patients a rctrogasscrian neurotomy and a bilateral prefrontal 
leukotomy also failed. Neurectomy of the infraorbital branches 
was performed on 28 patients, and in eight of them neurectomy 
of the branches of the mental nerves on the same side was also 
carried out. Three patients had only neurectomy of the branches 
of the mental nerve, two had only resection of the peripheral 


branches of the ophthalmic nerve, and one had only bilateral 
resection of the infraorbital branches. The operation was fol¬ 
lowed by immediate and complete relief of pain in all cases. 
In the postoperative period all the patients experienced moderate 
paresthesia in the neurectomized areas, but the sensation dimin¬ 
ished progressively without special treatment. One patient had 
transient paralysis of the oculomotor nerve. Facial paralysis and 
serious complications did not occur. Six patients did not report 
after the postoperative period. Follow-up observations of 28 
patients were made for two or three years. Relief from pain had 
been maintained two or three years after the operation in 23 
patients. Pain reappeared in five patients one or two years after 
apparent cure had been obtained by operation. In all five cases 
peripheral neurectomy was repeated with success. The author 
concludes that peripheral trigeminal neurectomy is a simple, 
harmless, and useful operation for trigeminal neuralgia. It can 
be performed without hospitalization. Recurrence of pain is rare 
and can be controlled by repeated peripheral trigeminal neu¬ 
rectomy. The first and second operations do not contraindicate 
another operation if it is necessary. 

Beifrage zur klinischen Chirurgie, Munich 

182:385-514 (No. 4) 1951. Partial Index 

Value of Pteoperative Roentgen Irradiation in Cancer of Breast. H. G. 
SloU—p. 401. 

Do the Permanent Results of Surgical Treatment of Gastric Carcinoma 
Permit Conclusions on the Biology of Carcinoma? E. Ligdas.—p. 412. 
Cancer of the Extremities: Report on 20 Cases. M. Lasthaus.—^p. 432. 
•Treatment of Melanoma. M. Lasthaus.—p. 435. 

Diseases of Diaphragm as Cause of Acute Symptoms in Upper Abdomen. 
U. Graff.—p. 440. 

Lingual Struma with Remarks on Goiter Surgery. D. Kulenkampff and 
P. Hcilmann.—p. 458. 

Rotation Fractures of Neck of Femur in Lateral Exposure: Their Reposi¬ 
tion. H. Bumiller.—p. 465. 

Local Wound Prophylaxis with Penicillin Powder. H. F. Oestern.—p. 498. 

Biologic Factors of Carcinoma of Stomach.—^Ligdas investi¬ 
gated the results of surgical treatment in 1,240 cases of stomach 
carcinoma to determine the biology of carcinoma. Whether car¬ 
cinoma is a local or a systemic disease is briefly considered on 
the basis of results of symptomatic treatment. Factors that in¬ 
fluence the growth of carcinoma are discussed and the signifiance 
of the body’s defense powers, which may be related to the mes¬ 
enchyme, are stressed. Patients undergoing resection are classi¬ 
fied in four groups with regard to metastasis to lymph nodes 
and other areas. The results obtained in group 1 (cases in which 
no metastases were found at operation) and in group 2 (cases 
in which ail involved lymph nodes presumably were removed at 
operation) were not as good as expected. In groups 3 and 4, which 
included patients in whom regional lymph node metastases or 
distant metastases could not be removed, some patients had no re¬ 
lapses for several years. These findings suggest that the permanent 
results were not entirely dependent on the findings at operation, 
but were probably influenced by the defense function of the body. 
Although this function is systemic, it is also manifested locally 
and is really a mesenchymal reaction. In cases in which inflam¬ 
mation around an ulcer degenerates into carcinoma, there is less 
tendency for metastases to occur and the late results are more 
favorable. To explain that carcinoma is not merely a local dis¬ 
ease and that prolongation of life is not completely dependent 
on the extent of the operation, the author reviews theories on 
the pathogenesis of carcinoma and suggests that an explanation 
might be found in the germinal layer theory, which ascribes 
special importance to the mesenchyme. 

Treatment of Melanoma.—The diagnosis of melanomas can be 
difficult, because some meianomas have no pigment, and in 
some cases with metastasis the primary tumor cannot be found. 
Furthermore, approximately 25% of all melanomas originate 
in benign pigmented moles and warts. An exploratory biopsy 
for diagnostic purposes or inadequate excision of a nevus can 
suddenly cause fatal metastasis from a mole that showed no 
signs of irregular growth before. The author feels that this fact 
is not sufficiently appreciated by some practitioners and even 
some surgeons, and the clinicians are surprised when an appar¬ 
ently harmless "liver spot” suddenly causes massive dissemina- 
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tion that cannot be checked. The author describes six such cases 
that he observed in the last three years. One man had had a 
brown spot on the back of his head for many years. Three weeks 
after its removal, he was hospitalized for irradiation when the 
spot recurred, but pulmonary metastases were also present, and 
he died four weeks later. A similar sequence of events character¬ 
ized the other cases, and death occurred after several weeks or 
months. Radical treatment such as amputation should be per¬ 
formed when it is possible. Melanomas in the region of the head, 
except in the eyes, should be treated by postoperative short- 
distance irradiation. If a residual tumor remains after irradia¬ 
tion, it should be removed only after a quiescent, growth-free 
interval of several years. Prophylactic removal may be advisable 
for dark moles exposed to mechanical irritation. 


British Journal of Nutrition, London 

5:167-274 (No. 2) 1951. Partial Index 

“Comparison of Vitamin C Content of Vegetable Stew When Prepared on 
Large Scale in Open and Pressure Cookers. A. R. P. Walker and U. B. 
Arvidsson.—p. 167. 

Dietary Surveys; Variation in Weekly Intake of Nutrients. J. Yudkin. 
■ —p. 177. 

Evaluation of Leanness-Fatness in Man: Norms and Interrelationships. 
J. Brozek and A. Keys.—p. 194. 

■iction of Vitamin C in Urine Following Repeated Administration 
of Big Test Doses. J. Sigurjonsson.—p. 216. 

..omposition of Human Milk with Special Reference to Relation Between 
Phosphorus Partition and Phosphatase and to Partition of Certain 
Vitam.ins. R. Chanda, E. C. Owen and B. Cramond.—p. 228. 

Relative Nutritional Values of Animal and Vegetable Proteins for 
Animals. K. J. Carpenter.—p. 243. 

Conversion Factors for Vegetable and Animal Foods for Human Con¬ 
sumption. K. L. Blaxter.—p. 250. 

Economic and Statistical Aspects of Vegetable and Animal Foods. D. A. 
Boyd.—p. 255. 

Nutritive Value of Vegetable Proteins and Its Enhancement by Admix¬ 
ture. H. Chick.—p. 261. 

“Clinical Picture in Children Fed After Weaning on Predominantly Vege¬ 
table Diet. L. Wills.—p. 265. 

Nutritional Adequacy of Vegetable Substitute for Milk. R. F. A. Dean. 
—p. 269. 

Vitamin C Content of Stews Prepared in Open and Pressure 
Cookers.—^In the large compound kitchens of the gold mines of 
the Witwatersrand, where food is prepared for more than 
250,000 Bantu workers, the present trend is to replace open 
cooking by pressure cooking. Vegetable stew is the chief, and 
sometimes the sole, source of vitamin C for the Bantu workers, 
among whom scurvy is seldom observed, and therefore the vita¬ 
min C content of stew cooked on a large scale by both methods 
has been compared. Experiments have shown good retention of 
the vitamin with either method and a slightly better retention with 
open cooking, the mean values for tests carried out on four 
separate days being 89% and 79%, respectively. The usual help¬ 
ing of stew prepared by either method provides daily 45 to 50 
mg. of vitamin C, an amount that may be considered adequate. 
The authors conclude that, as regards vitamin C retention, there 
is no reason why pressure cooking should not be adopted. 

Children Fed on a Vegetable Diet.—The clinical findings in in¬ 
fants and children fed after weaning on predominantly vegetable 
diets are the subject of this paper. The author describes malig¬ 
nant malnutrition, kwashiorkor, or fatty liver disease of Bantu 
infants. This syndrome, which seems to be the extreme effect of 
such diets, is not limited to the African; Czerny’s “Mehlnahr- 
schaden” (nutritional deficiency from starchy foods) is probably 
the same condition in European children. Since it was believed 
that the children with kwashiorkor were dying of protein star¬ 
vation and excess carbohydrate and that with such fatty livers 
administration of fat was contraindicated, it was decided to 
force-feed them with maas, which is curds made from skim milk. 
After a week skimmed milk powder was added to the maas and 
later a full mixed diet supplemented with extra milk was given. 
Improvement was rapid in most cases. After a few days diuresis 
occurred, resulting in rapid loss of weight followed by a steady 
gain. The diarrhea usually ceased in a few days. The liver gradu¬ 
ally decreased in size. The serum protein values increased 
steadily, but the blood count fell slightly at first and then rose 
slowly. 
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British Journal of Surgery, London 

39:97-192 (Sept.) 1951 

Perivascular Neural Pattern of Femoral Region. F. R. Wilde— t, oi 
Intestinal Obstruction Produced by Failure of lntcsiin\i d'' . 

Description of Case. R. Spencer.—p. 105. “Pbl;; 

Presacral Perirenal Pneumography. J. Blackwood.—p. m 
Mediastinal Goitre. E. Wilson. —p. 120. 

Orbital Complications of Head Injury. R. S. Hooper.—p px 
Diverticulosis of Jejunum— A Clinical Entity. 1. M Orr imi i ,• , 
Russell.—p. 139. ’ 

“Differential Diagnosis of Malignant Disease of Peritonenm n n 
—p. 147. ' 

“Cerebral Angiography in Abscess of Temporal Lobe P ri c 
—p. 156. ■ 

Trochanteric Fractures of Femur. W. G. France and r n n , 

—p. 166. 


Differential Diagnosis of Malignant Disease of Peritoneum, 
Malignant disease of the peritoneum can usually be diacno^ 
from its gross appearance, but seven cases illustrating diagnos 
difficulties are discussed in this paper. In one patient with .asdl 
fibrous stricture of the ileum, and enlarged regional lymph nod 
the peritoneum covering the small intestine and its mesenti 
was studded with round white nodules, suggesting tuberculc 
or cancer. Although histological study of the nodules and lym 
nodes showed no evidence of caneer or tubereiilosis, necroj 
two weeks later revealed a round-celled earcinoma of the slo 
ach. In another case peritoneal carcinomatosis appeared to b 
strangulated hernia. In the remaining cases carcinomatosis \ 
simulated by peritoneal nodules due to tubereiilosis, polyarter 
nodosa, encapsulated food particles, and fibrosis in a chro 
hernia. The commonest malignant disease of the peritoneuir 
secondary carcinoma, and this usually arises from the tra 
celomic dissemination of a primary abdominal carcinoi 
Occasionally the peritoneum is involved by lymph or bio 
borne metastases from an extra-abdominal carcinoma, sarcoi 
or other tumor. Primary tumor of the peritoneum is rare. Ma 
nant disease of the peritoneum appears in the following fon 
discrete nodules, plaque-like masses, diffuse adhesive forms, 
subperitoneal forms, cystic forms, pedunculated forms, “s 
graft” forms, pseudomyxoma peritoneii, and bizarre forms. Ei 
of these may be simulated by a variety of lesions. The 0 
peritoneal appearances pathognomonic of malignancy are i 
bilicated nodules and large masses of chaotically arranged r 
tissue. Operative diagnosis, therefore, often depends on ass( 
ated findings. Histological examinations should always be m 
and if they are inconclusive for diagnosis, examination will 
polarizing microscope and mucicarmine-stained sections may 
helpful. 

Cerebral Angiography in Abscess of Temporal Lobe.—The d 
nosis of brain abscess is often difficult and may be especi: 
so in patients receiving systemic antibiotic treatment for n 
foiditis or other infections. In these cases symptoms may 
absent, the most equivocal or minimal abnormal signs may 
significant, and slight changes in the cerebrospinal fluid may 
the only warning of the complication. Radiographs may o( 
sionally show pineal shift and, more rarely, gas in the ca 
of the abscess; but oftener there is little indication of sue 
lesion. Accessory methods of diagnosis have thus become 
creasingly necessary. For the diagnosis of temporal lobe abs< 
electroencephalography has not been sufficiently accurate, 
air ventriculography and encephalography have been regar 
as somewhat hazardous. Angiography, however, has been fo 
to be a safe and reliable aid. Twelve patients with temporal I 
abscess have been studied by angiography at Radcliffe Ot 
In 9 of the 12 cases the source of infection was masloidilis, 
was bronchogenic, one followed a streptococcal meningitis 
sumed to have arisen from an infected tooth socket, and in 
other case the source was probably in the thorax. In nine c 
angiography was performed before aspiration or removal 0 
abscess. In the other three it was performed after aspiration 
before excision to provide further information about the Ics 
The angiographic technique consisted of percutaneous punci 
of the common or internal carotid artery under local anest £ 
followed by the injection of .10 to 12 cc. of a 35% solutior 
iodopyracet (“diodone”) as a contrast medium. Radiogra 
were taken in anteroposterior and lateral projections, 
four, and eight seconds after the start of the injection. 
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were no complications attributable to the procedure and valu¬ 
able information was obtained. The relation of the vascular dis¬ 
placements to the lesion are discussed and displacements of the 
middle cerebral group are shown to be roughly proportional to 
-the total volume of the abscess. 


British Journal of Urology, Edinburgh 

23:197-292 (Sept.) 1951 

Case of Cavernous Haemangioma of Bladder. E. W. Riches.—p. 204. 
•Carcinoma of Urethra. E. \V. Riches and T. H. Cullen.—p. 209. 

Primary Carcinoma of Male Urethra. E. M. Nanson.—p. 222. 

Case of Adenocarcinoma of Rete Testis. A. \V. Badcnoch and C. Dukes. 
—p. 230. 

Purpura of Urogenital Tract. K. W. Martin.—p. 233. 

Cutaneous Metastases from Renal Neoplasms. C. G. Scorer.—p. 250. 
Malignant Transformation Following Orchidocleisis. D. W. Thomas. 

—p. 260. 

DilTusc Pulmonary Lymphatic Carcinomatosis Due to Renal Carcinoma 
Showing Cytoplasmic inclusions. C. F. Ross.—p. 263. 

Pyrexia as Sole Presenting Symptom of Hypernephroma. B. C. Rowlands. 
—p. 267. 

Two Cases of Urachal Cyst. J. G. Callanan.—p. 271. * 

Carcinoma of Urethra.—Riches and Cullen review observations 
,on 34 patients with carcinoma of the urethra, who had been 
under their own care or that of their colleagues. It is slightly 
commoner in women than in men, and this series included 15 
men and 19 women. The average age was 59 (54'A for men 
and 6216 for women). The authors believe venereal disease has 
been overemphasized in the etiology of this tumor; in their pa¬ 
tients it was suggested only in the group of men with tumors 
of the bulbocavernosus. In four of nine cases there was a 
history of gonorrhea and of stricture in two of nine. Venereal 
disease has not been regarded as such a predisposing factor 
in females. The authors differentiate three well-defined groups 
of lesions; (1) those involving the anterior urethra in males 
and the urethral orifice in females; (2) bulbomembranous 
lesions in males and vulvourethral lesions in females; and 
(3) lesions associated with bladder growths. The survival rate 
was highest in the first group. It is stressed that in both sexes 
the more anterior the growth the better the prognosis. With 
tumors deep in the urethra the following factors are impor¬ 
tant; (1) Symptoms occur later or are unrecognized in the. 
early stages. (2) Lesions are less accessible to treatment. (3) 
Metastases are commoner. A growth of the urethra demands ex¬ 
amination of the bladder, and growth of the bladder, especially 
if it occurs near the neck, demands examination of the urethra. 
Metastases in inguinal nodes are common enough (50%) to 
warrant considering treatment either by. removal or irradiation. 
Distant metastases occur in about one-third of cases. When a 
bladder growth invades the urethra the prognosis becomes worse 
because of the tendency to distant metastases. Radical surgery 
is applicable in a minority of cases but gives a good prospect of 
survival. Irradiation is necessary in many cases and provides 
excellent palliation in some. Tissue from any caruncle in the 
female or periurethral abscess in the male must be examined 
microscopically. * 


British Medical Journal, London 


2:807-862 (Oct. 6) 1951 

William Harvey and the Scholastic Tradition. J. Young.—p, 807. 

Blood Cholinesterase Levels and Range of Personal Variation in Healthy 
Adult Population. S. Callaway, D. R. Davies and J. P. Rutland. 
—P. 812. 


Blood Cholinesterase Levels in Workers Exposed to Organo-Phosphorus 
Insecticides. J. M. Barnes and D. R. Davies.—p. 816. 

Failure of Oral D.D.T. to Induce Toxic Changes in Rats. G. R. Cameron 
and Kwok-Kew Cheng.—p. 819. 

Preliminary Field Trials on New Schizonticide. H. M. Archibald.—p. 821. 

Value of Gastric Biopsy in Study of Chronic Gastritis and Pernicious 
Anaemia. 1. J. Wood.—p. 823. 

Vitamin B,» in Megaloblastic Anaemia of Pregnancy and Tropical Nuiri- 
tional Mncrocytjc Anaemia. S. Chaudhuri.—p. 825. 

Outbreak of Respiratory Tuberculosis in a School. K. T Bevan P T 
Bray and J. F. Hanly.—p. 828. ’ 

Exposure of Main Trunk of Facial Nerve. 
H. S. Shucksmith, T. M. Boyle and W. K. J. Walls —p 830 


Parotid Tumors and the Facial Nerve.—Willis is quoted as sav 
mg that 90% of all salivary tumors are pleomorph' ' 
j and that, while most of these tumors crow slowly 
I to be well circumscribed, they are not"entirely ben 


lieves that the recurrence rate after inadequate operation may 
be as high as 62%, and that the principal etiological factor is 
the conservative type of operation used because of fear of dam¬ 
age to the facial nerve. Shucksmith and associates have not 
found Bailey’s analogy of the facial nerve as the filling in a 
parotid sandwich of any value in removing parotid tumors, but 
their experience with facial nerve branches and filaments makes 
them accept McKenzie’s analogy of the parotid growing like 
a creeper, weaving itself into the meshes of a trellis-work fence 
(the facial nerve). It seemed to them that the facial nerve could 
be preserved with wide resection of a superficial parotid tumor 
by exposing the main trunk of the facial nerve immediately 
above the stylomastoid foramen and then working forward to 
the main divisions and filaments as need be. This method is 
described briefly. 

2:863-920 (Oct. 13) 1951 

Chemical Manipulation of Food. E. Mellanby.—p. 863. 

•Acute Tuberculous Septicaemia with Leucopenia. K. Bail, H. Joules and 
W. Page!.—p. 869. 

Acrosclerosis. S. C. Truelove and H. M. Whyte.—p. 873. 

Acrosclcrosis. A. S. Ramsey.—p. 877. 

Abacterial Cystitis: Report of Three Cases and Isolation of Spirochaete 
from One. J. W. Czekalowski and G. O. Horne.—p. 879. 

Value of External Cephalic Version Under Anaesthesia. D. Freeth and 
J. S. MaeVine.—p. 881. 

Mass B.C.G. Vaccination in a British Colony. A. W. W. Robinson. 
—p. 884. 

A County B.C.G. Campaign. P. J„ Burke.—p. 887. 

Congenital Duplications of Small Intestine. J. C. Barrett.—p. 889. 

Acute Tuberculous Septicemia rvilh Leukopenia.—^Three cases 
of tuberculous septicemia associated with leukopenia are re¬ 
ported. These occurred in two men, aged 54 and 56, respec¬ 
tively, and a woman, aged 47. They are compared with eight 
previously reported cases of this type. Chills, anorexia, and 
malaise were common symptoms. A high fever was always pres¬ 
ent and an enlarged spleen was often felt. Severe leukopenia 
without a striking relative neutropenia was the commonest find¬ 
ing in the blood. An aplastic anemia and a thrombocytopenia 
were also seen. The course invariably was rapidly downhill, with 
death occurring between 3 and 12 weeks after appearance of the 
first symptom. Acute tuberculous septicemia followed a fresh 
primary infection or a genuine reinfection in all three cases. At 
necropsy, multiple necrotic foci were seen in the liver and spleen 
in Case 1, but in Cases 2 and 3 no characteristic changes were 
grossly visible in any organ. In all cases histological examina¬ 
tion revealed numerous necrotic foci containing acid-fast bacilli 
in many organs. It is considered that the occurrence of . these 
organisms in the bone marrow accounts for the leukopenia and 
anemia. The difficulty in diagnosis lies in the absence of char¬ 
acteristic features in this disease. Examination of the bone mar¬ 
row for tubercle bacilli is recommended. Streptomycin should 
be given a trial in a suspected case. 

Bruxelles-Medical, Brussels 

31:1961-2012 (Sept. 23) 1951 

•Synergy Between Treponemicidal Activity of Bismuth and of Penicillin 
C. Levaditi and A. Vaisman.— p. 1971. 

Two Cases of Bivilelline Twin Pregnancies with Death of One Fetus 
E. Spehl.—p. 1978. 

Synergistic Treponemicidal Effect of Bismuth and Penicillin._ 

Rabbits in which syphilis was produced by subscrotal and intra- 
testicular inoculation of fragments from primary syphilitic 
lesions of rabbits were treated with a bismuth-procaine prepara¬ 
tion (“procrital”) alone, with penicillin alone, or with a com¬ 
bined preparation made up by dissolving 100,000 units of 
penicillin in I cc. of “procrital.” The latter compound contains 
10.5 mg. of bismuth and 5 mg. of procaine per cubic centimeter 
A dose of 2 to 5 mg. of bismuth (in the form of “procrital”) per 
kilograrn of body weight, induced rapid cicatrization of the scro¬ 
tal syphilitic lesions and disappearance of the Treponema pali- 
dum from the blood in ail the animals treated and ster'' , ' - 

peripheral Vmph nodes in 50%. A single dose of 
penicillin induced rapid cicatrization of the 
and even more rapid disappearance of the ' . .c 

blood but not from the peripheral lym 
local recurrence was observed af 
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Synergy between bismuth and penicillin was apparent in that 
radical sterilization of the peripheral lymphatic system and dis¬ 
appearance of the spirochetes from the blood occurred in all the 
rabbits treated with the combined bismuth-penicillin preparation. 

CImica Tisioldgica, Rio de Janeiro 

6:125-258 (April-June) 1951. Partial Index 

♦Evolution of Allergy According to Schemes of BCG Oral Vaccination. 
J. Rosenberg, J. N. Aun and B. Macarron.—p. 125. 

Allergy from BCG Vaccination.—^The evolution of tuberculin 
allergy from oral BCG vaccination was observed in a group of 
,460 newborn infants living with their parents, and 64 infants 
tween the ages of 10 days and 3 years living in creches or 
lums. The families of most of the infants were healthy, but 
some families there were tuberculous contacts. Newborn in¬ 
fants were given the vaccine by the following schemes: 1. A dose 
of 30 mg. of BCG vaccine was given to 491 infants every other 
day up to a total dose of 90 mg. during the first 10 days of life. 
2. A single dose of 100 mg. was given during the first 2 weeks 
of life to 271 infants. 3. Intensive vaccination with a dose of 
100 mg. was given every two weeks, up to a total of six doses 
to 117 infants, and every month, for six months to 580 infants, 
he older 65 infants had daily BCG vaccination in increasing 
ses from 10 to 100 mg. up to a total dose of 1,190 mg. in 
consecutive days. Serial Mantoux tests with dilutions up to 
:10 were made from one to two months after vaccination up 
to a period of two or three years. In newborn infants who were 
vaccinated by the first and second schemes the percentage of 
positive reactions was higher and the allergy was of longer 
duration than in infants who had more frequent revaccinations 
by the other schemes. A greater Immunity was conferred by 
the more prolonged methods of vaccination, however, as is 
proved by the complete absence of tuberculosis in these infants, 
even those with tuberculous contacts. The results showed that 
allergy and immunity given by BCG vaccine are independent, 
that they are inversely proportional, and that the immunizing 
effect of BCG vaccine is not hindered when infants are in con¬ 
tact with tuberculous patients. 

6:259-396 (July-Sept.) 1951. Partial Index 

Evolution of the Laryngo-Tracheo-Bronchoscope. U. Pinheiro Guimaraes. 
—p. 287. 

♦Radiological Frequency of Healed Primary Lesions in Non-Tuberculous 
Adults. R. Fernandes, F. Poppe and O. Reis.—p. 371. 

Healed Primary Lesions in Nontuberculous Adults.—Examina¬ 
tion of 1,802 x-ray films of nontuberculous adults in Rio de 
Janeiro disclosed 576 healed primary lesions. Almost twice as 
many of these lesions were on the right side as on the left. In 
a sample of 130 of these lesions 53.08% were located in the 
lower third of either lung, 33.85% in the middle third, and only 
13.07% in the upper third. These relative proportions were 
compared with those found by earlier workers, both at autopsy 
and on examination of x-ray films, and the only difference noted 
was that in the present series lesions in the upper third of the 
left lung were slightly more numerous than those in the upper 
third of-the right lung. 

Deutsche medizinische Wochenschrift, Stuttgart 

76:1229-1260 (Oct. 5) 1951. Partial Index 

Endangiitis Obliterans; Concept of the Disease and Its Evaluation in 
Compensation Cases. N. Wolf.—p. 1229. 

Significance of Capacity to Chew for Digestive Disturbances: Indication 
for Dental Prostheses. W. Kaufmann.—p. 1231. 

Erythrocyte Sedimentation Rate, Weltmann’s Coagulation Band and 
Cadmium Sulfate Reaction in Patients with Neurologic Disorders. 
B. Folkers and S. Moebius.—p. 1234. 

♦Radioactive Phosphorus in Treatment of Polycythemia. W. Horst and 
H. Sauer.—p. 1237. 

Radioactive Phosphorus in Polycythemia.—^Horst and Sauer re¬ 
view their experiences with radioactive phosphorus treatment 
in eight patients of whom six had polycythemia with erythro¬ 
cyte counts between 7,000,000 and 8,000,000. Four of them had 
been treated previously for several years with phenylhydrazine 
or venesection, the other two received radioactive phosphorus 
from the beginning. All but one of the six responded favorably to 
the isotope, which is injected intravenously in isotonic sodium 
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chloride solution. Treatment is usually begun with 0.06 m- 
kilogram of body weight and may be repeated after three m" - 
if necessary. A fall in erythrocyte counts was usually e\t’i 
after from four to five weeks. Treatment with radioactive rS 
phorus is more beneficial than fractionated whole body ro’m 
irradiations, chiefly because of greater selectivity. Irradini 
therapy inhibits the bone marrow, whereas venesection 
hemolysis with phenylhydrazine stimulate medullary acth 
Advantages of treatment with radioactive phosphorus are 
creased tendency toward development of thrombosis and avr 
ance of roentgen intoxication. The gradual reduction in 
quantity of blood is of advantage in patients with circiilat 
impairment. Complications like temporary anemia, leukopci 
and thrombocytopenia are usually not dangerous and no irn 
ation-induced changes could be demonstrated in the parenchyi 
organs. There is no proof that polycythemia is more likely 
be followed by leukemia during treatment with radioactive pi 
phorus than with other treatments. 

76:1261-1292 (Oct. 12) 1951. Partial Index 

Leading Viewpoints for Treatment of Recent Intracrani.il Inin 
F. Loew.— p. 1261. ‘ 

Late Damage Caused by Deficient Nutrition, and Circulatory 
turbances. K. E. Vogt.— p. 1265. 

"Treatment of Marchiafava Anemia; Transfusion of “Washed" Erji 
cytes. H. Sehubothe and M. Matthes.—p. 1274. 

Marchiafava Anemia.—^The superiority of washed crythroi 
transfusions over whole blood transfusions in the treatmeni 
Marchiafava’s chronic hemolytic anemia is demonstrated in 
following two case histories. In one patient with this dis( 
whole blood transfusions appeared to be harmful rather t 
beneficial. After each of eight weekly transfusions of 32( 
400 cc. of whole blood from a donor with the same blood groi 
the patient felt extremely weak, the nocturnal hemoglobini 
was increased, and there was occasional diurnal hemoglobinu 
The patient’s erythrocyte count decreased during the treatn 
from 2,000,000 per cubic centimeter before the first transfu 
to 800,000 per cubic centimeter after the last transfusion 
gradual increase in the erythrocyte count occurred after 
transfusions had been discontinued. The second patient likc\ 
had continuous hemoglobinuria and a decrease in erythroi 
’count while receiving whole blood transfusions, with an incri 
in the erythrocyte count after the transfusions were stop] 
Six months later an exacerbation reduced his erythrocyte cc 
to 800,000 per cubic centimeter and his hemoglobin to II 
Transfusions of erythrocytes washed in isotonic sodium chio 
solution corresponding to 3V2 liters and 1.2 liters of whole bl( 
respectively, were given for six days, and after an interva 
two months, for two more days. These transfusions were' 
tolerated; within six days the total number of erythrocytes 
creased from 800,000 to 4,000,000 per cubic centimeter. Tl 
months after the last washed red blood cell transfusion 
erythrocyte count was 2,500,000 while two months later it 
2,300,000. Because causal treatment of Marchiafava anemia 
not yet been possible, and othpr therapeutic trials have fai 
blood transfusions are of decisive importance. In these pat: 
the hemolytic reactions precipitated by whole blood transfus 
were apparently due to a component of the donor’s serum 
enhanced the specific hemolytic mechanism of Marchia 
anemia. These reactions were prevented by transfusion! 
washed red blood cells. This method seems to be indicated ii 
cases in which intolerance to the donor’s blood depends 
plasma factors, and in cases that require a rapid and pronoui 
increase in number of erythrocytes. 

Glasgow. Medical Journal 

32:257-282 (Sept.) 1951 

Convulsions in Chiidhood and Their Relation to Epilepsy. R. A. Sh. 

Management of Pregnant Tuberculous Diabetic. J. P. Mclniyre 
W. H. D. Scotland.—p. 268. . (. y 

Preliminary Survey of Dysphagia Due to Malignant Disease, 
and J. C. Watt.—p. 273. 

Convulsions in Childhood and Epilepsy.—Shanks believes 
lated convulsive episodes in childhood differ f™") 
taneous convulsions of epilepsy only in degree. Sharp dist 
cannot be made between types of convulsions, wUic 
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■' rom the isolated fit to uncontrollable epileptic seizures. With 
%e striking fall in the incidence of rickets in the last 25 years 
' here has been an equal decrease in the incidence of tetany and 
' pasmophilic diathesis. The concept of a variable convulsive 
■'hreshold .which depends on the interrelation of constitutional 
■;nd external factors is discussed with regard to “casual” con¬ 
vulsions and epilepsy. Spontaneous convulsions are more likely 
'•0 recur than, those associated with infection, but this can be 
' inly a rough guide to the prognosis of an individual case. If all 
nfantile convulsions are considered,,the recurrence rate is about 
^ 2%. This reassuringly low figure should be remembered in 
‘•egard to any first convulsion in a child. A convulsion associ- 
-ited with febrile illness is likely to be benign if it occurs at the 
tinsct; a fit which occurs during the course of an acute infection, 
-inless it is agonal, suggests either the onset of a complication 
: )r that recurrence is likely. The author stresses that under favor- 
i.ible conditions epilepsy is preventible. Uncontrolled convulsions 
ead in themselves to progressive mental impairment. It follows 
hat no. child or adult should be allowed to have repeated fits 
'vithout energetic attempts to control them. It is better to use 
-ihenobarbital unnecessarily than to wait until repeated fits have 
••onfirmed the diagnosis. The control of epilepsy by adequate 
“herapy is second in importance only to prevention by prompt 
;ind persistent treatment of convulsions in early life. 

Hospifal, Rio de Janeiro 

40:327-490 (Sept.) 1951. Partial Index 

'Involvement of the Pericardium in Hodgkin's Disease. Q. H. de Mesquita. 

; —p. 327. 

•'Surgical Diseases of Thyroid Gland. R. A. Dos Santos.—p. 469. 

Pericardium Involvement in Hodgkin’s Disease.—Only 27 cases 
jit which ffodgkin's disease involved the heart have been re¬ 
ported, including that of the 15-year-old girl observed by the 
author. Her illness began in 1945, when painless swellings ap¬ 
peared in her neck and left axillary region. Medical treatment 
failed, but radiotherapy brought about great improvement which 
lasted for three years. A tumor mass then appeared at the level 
of the -upper third of the sternum and rapidly increased in size. 
'Swelling also recurred in the left axillary region. The patient 
■had lost about 7 lb. (3.2 kg.) in the two months before she was 
■seen by the author in 1948, and suffered from dyspnea on exer¬ 
tion. A diagnosis of Hodgkin’s disease with pericardial effusion 
was made and treatment with nitrogen mustard begun. Daily 
doses of 4 mg. were given by rapid intravenous injection for 
four consecutive days, or a total dose of 16 mg. for a body 
weight of 115 lb. (52 kg.). Some distress was caused by the 
treatment, and the patient lost about 15 Ib. (7 kg.) in the 12 
days following the first injection. She began to improve at the 
end of the second week; her weight increased, the swellings di¬ 
minished until they were scarcely perceptible, and the pericardial 
effusion was reabsorbed. Her condition fluctuated during the next 
14 months, deteriorating rapidly toward the end, with invasion 
of the left lung and recurrent pericardial effusion, which pro¬ 
duced a fatal hypodiastolic cardiac insufficiency. 

Thyroid Diseases Treated Surgically—Dos Santos reports on 
80 cases of thyroid disease treated by subtotal thyroidectomy. 
Preoperative preparation of patients with severe hyperthyroid¬ 
ism consisted of propylthiouracil until the patient’s condition 
showed a clinical improvement and the basal metabolism was 
reduced to -|-30% at the maximum. General measures, such as 
rest, hydration, special diet, administration of vitamins, and cor¬ 
rection of deficiencies, were also employed. Lugol’s solution 
was given in the 10 days preceding operation. It was used alone 
in cases of less severe hyperthyroidism, and in cases of nontoxic 
goiter to prevent development of toxic goiter and to improve 
its condition for surgery. Preoperative treatment of patients in 
Uio Preto (Brazil) is often complicated by anemia and vermino- 
sis. Patients who have been well prepared for operation are 
usually discharged on the third or fourth day. Part of the clips 
are removed 24 hours after operation; in 48 hours all the clips 
and the drain have been removed, insuring an inconspicuous 
scar. Dos Santos uses local anesthesia almost exclusively, pre¬ 
ceded by medication with morphine, atropine, and secobarbital 
(seconal®). Local anesthesia is preferred because it facilitates 
checking of the.function of the recurrent nerve by speech. When 


this nerve or one of its branches is injured or caught in a liga¬ 
ture, it may lead to a teiriporary paralysis of the vocal cords. 
Such transient lesions of the recurrent nerve were the principal 
postoperative complications, and there were no cases of severe 
hemorrhage or postoperative tetany. Hypoparathyroidism oc¬ 
curred in two cases. There was one death, which was attributed 
to the anesthesia. 

Irish Journal of Medical Science, Dublin 

309:393-440 (Sept.) 1951. Partial Index 

Chemotherapy in Urinary Tuberculosis. T. J. D. Lane.—p. 393. 
Carcinoma of Cervix. O. Chance.—p. 406. 

Cold Vasoconstriction and Vasodilatation. A. D. M. Greenfield, J. T. 

Shepherd and R. F. Whelan.—p. 414. 

Electrocardiographic Changes Following Mitral Valvulotomy. S. P. 
OToole.—p. 427. 

Fibrocystic Disease of Pancreas. E. E. Doyle and P, N. Meenan.—p. 432. 


Lancet, London 

2:601-646 (Oct. 6) 1951 

Practice and Consequences of Splenectomy. H. C. Edwards.—p. 601. 
•Early Rising in Obstetrics and Gynaecology. W. F. T. Haultain and 
D. J. Mc.I. Irvine.—p. 607. 

Pharmacology of Bis 3-3'-(4 Oxycoumarinyl) Ethyl Acetate (Tromexan). 

M. Stirling and R. B. Hunter.—p. 611. 

Calciferol, Streptomycin and Para-Aminosalicylic Acid in Pulmonary 
Tuberculosis. 3. Fielding and 3. 3. Maloney.—p. 614. 

Case of Eclampsia Treated with Hexamethonium Bromide. C. J. Penny 
and R.* P.'-W. ■ Shackleton.—p. 617. 

Recovery After Poisoning with Di-Nitro-Ortho-Cresol. A. B. Pollard and 
3. F. Filbee.—p. 618. 

Antithyroid Activity of 2-Catbethoxythio-l-Methylglyoxaline. A. Lawson. 
C. Rimington and C. E. Searle.—p. 619. 

Early Ambulation in Obstetrics and Gynecology.—Early ambu¬ 
lation was practiced in 1,071) consecutive obstetric cases, in 28 
cases of cesarean section, and in 285 cases in which major ab¬ 
dominal and vaginal operations were performed. The'patients 
were allowed to get up usually within 24 hours of, and not later 
than 36 hours, after delivery or operation. This seemed to be 
beneficial to them and no untoward complications occurred. 
There was no morbidity in private puerperal cases and the mor¬ 
bidity in the hospital puerperal cases was 0.4%, which is ex¬ 
tremely low for a hospital admitting both emergency and sched¬ 
uled cases. Early ambulation did not interfere with the healing of 
the perineum, and involution seemed to be accelerated. The pres¬ 
ence of red lochia may possibly be prolonged. In cases of pelvic- 
floor repair healing -u’as not hindered by early ambulation, and 
catheterization was needed far less often. Sickness, flatulence, 
and distention seemed to be relieved. The decrease in use of bed- 
pans was appreciated by both patient and nurse. Though early 
ambulation is advocated for hospitalized puerperal women it 
may be contraindicated for obstetrical patients in their homes. 
In the hospital, the fact that the patient is allowed up early 
should not shorten, her hospitalization during the puerperium; 
she needs rest, supervision, and freedom from household worries, 
which could not be obtained at home. In hospital early ambula¬ 
tion seems to be beneficial not only to the puerperal patient but 
even more so to the patient who has undergone a major 
operation. 

Calciferol, Streptomycin, and p-Aminosalicylic Acid in Pulmo¬ 
nary Tuberculosis—Seven patients with pulmonary tuberculosis 
in whom gross cavitation was present on admission were treated 
with streptomycin, p-aminosalicylic acid, and calciferol. Strep¬ 
tomycin hydrochloride was given in doses of 0.5 gm. twice a 
day and sodium p-aminosalicylic acid in doses of 16 gm. per 
day in four divided doses of 4 gm. Calciferol was given in doses 
of 600,000 units in oil once a week intramuscularly for three 
weeks, followed by two doses at two week intervals and an 
additional 600,000 units every four weeks until nine doses had 
been given, a total of 5,400,000 units in five to six months. Of 
the 5,400,000 units, 2,400,000 were given in the first month. 
The principle followed was that, when pronounced activity of 
the disease was shown by rise of temperature, streptomycin and 
p-aminosalicylic acid were given first and calciferol was added 
shortly afterward; when there was little or no rise of tempera¬ 
ture, administration of all three drugs was started at once. Three 
patients who received the full course of calciferol with p-amino- 
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0.25 gm. of carbarsone three times a day for four days and 1 
grain (60 mg.) of emetine twice a day for three days should be 
considered sufficient for therapeutic trial. 

AMENORRHEA FOLLOWING ACCIDENT 

To THE Editor: — A girl, aged 14, was struck on the left leg by 
an automobile in May, 1950. While the trauma was trivial, 
she has not menstruated since that time. Menses began at age 
12 and were regular and normal. In August, 1950, she began 
to notice a gain in weight and height; by March, 1951, she had 
gained 5 in. (12.70 cm.) in height and 50 lb. (22.7 kg.) in 
weight. In April, 1951, she weighed 196 lb. (88.9 kg.) after 
going on a self-imposed diet. Her weight at the time of the 
accident was 176 lb. (79.S kg.). Her present height is 6916 in. 
(175.26 cm.). Physical examination revealed no abnormalities. 
Fat distribution is normal. Basal metabolic rate is +14%. 
Except for obesity and gain in weight, the only symptom is 
nervousness. Is there any relation between the accident and 
the amenorrhea and the gain in weight and height? 

M. David Deren, M.D., Bridgeport, Conn. 

Answer. —The evidence presented in this case is reminiscent 
of the old classification of hypogonadal obesity, in which failure 
of the ovaries was considered to be the responsible factor for the 
gain in weight. There is little or no evidence of a scientific nature, 
however, that absence of ovarian function, per se, can cause 
an accumulation of fat. This girl probably has a constitutional 
or personality predisposition to obesity, since she was consider¬ 
ably overweight at the time of the accident. Often, a slight trauma 
or illness can precipitate the accumulation of weight by upsetting 
the emotional equilibrium. The amenorrhea may also be on a 
psychosomatic basis following the trauma. It is difficult to de¬ 
termine the cause of the rapid increase in height from the data 
presented. Treatment should, of course, primarily be directed 
toward reduction of weight. There is a good possibility that the 
menstrual periods may return spontaneously with adequate 
weight reduction. If this does not occur, however, there is a 
possibility of some endocrine disturbance with a resulting ovarian 
failure. This condition will require exploration from the endo¬ 
crine standpoint, such as hormonal bioassay, vaginal smears, 
and other suitable tests. In the process of weight reduction, it 
is suggested that the patient be supported with appetite-curbing 
medication, such as the amphetamines, since in this case it will 
apparently be rather difficult to obtain a satisfactory weight re¬ 
duction with simple diet management. 
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brains of such persons to find multiple areas nf ■ 
which there was no clinical evidence. These sites 
ture of the attack inentioned in your description. 

Avoidance'of'business'worries and family tensions!.: 
■tive.Sedative :dffigs, like phenobarbital, ■ and antisn.!!? 
drugs,.hke.papaverine, are.useful. There would seem to 
use for vitamins here. NormarphysicaVabtivities, avoiding!' 
,cesses, are not interdicted. ‘ "SO 


MENSTRUATIOIV AT THE MENOPAUSAL AGE 
To THE Editor:— d/i page 360 of The JouRkAL of Sept '>2 m 
the answer to the query about menstruation at tlie'im 
pdusal age seems inadequate: The intimation that most tm' 
, U'/f/i. frequent or heavy, menstrual periods require no inn 
ligation is misleading. It is not normal 'for uterine bkcdv 
to .increase in amount in tjm premenopausal period. Il’oirc 
, with bleeding sufficiently profuse or otherwise demsed, 
make them seek medical advice certainly merit curettage k 
diagnostic purposes; fortunately the curettage often ma\ hs\ 
therapeutic value as well. This is particularly true wften7 
diagnosis is endometrial hyperplasia, endometrial pokp, i 
irregular (delayed) shedding of the endometrium, wfiik e 
occasional submucous myoma may be removed with a ciiu 
most of these will require removal of the uterus for adeqiic. 
control of bleeding. The important thing to remember 
that there are few, if any, unexplainable derangements < 
bleeding from the endometrium and that a clear-cut din 
nosis can be made if one will take the trouble to proca 
along well-charted paths. Obtaining and recording an c 
curate history is the first prerequisite, and correlating ki 
torical data with histopathological evidence is most imporlar. 
■ When the diagnosis has been made, treatment ■ ustmWg I 
comes obvious. However, it seldom takes'the form of rmo 
ing the uterus through the vagina—as has be'en suggesmi 
the answer previously published—unless this is to be tlonii 
parf of a procedure to repair the remote'results of cliildbiu 
trauma'. Vaginal hysterectomy' in the'absence of descent, 
or prolapse is not an operation to be undertaken lighll)' I 
the occasioned operator. 

- Charles E. McLennan, M.D., 

Stanford University School of Medicine 
2398 Sacramento St, 

. • ■ San Francisco, 15. ' • -c. 


CEREBRAL VASOSPASTIC EPISODES 

To the Editor: —A 50-year-old manager of a aepartment store 
began having intermittent spells in which his right arm and 
leg would become numb and partly paralyzed; he also had 
partial aphasia. Two weeks before the attack, he passed an 
insurance examination with all negative findings, including 
normal electrocardiogram and laboratory tests; the blood 
pressure 138/84. He had been under emotional tension, 
frequently .working overtime, smoking 30 cigarets daily, and 
taking two d-amphetamine sulfate (dexedrine'^) tablets to curb 
his appetite. What is the etiology of the cerebral angiospasm, 
as well as the prognosis in this patient, who has no neurologic 
sequelae? It is now five weeks since Ins attack; he is able to 
take short walks but fatigues easily. He is receiving multi¬ 
vitamins and papaverine hydrochloride and has been told to 
increase his physical activities. M.D., New York. 

Answer. —^The picture is that of a cerebrovascular episode 
involving the left half of the brain, probably cortical in view 
of the fact that aphasia developed. It is not at all surprising that 
results of his previous examination were normal. None of these 
could in any way portend the development of these vasospastic 
episode^ The intake of an amphetamine preparation and pos¬ 
sibly the smoking could have played a precipitating role in the 
development of the angiospasm. Probably tension was the most 
serious factor. Early episodes have left no residue, but repetition 
of these attacks will ultimately produce an area of softening 
which may be the site of the subsequent vascular accident or 
which may be the precursor of an irreversible hemiplegia or 
aphasia. It is common in the postmortem examination of the 


BOWEL DISTURBANCE AND DIABETES ' ■ 

To the Editor: —In the answer to 'the queiy;6ji-‘/Bowel Di 
turbance and Diabetes?' (l.^A.'M. A. 147:7'96' lOct: 20] 1P3] 
there was one possibility that Idas not coiisfdfred, MmclyJ 
coincident failure of the acinar portion of the pancreas. Skid 
Warren in "'Pathology of Diabetes. MeliitiN’'(Philaddgk 
■ Le'd-& Febiger, T930) reports varying degrees'of pbtosls 
the acinar portion in about half of 300 cases coming to c 
topsy.- The functional failure is obviously not as common c 


may occur. *• 

■ In May, 1951, Dr. John Henkin and I studied a case sinifi 
to the one described in The Journal. The patient, age 62, r, 
had diabetes for '23 years, controlled by 56 units of insu 
per day. The diarrhea began gradually about November, \h 
There was a continuous and progressive loss of iveijm, 
to 20 lb. (9 kg.). Stools averaged four to six each mor/iii 
. Despite an increase. in food and decrease in insulin, 
were increasing numbers of insulin reactions. X-ray stn 
of the gastrointestinal tract were normal. A flat x-ray of 
y abdomen showed calcified areas in the region of the pancu 
The stools contained undigested fats but no parasites 
blood and no pancreatic enzymes. Blood studies revealei t» 
a low serum amylase level (29 mg.). ' ' 

Treatment'was begun about May 10. with pancreatin, ti‘ 
panteric® tablets after each meal 'and two at bed 
patientUias gained 10 lb. (4.5 kg:).'Dietrrhe^ 

/e'v days but recurs with, any irregularity in taking pa 
yf -- -. ■ /jfj'g'jiigs T.-Uaxwell, M.V 

' ' ' “ 319-321 Frances Bldg. 

Sioux City 8,.Iowa. 
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CANCER OF SKIN AND OCCUPATIONAL TRAUMA 

John Godwin Downing, M.D., Boston 


Occupational cancer is an injury arising out of and 
in the course of employment. Such an injury has been 
recognized in Europe for centuries, and its occurrence 
has been duly reported and recorded. In the United States, 
however, apparently it is rarely recorded. At least in 
Massachusetts it is almost impossible to find a record of 
this type of injury in the various departments which 
should be interested in it. 

Perhaps such cancers in the United States are rare. 
After 25 years of experience in reviewing many thou¬ 
sands of claims for compensation, I have been able to 
find only a few claims for compensation for occupational 
cancer. In the first 2,000 cases reviewed by me, only six 
patients made such claim, and not one presented suffi¬ 
cient evidence to substantiate it.' However, the fact that 
only rarely does a worker make such a claim suggests 
that he may have good reason for it, and his claim should 
be thoroughly investigated. Workers frequently know the 
hazards of their occupation long before their employers 
recognize or accept them. This was demonstrated among 
the Schneeberg and Joachimsthal miners, who knew that 
after each discovery of a rich uranium vein the number 
of cases of carcinoma increased.^ 

In workers exposed to soot, pitch, tar, and shale oil 
occupational cancer of the skin is liable to develop. 
After prolonged heat or overexposure to roentgen rays 
there frequently follows cancerous degeneration of the 
skin, most often of the face, hands, and scrotum (Fig. 1). 
The recognition of cancer of the skin is simple. Clinical 
examination confirmed by biopsy report should eliminate 
any uncertainty about the diagnosis. The facts necessary 
to complete the picture can be obtained by taking a care¬ 
ful history. Physicians expressing an opinion regarding a 
claim for compensation for patients with occupational 
cancer should investigate not only the most recent occu¬ 
pation but all previous exposures to possible carcinogens. 

Representatives of American industry, both laymen 
and physicians, resent the implication that cancer could 


be incurred in their industry. As a result, insurers fail 
back on scientific research, which has failed to solve the 
mystery of the causation of cancer. This is a natural re-' 
action. First of all, the possibility of acquiring cancer 
in an occupation might deter workers from engaging in it. 
The publicity attendant on the acceptance of even one 
claim of cancer in an industry might cause numerous 
subsequent suits, and, lastly, a more probable but un¬ 
justifiable reason would be the increased expense incurred 
by perfecting protective measures to prevent the possible 
occurrence of even one case among thousands of workers. 
In some industries this would entail the expense of 
entirely rebuilding the plant. 

The lack of investigation and early recognition of 
serious occupational hazards, resulting from the preced¬ 
ing reasons has impeded the progress of industrial medi¬ 
cine, It is apparent in the study, control, and prevention 
of occupational health hazards, especially as regards 
occupational skin cancers, that the United States is not 
on a par with other countries. Lack of recognition of the 
importance of industrial skin cancer stands out in sharp 
contrast to the unrestricted and wide publicity given this 
important matter in England, Germany, and Switzerland, 
where these cancers are notifiable and compensable dis¬ 
eases, and information regarding them, therefore, is rela¬ 
tively reliable. The history of industrial medicine here is 
full of failures to prevent the unnecessary deaths in indus¬ 
try that have occurred, for example, from berylliosis of 
the skin and lung, cancer of the lung from chromates, 
tumors of the bladder due to aniline dyes, osteogenic 
tumors from radioactive chemicals, and cancer due to 
carcinogens in the tar industry. All these industrial haz¬ 
ards could have been controlled or eliminated. 

A cancer allegedly due to occupation may get out of 
control before it receives proper treatment, owing to the 
employee’s financial inability to secure medical care or 
because of the time wasted in litigation. As a result, the 
patient may undergo unnecessary suffering and even loss 


City!''jUTC'^ 1951 and Syphilology at the One Hundredth Annual Session of the American Medical Association. Atlantic 

ressoJ'’or*nrrmMoinrv“ Syphilology. Tufts College Medical School: Physician-in-Chief for Diseases of the Skin, the Boston City Hospital: Pro- 

fessor f Dermatology, Boston Unocrsity School of Medicine: and Dcrmato!ogist-m.Chicf. Massachusetts Memorial Hospitals. 

fjan) 1939 ""'*'’ Among Industrial Workers: A Review of 2,000 Claims for Compensation, Arch. Dermal. & Syph. 39: 12-32 

2. Franscen, C. C.: Cancer; A Afanual for Practitioners, Ed. 2, New York, American Cancer Society, 1950. 


245 


246 CANCER OF SKIN—DO^^’NING 

of life. Even today the injured employee must take the 
initiative and proye that such a hazard exists. Despite 
teaching and the writings of physicians specializing in this 
work, there are still too many part-time physicians em¬ 
ployed in industry who are interested only in the repair 
of wounds, hernias, and fractures and who know little 
or nothing about the occupational hazards of the plant 
for which they are .responsible. Often it is not until re¬ 
peated calamities have occurred that a plant is investi¬ 
gated for possible hazards. Although the employees have 
learned by bitter experience or from the suffering of 
fellow employees the dangers of the work, often the 
employers will blindly refuse to face the issue and attempt 
to deny their responsibility. All dermatologists should 
realize the possibility that occupational cutaneous cancer, 
although rare, can and does exist. 

A review of the literature reveals numerous contradic¬ 
tions. Salter ® asserts that despite a wealth of data indicat- 
■g carcinogenesis in man from crude mixtures, only three 
madulterated agents have thus far been proved carcino¬ 
genic for man: radiation, betanaphthylamirie, and 



■Fig. 1.—Janitor, 82, with epidermoid carcinoma of scrotum. This man 
was a mule spinner in England for many years. (By permission of Dr. 
F. Ronchese.) 

arsenic. He states that chemical compounds which are 
outstanding carcinogens in rodents have usually proved 
ineffective in other species and have not been shown to be 
effective in man. Therefore, carcinogenic activity in 
rodents should not be used as a criterion of possible 
danger to man, nor should its absence in rodents be 
regarded as valid evidence of safety for human workers. 
Morton,* on the other hand, states the number of known 
chemical carcinogenic agents is large. There is no evi¬ 
dence that a definite chemical structure is necessary for 
carcinogenic activity. These chemicals vary from simple 
acids and alkalis (HCl, NOH), metal salts (ZnCIjZn 


3. Salter, W. T.: Chemistry of Carcinogens, Occup. Med. 5:441-465 
(May) 194S. 
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SO.,), radioactive compounds (colloidal thorium diot' 
[thorotrast®]), and sugars (dextrose) to complicatedd 
(dimethylaminoazobenzene), hydrocarbons (3:4 b’ 
pyrene, 1:2:5:6 dibenzanthracene, methylcholanthren! 
estrogens (complicated sterols), and viruses (heavym 
teins). ■ * 

Hueper = considers tar produced in high-tempcrati 
retorts from coal to be usually carcinogenic, whereas 
from low-temperature retorts less so or not at all. Wo 
tar, often used medicinally, is usually noncarcinoacii 
Some crude mineral oils containing originally aroma 
substances are carcinogenic, but mineral oils coni 
from other fields and having a different composition; 
not. It is apparent that much of the evidence by which' 
causation of cancer is connected with occupational acti 
ties is circumstantial and that in only relatively few ty] 
of occupational cancers is definite and specific evidei 
available. 

Hueper ® further states that the rapid growth of mi 
ern industry and its vast diversification during the 1 
five decades have been accompanied by a considera 
rise in the number of industrial cancers and by the appc 
ance of many new types. Certain types of indust 
cancer, which in the past were observed exclusively 
European plants, have made their'appearance in Anv 
can factories. 

According to Warren,^ even new elements have b 
discovered, among which is plutonium, which is tum^ 
genic in animals. Consequently, the hazards areespcci; 
high in this new field of atomic energy for the rcsea 
workers, who are likely to be careless of their own sal 
and, without realizing it, the safety of others. Practici 
all occupational tumors are malignant when fully dc’ 
oped. It is improbable ® that any occupational cant 
of the skin or lungs and leukemias would be found to^ 
among the many persons who came in contact dui 
recent years with radioactive gases and dust, becaus 
much longer latency period is required in general bel 
such complications become manifest. However, ail j 
sons who have sustained such exposures should rcii 
under close supervision for the next 20 or 30 years. 

Occupational cancer tends to occur in younger \vc 
ers. Evidence of the occupational origin may be 
because of continued change of occupation. Accorc 
to Hieger and others,® the minimum interval of t 
before the appearance of epithelioma in tar and p 
workers is eight months, and the maximum time rcpoi 
is 73 years. Hueper “ states that it is the patient’s ag 
onset, together with the duration and intensity of er 
sure, that determines the age at which occupatic 
cancers are manifested. Depending on these factors, 
dustrial cancers have been observed in persons beiw 
10 and 80 years old. Observations of occupational c 
cers show, moreover, that in some persons onl 
comparatively short exposure time (6 to 12 months 
necessary for the development of aniline cancers of 
bladder or chromate cancer of the lungs. 

It is now recognized that certain chemical carcinog 
once thought to cause cancer of the skin alone, i 
produce cancers elsewhere. Among them are tar, mm 
oil, radioactive chemicals, and arsenic, which have cai 
cancers of the lung, nasal sinuses, bones, and hemopos 
tissue.® 
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Salter ° believes that at present the only valid type o£ 
evidence of danger of carcinogenesis in man is carefully 
analyzed epidemiological data. This opinion is confirmed 
in a paper written by Ingalls,"" who states that chimney 
soot was first associated with an occupational cancer of 
the scrotum observed among chimney sweeps by Percival 
Pott around 1775. Ingalls’ study Was planned to deter¬ 
mine whether an industrial hazard of cancer did in fact 
exist in the manufacture of carbon black, a commercially 
produced form of soot. In the United States the term 
“carbon black” customarily refers to the specific product 
of the incomplete combustion of natural gas or oil; but 
confusion may arise as to the meaning of the term, for 
in Europe “carbon black” is frequently used synony¬ 
mously for the dangerous soot. Commercial carbon black 
is an industrial soot corhposed of colloidal-sized carbon 
particles produced for some 70 years by the controlled 
incomplete combustion of natural gas and in the last 
4 years, of oil residues. In a company employing on the 
average 476 carbon-black workers annually, one man 
died of cancer of the stomach during the 10 years between 
1939 and 1949, and in two others cancer of the skin 
developed in the 5 years between 1944 and 1949. The 
observed death rate from cancer among carbon-black 
workers (0.21 per 1,000 per work year) is low as judged 
by rates observed among other comparable groups of 
the industrial and general population. The morbidity 
rate of one new case annually per 1,000 workers per 
work year is likewise low and no higher than expected. 
The available clinical and epidemiological evidence indi¬ 
cates that the carbon-black worker faces no more than 
the ordinary risks of cancer encountered by other groups 
of the male working population. 

Snegireff and Lombard " in a discussion of arsenic 
and cancer state that the theory that arsenic may cause 
cancer dates back 130 years to the writings of Paris. 
The suspicion still appears to exist that arsenic may 
cause cancer in healthy persons. It is impossible to escape 
contact with arsenic, which has always existed in nature 
and for generations has been ingested by our ancestors, 
even as it is in our civilized society today. The data from 
the arsenic and control plants located in the continental 
United States were regrouped for comparison with the 
corresponding population and mortality data available 
from published official reports of the United States Bu¬ 
reau of Census and the United States Public Health Serv¬ 
ice. The data were subjected to statistical tests for the 
determination of their significance. In each plant volun¬ 
teers who had worked with arsenic for many years were 
physically examined and interviewed in the presence of 
the plant physician or a responsible member of the ad¬ 
ministrative staff. As a result of these inspections, Snegi- 
reff and Lombard conclude: 

Today in the light of our growing appreciation of the importance 
of chemical compounds as specific agents each endowed with 
characteristic biologic properties, which are not to be taken for 
granted as being limited by group characteristics, and with a 
growing insight info the complex relationships of the multiple 
factors required to “spell" cancer, we arc impressed by the un¬ 
avoidable—that in some men who work in arsenic industries 
cancer will develop. There is, however, reasonable doubt that 
some arsenical compounds will cause cancer. In our study of 
plant A, where large amounts of arsenic trioxide are handled, 
we found a slightly higher proportionate mortality from cancer 
among the employees than in the state-adjusted figures. But the 
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same was found true of plant Z, where arsenic is not handled 
but where the other factors are comparable. On the basis of evi¬ 
dence examined in this preliminary survey, we conclude that the 
handling of arsenic trioxide in the industry studied does not pro¬ 
duce a significant change in the cancer mortality of the plant em¬ 
ployees; hence, other factors in addition to arsenic must be con¬ 
sidered significant in the causal relationship to cancer. 

These two papers "= were submitted to a trained statis¬ 
tician who specializes in medical statistics, and he, com¬ 
mented that while the figures were mathematically cor¬ 
rect, the data presented were too small to justify any 
definite conclusion. 

OCCUPATIONAL SKIN CANCERS 

The recorded number of occupational cancers of the 
skin in the United States is very small. A recent report 
shows that there were 71 tar and pitch cancers, 62 grease 
and oil cancers, 45. roentgen cancers, and 18 arsenic 
cancers. Needless to say, the majority of tar and oil can¬ 
cers have not been reported, while the long latent period 
of arsenic cancer may account in part for the small num¬ 
ber of reported cases due to arsenic." I have observed 



Fig. 2 (Case !).—Palieni with tar cancer who worked as coal-tar distiller 
for 48 years. 

three tar cancer cases in my private practice, despite the 
fact that there is very little of this type of work done 
around Boston. There being no authorized agency to 
which to report these cases, there is no public record of 
them. I am sure that the same thing occurs throughout 
the United States. If all cases were reported, the number 
would be larger. The following is a typical case. 

Case 1.—T. G. L., a man, 68, worked as a coal-tar distiller 
for 48 years (Fig. 2). The tar was collected in barrels from gas 
companies and poured into tanks and stills, under which there 
was a fire to heat the tar. At this time considerable tar would get 
on the patient's hands, and he was also exposed to extreme heat 
from the fire. The barrels frequently leaked so that it was neces¬ 
sary to use various distillates to remove the tar from bis bands. 
He did not take any precautions while working. Later the dis¬ 
tilling was done by an enclosed method, but this also involved 
slight handling of the tar. Eighteen or 20 years previously the 
patient noticed “warts” on his hands, which he removed with 
corn solvents. Later on lumps, which he called “pearls,” ap¬ 
peared and broke down into sores. Over a period of years he re¬ 
ceived various types of treatment. When seen on Feb. 9, 1940, be 
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showed a large ulcerated area with a ragged serpiginous border. 
This involved half the dorsum of the hand and extended for 1 in. 
onto the wrist. Clinically it was a typical epidermoid carcinoma 
with ulceration. There was no enlargement of the axillary glands. 
He also showed numerous keratoses and patches of erythema and 
atrophy of the exposed areas of the skin. On March 30 the area 
on the hand and wrist was excised, and the pathological report 
was Grade 1 epidermoid carcinoma. Various other warts and 



Fig, 3.—Gardener for 30 years who frequently used arsenic sprays. 


keratoses were excised at the same time, and all areas were skin- 
grafted, with successful healing. From time to time new lesions 
were excised. In 1941 this patient died as a result of a heart at¬ 
tack. The commissioner approved payment of $1,200 for medical 
expenses. The patient received full wages from his employer until 
his death, but no compensation for his suffering and disfigure¬ 
ment. 


As regards cancer from arsenic, I have had several 
outdoor workers, especially those who spray arsenic 
' compounds, who had on their hands numerous keratoses, 
the precursors of cancer. 

Case 2.—P. J. R., a man, 60, worked as a gardener for 35 
• years and often used an arsenic spray. In April, 1949, after a 
slight injury to the left first interdigital space, he received a 
wound which persisted until the following December, when the 
area was excised, with a pathological diagnosis of basal cell 
epithelioma. On examination Feb. 5, 1950, the patient showed 
marked scaling of the lips and keratoses and telangiectasia of the 
face, especially the central area, the nose, and the rims of the ears. 
There was also a small epithelioma at the base of the left third 
finger. The left first interspace, the site of previous operation, 
showed a recurrence of the previous lesion. This patient in my 
opinion showed 'the effects of outdoor work and contact with 
irritants such as arsenic. 


The preceding case supports the statement of Hueper ® 
that there is no doubt that arsenical occupational derma¬ 
toses and hyperkeratoses are not uncommon' among 
various types of workers (loaders and packers of arsenic 
■ compounds, cotton-field workers, vineyard workers, and 
workers in arsenic plants [Fig. 3]). 

In this same paper Hueper includes the report by 
Schwartz and Tulipan of the occurrence of epitheliomas 
in 5 out of 100 workers employed in the manufacture of 
'“’electric conduits covered with pitch-impregnated paper. 
He states further that although Jonas reported the occur¬ 
rence of numerous cases of creosote burns in workers 


t creosoting wooden blocks and in construction workers 
' handling creosoted lumber (Fig. 4), no case of creosote 
I cancer of the skin was recorded in the United States, 
i' Perhaps the following may be the first such case. 


13. Holt, 3. P.: Occupational Cancer with Special Reference to Certain 
Petroleum Fractions, read before the Cancer Research Symposium of the 
Detroit Institute of Cancer Research, Detroit, Sept. 14, 1949. 
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Case 3.—W. G., a man, 46, worked with coal-tar di-t i! 
for 23 years checking oil-operated heaters, which distilled v '"' 
materials, such as creosote and carbolic acid. The plant f 
used an old-fashioned black kiln to distill creosote and°^f 
from crude coal tar. Later an enclosed process was instalhj i 
it was still necessary to inspect tanks. As the work was done f 
overhead, the patient was constantly exposed to heavy fumes ts 
penetrated his clothing. Oil often spilled on his face cau ’ 
burns and soiling his clothing. Once he fell into a condcm! 
creosote soaking his clothes to the waist. Severe redness 
peeling of the skin developed. In January, 1946, he noticed! 
the left part of the scrotum a small, horny growth which i 
creased in size. It was excised three months later. The path 
logical diagnosis was epidermoid carcinoma. He also show, 
follicular plugging of various other parts of his skin and a ha! 
cell epithelioma on the left ear. Later several inguinal nodes a 
peared, and on April 26 he had a radical dissection of the k 
groin. The pathological report showed metastatic epidermo 
carcinoma in two of the five nodes examined. He was dlscharp 
as relieved. This case was accepted with a total expense 
$1,326.31, compensation totaling $563.50 and medical e.xpcn 
$762.81. This man returned to the same work, and the last nc 
in his record, dated July 30, 1947, showed that he was apparcnl 
cured and working steadily. The expense in this case was mu 
less than that in several cases of dermatitis of one finger iti 
I have seen. 

The occurrence of cancer of the exposed skin^esp 
cially the hands and forearms, of grease-pit workers 
service stations has been reported.® The following repi 
sents this type of case. 

Case 4.—J. D., a man, 63, worked in a garage for 20 yc: 
cleaning trucks with gasoline and doing general maintenan 
work with kerosene and various solvents. In May, 1947, aseve 
rash developed on the dorsa of the hands ( Fig. 5), which bccai 
so bad that in September he had to stop work. Prior to this a lat 
lump on the back of his left hand developed, clinically diagnos 
as carcinoma. This was excised and a skin graft performed; t 
pathological report was epidermoid carcinoma. Since then tl 
man has had a persistent dermatitis on his hands, and keratoi 
and small epidermoid carcinomas continue to develop. He I 
had several operations and has received roentgen ray therai 
The lesions excised have been both benign epitheliomas a 
well-differentiated epidermoid carcinomas. The case has he 
accepted, and he has continued under treatment. 



Fig. 4.—Squamous cell carcinomas in railroad laborer who 
creosoted ties for many years. (By permission of Dr, A. B. Kern.) 

In a recent report presented at the Cancer Reseai 
Symposium of the Detroit Institute of Cancer Reseai 
in Detroit, Holt gives some interesting facts. He sta 
that about three years ago it was brought to the attcnii 
of his company that a case of scrotal cancer existc ij 
refinery of one of their affiliated companies. Fuf| 
examination of the records of this company reveale 
for several years there had been three or four cases 
scrotal cancer. In this particular refinery the manu ac i 
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of paraffin wax was one of the operations carried out. A 
careful study indicated that the incidence of cancer was 
not significantly different in any part of the refinery from 
Ihe incidence of cancer in the population at large, except 
in the paraffin department. 

In the wax-pressing operation crude paraffin wax, 
known as slack wax, is filtered from petroleum distillate 



Fig. 5 (Case 4).—Epidermoid carcinoma occurring in a garage man. after 
30 years of service. 

by passing petroleum distillate through a special canvas 
cloth filter. This unpurified paraffin wax, which is depos¬ 
ited on the filter, is removed by the pressmen. In the 
process of removing this slack wax from the filter, there 
is considerable contact of the slack wax and oils with the 
skin and clothing. 

Later, despite precautionary measures, three new cases 
of cancer of the scrotum were discovered. Experimental 
animal studies were performed in order to determine 
which part of the slack wax or which part of these oils 
was the carcinogenic agent, as well as to determine 
which paraffin distillates are carcinogenic. Holt concludes 
that on the basis of these, as well as other studies, it is 
clear that petroleum products, such as gasoline, kero¬ 
sene, home-heating oils, and diesel fuels, are innocuous 
but that the high-boiling catalytically cracked fractions, 
which are used as industrial fuels, are potentially carcino¬ 
genic. The carcinogenic components are present in the 
700 -f- F fraction of these oils and absent from the frac¬ 
tion boiling at temperatures below 700 F. 

PHYSICAL TRAUMA AS CAUSE OF SKIN CANCER 

The next point to consider is the effect of physical 
trauma as a possible cause of skin cancer. There again the 
claims for such an injury are rare. In all the years I have 
been interested in industrial dermatology, I have never 
been thoroughly satisfied that a single trauma ever caused 
cancer—i. c., no case satisfied the requirements originally 
outlined by Ewing.^’' 

It has been a custom in my office always to obtain two 
histories on industrial cases, each by a different person. 
It is amazing at times how these histories will vary, espe¬ 
cially as regards onset, time, and location. It is, therefore, 
well to try to obtain confirmation of the patient’s history 
of his condition before and after the alleged accident. 

Case 5.—J. McD., a painter, 39, stated that in the latter part 
of 1931 m stepping down from a ladder he fell against a small 
hook, which penetrated his clothing and cut the skin on the right 
shoulder. At the end of the day he found blood on his shirt. He 
was treated by the family physician for months, was then referred • 
to the clinic, whence he was sent to my office. Examination on 
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March 10, 1933, showed over the right scapula a caulifiower- 
Uke, ulcerated lesion 6 in. in diameter. The clinical diagnosis was , 
epidermoid, carcinoma. The history obtained from this patient 
was very unsatisfactory—his answers were evasive, the time of 
injury was uncertain, and he was vague as to the subsequent dates 
of treatment and observation. This case was not accepted, but the 
insurer was willing to have the lesion excised. The patient re¬ 
fused this treatment and went to a nonmedical man reputed to 
be a cancer expert, who treated the lesion with an arsenic paste. 
Two years later the patient was seen at the Skin Clinic of'the 
Boston City Hospital and showed a tremendous new growlh on 
the same area. It w.as interesting to note in his record that as a 
child he was burned at this same site and had received all kinds 
of radical treatment. Apparently the single injury was not the 
causative factor in this case. 

Another point to remember is that men doing a certain 
type of work frequently hit the same area many times 
during the day but later remember only the last bump, 
when they notice some change in the skin that progresses 
into a cancerous lesion. I believe that this could be true 
in the following case. 

Case 6. —J. C., a man, 48, worked for 25 years repairing fire- 
alarm boxes, receiving numerous small cuts on his hands. In 
August, 1949, he hit the knuckle of the left third finger against 
a junction box, causing bleeding and breaking the skin. Gradually 
a warty growth developed. Examination on Sept. 20 showed clin¬ 
ically a typical epidermoid carcinoma. The lesion was excised, 
and the clinical diagnosis was confirmed by the pathological ex¬ 
amination. 

Minute repeated injuries may result in the appearance 
of epitheliomas of the skin (Fig. 6). I think the com¬ 
monest evidence of this occurrence in all dermatologists’ 
offices is the large number of epitheliomas seen on the- 
sides of the bridge of the nose and behind the ears, caused 
by the constant wearing of eyeglasses. . , 



. F'?- *•—Epidermoid carcinoma appearing on hand after repeated slight 
mjunes. 

Whenever I see a worker who has a cancer claimed 
to be due to occupational injury, it is my custom, after 
carefully reviewing his occupational history and making 
a clinical diagnosis of cancer, to have the entire lesion 


14. Ewing, J.: Bolkley Lecture: Modern Attitude Toward Traumatic Can¬ 
cer, Arch. Path. 10:690-728 (May) 1935; also Bull. New York Acad. 
Med. 11: 281-333 (May) 1935. 
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excised and a pathological study made, instead of having 
3. biopsy done. This procedure has been carried out on 
several occasions, with curative results. Although the 
insurers have not assumed liability, in no case have they 
refused reimbursement to the surgeon. 

^ When it comes to a question of severe crushing injury 
with subsequent infection and prolonged treatment, the 



Fig, 7.—^At work on Jan. 6, 1932, patient’s wrist was crushed by a tip- 
cart. The wounds persisted and were treated by several physicians, one of 
whom made a diagnosis of dermatitis factitia. This photograph was taken 
nine months after the injury, at the time of my first examination. A biopsy 
showed epidermoid carcinoma. 

attending physician should be alert as to the possibility 
that cancerous degeneration may have occurred in the 
resulting wound (Fig. 7). This is exemplified by the 
following case. 

Case 7.—J. N. M., a man, 21, was struck on the lower lip 
while playing basketball in February, 1946. A tooth pierced the 
right side of his lip near the commissure. A sore which persisted 
for months was diagnosed as granuloma pyogenicum and was 
treated, with various remedies. When it persisted for over a 
year, a biopsy was made, and the pathological report was basal 
cell epithelioma. Treatment with roentgen rays caused rapid per¬ 
manent healing. 

If sufficient facts are presented before an industrial 
commission, with corroboration by apparently reliable 
witnesses, there often is no need for the attending physi¬ 
cian.to express a definite opinion in order to secure medi¬ 
cal care and treatment for the patient. In the following 
case, in which the patient was seen by expert surgeons, 
I could find-no statement in the records which expressed 
an opinion as to the causative relation between the origi¬ 
nal injury and the resulting malignant tumor. However, 
this case was accepted by the insurer and proper medical 
treatment and compensation were given. 

Case 8 .—B. M., a woman, 75, was employed as a dishwasher. 
In July, 1947; a tray of dishes struck the inner side of the lower 
p^arfof her left leg. A black-and-blue mark immediately appeared, 
and three days later she noticed swelling. In August she received 
treatment by her physician and was later referred to the insurer’s 
clinic. The lump continued to grow. Roentgen ray findings were 
normal, and a biopsy done in December showed a fibrosarcoma. 
Despite x-ray therapy, the tumor mass continued to increase in 
size. On May 20,1948, the patient had an extensive local excision 
and skin graft, but the tumor recurred; finally on Sept. 20 she had 
a low-thigh amputation. This, however, failed to stop the progress 
of the disease, and on April 28, 1949, she had a left hip dis¬ 
articulation and reamputation at groin level, with dissection of 
inguinal nodes. The last report was that the patient was still alive. 

Authenticity and Adequacy of Trauma .—As I stated 
before, 1 have never seen a case which satisfied all the 
essential criteria demanded by Ewing for the establish- 


J-A.M.A., Jan. 26, 195 , 

ment of proof that a single trauma could causii can ^ 
In expressing an opinion on epithelioma ailegedv 
ring after a single trauma, it has been my polic^oV' 
“The etiology of cancer is still a mystery. The accunf 
lated evidence of millions of injuries, operative procM 
ures, and experimental attempts denies the probabili!' 
of a cancer occurring after a single injury.” How can d 
determine definitely the adequacy of a trauma? Most of 
the claims I have seen have followed a very slight iniurv 
such as a simple burn from a hot spark or hot oil (Fig si 
An example is the following case. ' 

Case 9.— L. M., a bench hand,. 42, burned his forehead uiih 
hot slag in May, 1950. A sore developed and persisted until 
March, 1951, when biopsy showed a basal cell carcinoma With 
radium treatments the lesion was healed in one month. 

Previous I ntegrity of Wounded Part .—I think that ace 
is the best proof as regards previous integrity of the 
wounded part. The occurrence of cancer of the skin 
in young persons, although it does occur, is very rate. 
Most men in their fifties have keratoses on the face, in 
the majority of cases unnoticed by them; therefore, how 
could it be definitely proved that such a lesion did not 
exist before an injury? In the following case, for example, 
it is apparent that the disability and subsequent medica! 
expense originated from the unusual reaction that this 



Fig. 8.—Basal cell epithelioma allegedly caused by a burn from a sfi. 
during a welding operation. (By permission of Dr. F. Ronchcsc.) 

man suffered from treatment of a simple keratosis, whi^ ■ 
allegedly occurred from the burn. This patient, howevu. 
being in the age bracket for occurrence of keratoses an 
presbyopia, probably would not have noticed a keratosb 
before the injury. 

Case 10.—J. B., a man, 55, rvas employed as a 
operator. On Aug. 16, 1948, while he was operating a 
lathe, a piece of red-hot metal flew off and came to 
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■■ righl cheek, just inside his glasses. It caused a small burn, which 
despite repeated treatment did not heal. A biopsy was made at a 
tumor clinic, and the pathological report was senile keratosis. 

■ Roentgen ray therapy was instituted, and on Jan. 8, 1949, a note 

' was made that there was considerable reaction subsequent to 

• this therapy. Becoming impatient, the patient instituted numerous 

' ■ therapies of his own, as well as consulting various physicians, 

who treated him with sensitizers, including penicillin. By the 

• middle of March, 1949, he had an extensive eruption, as a result 
of which he was disabled for a long period of time. The case was 

■ finally settled for $3,450. 

A more successful outcome is demonstrated in the 
following case. 

CxsE 11,—H. J. L., an electroplater, 61, in 1942 had acid 
splashed on the right side of his face, causing a burn which re¬ 
ceived immediate treatment but did not heal. Examination on 
Sept. 6,1946, showed a superficial ulceration with a raised rolled 
border; the biopsy report was a basal cell carcinoma. At the 
insurer’s request, treatment with radium was instituted, with 
prompt healing. This man has remained under observation up to 
the present time and has shown no recurrence. 

Origin of Tumor at Exact Point of Injury. —^Dispen¬ 
sary records should corroborate this kind of development. 
Therefore, it is important that all dispensaries keep exact 
records of the part affected by injury. This should be 
very easy as,regards the skin, for it is unlikely that any¬ 
one would make a claim for cancer of the elbow when 
the alleged injury occurred on the hand. 

Reasonable Time Limit Between Injury and Appear¬ 
ance of Tumor. —If a wound produced by an injury has 
never healed and later cancer is diagnosed at this site, it 
is reasonable to presume that such an injury caused, or 
at least aggravated, a preexisting growth of the skin. 
However, in most of the cases that I have seen, there 
has been an interval of weeks or even months between 
the injury and the resulting growth, and often there is 
no record of any original cut or bruise. All the patient 
can remember is that he hit his skin at an indefinite 
time weeks or months before. 

Case 12.—F. S., a stevedore, 40, on Sept. 22, 1938, presented 
clinically a typical basal cell epithelioma on the left side of the 
bridge of the nose. He stated that while at work two months pre¬ 
viously a piece of wood hit him on the left side of the nose. It 
caused a superficial wound, which never healed. This case was 
not accepted because of the indefinite history and lack of cor¬ 
roboration. However, the man was referred for treatment, and 
the lesion was treated without delay. 

Diagnosis of Presence and Nature of Tumor. —As re¬ 
gards the skin, diagnosis is apparently simple. The clini¬ 
cal appearance and ease of biopsy make this so. The 
causative factor, however, may not be so apparent. A 
careful history of the worker’s exposures to possible 
carcinogens, which may range from excessive exposure 
to sunlight to exposure to numerous chemicals, should 
help to solve the mystery. Perhaps the alleged recent 
blow on a skin predisposed to cancer by repeated expo¬ 
sure to carcinogens is the answer. Each claim should be 
thoroughly studied and investigated before a decision 
is made. I have seen only one claim for aggravation. 

Case 13.—E. B. G., a shoe worker, 60, h.ad received x-ray and 
radium treatment for cancers of the face and left car. On Sept 7 
1948, Ills f.-ice was burned while he was removing a pan of hot 
bleach from an electric heater. The skin became red and blistered 
and he received first-aid treatment at the plant before being re- 
terred to my office. Examination revealed a marked burn of the 
entire face. Several areas also showed atrophy and telangiectasia 
resulting from previous therapy for skin cancers. Three months 


later a keratosis developed on the burned area, and at the same 
time the patient showed an epithelioma of the left ear. Inasmuch 
as the area of keratosis had been previously burned, the insurer 
assumed payment for treatment but refused to take care of the 
epithelioma of the left ear, since it was not involved in the burn. 
However, this was also Ireated with good result and without cost 
to the patient. _ ' 

It is interesting to read the controversial literature. 
Stewart “ writes; 

As far as I know, I have never seen a cancer which I could logi¬ 
cally and irrevocably assign to single trauma, and, even more im¬ 
portant that that, I do not know that anyone has ever observed 
the development of a process which could be called “precan- 
cerous" after a trauma. The absurd efforts made in our compen¬ 
sation courts to emphasize the severity of trauma rests on the 
nonsensical point of view that there is some dividing line between 
the degree of trauma which will or will not cause cancer, under 
the popular supposition that the metabolic changes which make 
a cell a cancer cell require a few additional dynes for their com¬ 
plete florescence. 

Woodward,^® apparently in answer to the preceding,^ 
cites a case of malignant growth after single trauma in 
which the state supreme court found for the plaintiff, 
and the court summary was very enthusiastic about the 
abnormal findings. Woodward asks: 

Have biology and medical science already determined the causes 
of malignant growths in the human body so certainly as to call 
for affirmative action to cause the adoption universally of the 
dictum that no single trauma ever has caused a malignant growth 
or ever can do so? Do available records indicate that under' ex- 
isting medical and legal procedure so many employers are being 
unjustly required to pay compensation for malignant growths due 
to single traumas as to require a revision of medical opinion with , 
respect to the cause or causes of such growths? If neither of these 
questions can be answered in the affirmative, why not wait for 
further evidence as to the causes that operate to produce such 
growths before undertaking to reform medical opinion? 

Stewart ” apparently wrote for copies of the testimony 
in this case and three years later in an article proceeded, 
to tear the testimony apart. Although it was heard by a 
full court, he doubted the veracity of the witnesses and 
made the extraordinary statement: 

... the alleged relationship was something stimulated by a phy¬ 
sician looking for a cause for something he didn’t understand. 
One wonders if the patient were not more astute than the. doctor 
because the former never filed any claim for compensation during 
his lifetime and the institution of claim seems to parallel roughly 
the receipt of bills for medical and funeral expenses. 

I could find no answer to this article in the literature. 
Articles of this type are not conducive to thorough investi¬ 
gation of the worker’s claim. In other words, the physician 
assumes the role of plaintiff, physician, lawyer, and 
judge, which is rather a large role for one person. 

It is my opinion that in most of these cases lawyers 
and laymen, not having a good scientific knowledge of 
medicine, are likely to accept a physician’s opinion as a 
fact. Although medicine is constantly reversing its opin¬ 
ions and theories, as a result of increased scientific 
knowledge, lawyers and judges are likely to base their 
findings on previous examples of similar cases and make ^ 
the finding on past decisions rather than medical research, i 
which often contradicts these findings. 


15. Stewart, F. W.: Cancer Said To Be Caused By A Single Injur>', 
Correspondence, J. A. M. A. 12G; 125 (Sept, 9) 1944. 

16. Woodward, W. C.: Malignant Growth After Single Trauma, Corres¬ 
pondence, J. A. M. A. 12G: 724 (Nov, 11) 1944. 

17. Stewart, F. W.i Occupational and PosuTraumalic Cancer, Bull. New 
York Acad. Med. 22; 145 (March) 1947. 
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PREVENTION OF OCCUPATIONAL CANCER 

The problem of preventing occupational cancer has 
been rightly called a challenge to the physician. A pam¬ 
phlet issued by the New York State Occupational Cancer 
Committee considers the problem unique in that the 
data required cannot be developed in a research labora¬ 
tory or university. It must be supplied by the physicians 
who actually see cancer patients or patients with sus¬ 
pected cancer, either in their own private offices, cancer¬ 
screening clinics, or the hospitals. It is thus a research 
problem of extraordinary importance practically made to 
order for the busy practitioner who is willing to devote 
the few extra minutes necessary to take a careful occu¬ 
pational history of his cancer patients and to report, for 
further investigation, patients suspected of having been 
, exposed to carcinogenic agents in industry. The com- 
-•^mittee is prepared to trace any suspected case of occupa- 
I cancer in their state to the workroom where it is 
= eyed to have originated and to make all necessary 
technical investigations of the environmental factors 
which might have been responsible. In thus tracing the 
occupational exposures of cancer patients, it is hoped 
that occupational factors not now suspected of causing 
, cancer will be brought to light. 

With the expansion of modern industry involving the 
use of many new compounds, new sources of industrial 
carcinomas will undoubtedly be recognized. Radium, 
plutonium, radiostrontium, and many radioactive com¬ 
pounds derived from them are carcinogenic. Even con¬ 
taminated waste materials may spread the danger and 
must be collected and isolated, preferably by deep burial. 
A definite hazard exists to physicians and associates 
from local and general irradiation when they work with 
these materials over a considerable period of time. Indus- 
Trial applications of x-rays outside of medicine have been 
largely confined to x-ray photography or fluoroscopy in 
such diversified fields as the detection of metallic foreign 
bodies in food and the fitting of shoes.- 

According to Drinker,^® the misuse of x-ray equipment 
in the hospital of one Maritime Commission yard forms 
an .unwholesome chapter in the history of our shipyards. 
Several yards doing Navy work were required to examine 
various castings and welds on high pressure lines by 
roentgen ray or radium. Precautions were adequate, but 
only after some struggles with physicists in charge, as 
well as with the management. The following report is an 
example of carelessness. 

Case 14.—I. F. C., a steam fitter, 37, had picked up on May 
25, 1945 what he believed to be a “plum bob” left behind by the 
men. He put it in a pocket on the left side of his shirt, where it 
-V, remained until he changed his workclothes two and one-half 
hours later. The following day he learned that the object was a 
full gram of radium (used for experimental purposes) and having 
heard of the possible serious results of such exposure he became 
■; very nervous. On May 27 he experienced a burning sensation 
about the left breast and noticed a silver-dollar-sized area of 
erythema. According to his history, the burn went through his 
; ribs and the lower part of his lung to his back. The area on his 
breast blistered and peeled about 12 times. When seen on Dec. 6, 
i he complained of weight loss of 33 lb. (15.0 kg.), loss of con- 
i! siderable hair on his scalp, and loose teeth. Physical examination 
III showed a patch of erythema with atrophy and telangiectasia on 
I the anterior aspect of the left side of the lower part of the chest. 
! The area was 3 by 3Vz in., and most of the hair in this region was 
i growing in the follicles. On Feb. 8, 1951, the patient returned 
! 


J.A.M.A., Jan. 26 , 1952 

to his regular labors, having done a little work in the .■ 
The patch on the chest was reported to be red with d-xtiT'' 
throughout and caused occasional itching. The patient h 
gained weight and was feeling pretty well. 

In an editorial Aebersold,®» Chief of the Isotope D\‘ 
Sion of the United States Atomic Energy Commissio' 
stated that the commission, as well as^he Manhatt^ 
District Corps of Engineers, who were the original opct 
ators of the atomic energy project, had always bcci 
keenly aware of the importance of radiological' health 
This is evidenced by the excellent record of radiolosbl 
safety. Indeed, the problems of radiological health bvc 
been so well managed that none of the"widespread anil 
varied phases of atomic energy development are known 
to have ever caused a public health problem. Precau¬ 
tionary measures used in any big plant are the same 
should be used in all plants where there is any hazard 
which would cause dermatitis or any other untowan: 
reaction of the skin. 

CONCLUSION 

While claims for compensation for skin cancer due tv 
occupational trauma are rare, cases of occupationa 
cutaneous cancer do exist. The cancer appears on th 
exposed areas of the skin. A careful history of a paticn 
with cutaneous, cancer should reveal whether or not hi 
occupation is a factor. Statistical studies of the incidenci 
of industrial skin diseases are likely to be misleading. Th 
reported incidence of occupational skin cancer is low 
but records do not reveal its true incidence. Cases 0 : 
cancer of the skin allegedly from tar, arsenic, creosote 
solvents, paraffin wax, and repeated injury are cited. Thi 
essentia] criteria for the establishment of proof ths 
physical injury could cause cancer must be stressed. Thi 
problem of prevention of occupational skin cancer rest 
on the individual physician. A careful history slioulc 
make him suspicious of the occupational exposures anc 
stimulate proper agencies to conduct thorough invest! 
gations. The record of the United States Atomic Encif) 
Commission shows what can be accomplished if th; 
dangerous hazards of industry are frankly reviewed, an; 
accepted methods are installed for proper prevention 0 
illness among the employees. 

520 Commonwealth Ave. 

18. Occupational Cancer, New York Slate Department of Health, W- 

19. Drinker, P.: Health and Safety in Contract Shipyards Dutin; 
War, Occup, Med. 3: 335-343 (April) 1947. 

20. Aebersold, P. C.; Radiological Health, Indust. Med. & Sutg. 20 
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Clinical Significance of Blood Volume.—^The most imporbr 
practical application of the blood volume estimation is in tf 
estimation of the preoperative and postoperative transfusion re 
quirements of patients, particularly those who have been chron. 
:ally ill for a period of time. Patients of this type may have^ 
fairly normal hemoglobin and red cell count or only a slig^ 
apparent anemia, but a marked reduction in the blood volim- 
Actually they are severely anemic, and such patients consti u. 
serious operative risks unless the blood volume is careful ) a- 
accurately brought within the patient's expected norma. 

Another field of practical application is in the measure 
anemia and of tolerance to transfusion of patients with car- 
failure. Many of these patients, particularly jn the ^*''''*1' ^ ’ 
have an enlarged blood volume and are particularly su ^ 
to circulatory overload reactions.—Max ‘ ^ 

John J. McGraw Jr., M.D., Albert B. Sample and Roba 
Donato, M.D., Laboratory Aids in Diagnosis and 
The Medical Clinics of North America, November, 
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TRANSABDOMINAL CHOLANGIOGRAPHY 

R. Franklin Carter, M.D. 
and 

George M. Saypol, M.D., New York 


X-ray examination of the bile ducts and needle biopsy 
of the liver are means for direct diagnosis of biliary tract 
disease. More experience in interpretation of findings in 
the roentgenograms and a great deal more study of the 
association of histological and physiological changes 
will be necessary before this direct approach to the prob¬ 
lem can be perfected. While the indirect means of diag¬ 
nosis through liver function tests have played an impor¬ 
tant role, their greatest use in the future will probably be 



Fig. 1 .—Insertion ot angulatcd No. 20 spinal needle into the hepatic 
duct for the injection ot iodopyracet compound solution. 



in determining the extent of liver damage and the proper 
medical therapy needed. 

The development of the methods in use at the present 
time to portray the intrahepatic ducts has followed the 
course shown in Figures 1 to 5. In the first stage dye was 
injected, during the operation, directly into the common 
Jiepatic duct. Stenoses of the intrahepatic ducts were re¬ 
vealed in this way (Fig. 1). When atresia was found to 
exist (Fig. 2) a longer needle was inserted through the 
stenotic area to find white bile above the stenosis. When 


this procedure failed because of inability to find the intra¬ 
hepatic ducts with a needle passing through the hilum of 
the liver in the general direction of the union of the two 
intrahepatic ducts, the third stage was employed (Fig. 3), 
The needle or trocar was passed through the liver sub- 



Fig. 3.—Direct injection of the needle through the exposed liver surface 
into the right hepatic duct ot one of its larger tributaries. 







Fig. 4.—Cholangiogram revealing obstruction just distal to the union of 
Che right and left hepatic ducts. This was performed through a catheter 
inserted in a trocar opening performed as in Fig. 3, 

Stance. Aiming for the right or left main intrahepatic 
ducts, a needle or small trocar was passed slowly through 
the liver substance. When the duct was encountered, the 
increased resistance to its passage when it was going 
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through the duct wall ceased as the point entered the 
lurnen of the duct. Withdrawal of the stilette, when this 
point was reached, was followed by a flow of bile 
(Fig. 4). 

Intra-abdominal examination up to this point was ac¬ 
companied with no serious mishaps or postoperative 
complications. During this time bleeding from the needle 
puncture as well as bile drainage from a dry tap were 
found to be slight and subsided promptly. Because of 
this fact and the experience in needle biopsies re¬ 
ported by others,—i. e., that occasionally bile was ob¬ 
tained during needle biopsy—we discussed, and resolved 
to attempt, a cholangiogram through the exploring 
needle. We planned the procedure for use when a patient 
presented a picture of bile duct obstruction with such 



Fig. 5.—Insertion of a No. 17 spinal needle directly through the abdom¬ 
inal wall and liver substance into the left hepatic duct system. Note the 
finger of the left hand palpating the liver edge for orientation. 



Fig. 6.—Transabdominal examination with the needle in place, trans¬ 
fixing the abdominal wall 4 cm. to the left of the midline at the point of 
the ninth rib. ’ 


severe liver damage together with evidence of portal 

'hypertension that primary abdominal exploration was 

contraindicated. „ ^ 

REPORT OF CASE 

D. D., a 36-year-old Italian housewife, had been jaundiced for 
seven months. She also had right upper quadrant, pain, nausea 
and vomiting. During the first month of her illness she was 
examined elsewhere and a normal extrahepatic biliary tract was 
seen, except that it was noticed that the cystic duct nodes were 
enlarged to the size of the end of the thumb. The liver extended 
to the umbilicus and the spleen was double the normal size. 
Histological exarnination of biopsy material showed “interstitial 
hepatitis, probably reactiye to obstruction in the biliary system.” 

At that time, laboratory examination gave the following re¬ 
sults; alkaline phosphatase, 7.8 units; cephalin-cholesterol floc¬ 
culation, negative; icterus index, 80 units; serum bilirubin, 8.7 


3 .A.M.A., Jan. jg, 

mg. per 100 cc.; total protein, 7.2%; albumin 1 i 
3.8%. Slob;,;; 

The patient felt b'etter but was bedridden. In the s' 
before admission she noticed deepening iaundlc- 
swelling and pruritus. 



Fig. 7.—Trarisabdominal cholangiogram showing the needle in plit 
lodopyracet compound solution, 15 cc., has been injected, and a complt 
obstruction of the hepatic ducts at the hilum is demonstrated. 



Fig. 8.—Same procedure as that seen in Fig. 7 with the injec ' 
additional 30 cc. of iodopyracet compound solution. The entire 
biliary tract is outlined, but no dye passes the obstruction. 

Physical Examination on Admission .— Examination 
a blood pressure of 105/65, a pulse rate of 90, and ) f ^ ^ 
tions per minute. Jaundice and massive ascites 
served. The liver was enlarged to the umbilicus an 
was 4 fingerbreadths below the costal margin; 
were markedly dilated; a right rectus scar was well hcac . 
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I She had a small hematemcsis (260 cc.) shortly after admission 
'.^n Dec. 13, 1950; a paracentesis yielding 10 liters of fluid was 
■' done on Dec. 22, 19S0. The patient had repeated hematemeses 
and melcna and was considered to be in the terminal stages, but 
she rallied and appeared much improved with transfusions and 
j Uhe paracenteses. 

:■ Labornlory Examination .—Laboratory findings were as fol- 
! lows: red blood cell count, 2.2; hemoglobin, 5.7 gm.; icterus 
index, 160 units; bilirubin, 18.6 mg. per 100 cc.; total protein, 

‘ 5.3%; albumin, 3%; globulin, 2.3%; alkaline phosphatase, 
■' 9.1 units. 

. Operation.—The usual preparations for immediate cholangi- 
i jography are made and the patient is anesthetized with so- 
! dium pentothal. A No. 17 spinal needle without obturator is 
! then inserted through the abdominal wall into the left lobe of 
1 the liver in the direction of the bile ducts (Fig. 5). When blood 
! is obtained, the needle is inserted further or withdrawn slightly 
) as the hepatic vessels are in close apposition to the hepatic ducts. 
! After bile is flowing from the needle (Fig. 6), it is aspirated, and 
I than 15 to 45 cc. of 35% iodopyracet (diodrast®) compound 
■ I solution injected. Films are taken by the usual technique. The 
I needle is fixed and strapped firmly to the skin surface so that 
1 bile will continue to drain externally; the procedure thus becomes 
a choledochostomy (Figs. 7 and 8). 

Diagnosis .—Biliary obstruction at the porta hepatis was diag- 
t nosed. 

Postoperative Course .—Culture of bile from intrahepatic 
I ducts was negative. The patient improved and drained green 


and golden-yellow bile through the retained needle acting as an 
operative choledochostomy. Suddenly, on Dec. 29, 1950, she had 
a massive hemorrhage (hematemesis and melena) and died 
despite blood transfusions and the use of a Blakemore tube to 
occlude bleeding esophageal varices.' 

Autopsy Report. — The peritoneal cavity contained about 
2,000 cc. of thin, bloody fluid. Palpation of the abdominaLand 
pelvic organs showed no gross changes of interest with the ex¬ 
ception of the changes in the liver and the region of the hilum. 

In the latter situation, firm tumor nodules were encountered 
involving the upper portion of the common bile duct, the two 
hepatic bile ducts and the region of the neck of the gall bladder. 
At the hilus of the liver there was dilatation of the intrahepatic 
bile ducts and the liver itself showed a coarsely granular.surface 
and coarse granularity of the cut surface as well. The weight was 
1,800 gm. and the color was greenish brown. A tumor nodule at 
the hilum of the liver extended somewhat into the liver substance 
and a reddish, hemorrhagic nodule on the superior dorne of the 
liver on the right side was also apparently a tumor. 

COMMENT 

The diagnosis of liver and biliary disorders is difficult- 
despite function tests such as needle biopsy. A method 
has been described that may be useful diagnostically and 
therapeutically in selected cases of obstructive jaundice. 

University Hospital, 303 E. 20th St. (Dr. Carter). 


THE TECHNIQUE OF TRANSLUMBAR ARTERIOGRAPHY 

Parke G. Smith, M.D., T. W. Rush, M.D. 
and 

Arthur T. Evans, M.D., Cincinnati 


By translumbar arteriography is meant the roentgeno- 
[ graphic visualization of the abdominal aorta and its 
branches at that instant when they have been rendered 
radiopaque by the injection into the aorta of a roentgen¬ 
opaque fluid. The technique, which will be described 
below, proyides valuable information that is otherwise 
unobtainable by the present routinely utilized methods 
of urologic diagnosis. By the procedure, the renal 
arterial supply is visualized and abnormalities from its 
normal pattern are detected. 

DIAGNOSTIC VALUE OF ARTERIOGRAPHY 

It is possible to differentiate between renal tumors and 
cysts because of the obvious difference in arterial pat¬ 
terns of these two conditions, the former showing an 
irregular pattern in the area of the tumor as well as the 
characteristic “pooling” and “puddling” of the contrast 
medium in that area. As would be expected, the presence 
of a cyst is determined by demonstrating an avascular 
area and, in contrast to tumor, a lack of “puddling” and 
“pooling” of the contrast medium. 

Arteriography has conclusively' demonstrated the 
potential function of a kidney whose uretcr is obstructed 
when intravenous pyelogram has failed to demonstrate 
its status. This is possible by visualizing the quantity of 
the renal arterial supply, which we feel is in direct rela¬ 
tionship to the potential functionfurther, the paren¬ 
chymal arterial pattern, by its sparseness or normalcy, 
reveals the quality of its substance.' 


The visualization of anomalous vessels producing or 
not producing ureteropelvic obstruction is of definite 
value when renal surgery is being considered, for it 
facilitates accurate preoperative determination of the 
position of the anomalous vessel. Aneurysms of the 
abdominal aorta and its branches are readily demon¬ 
strated by the procedure, as well as obstruction, due to 
thrombosis, of the lower abdominal aorta, renal arteries, 
nd iliac vessels. Multiple infarcts of the kidney have been 
demonstrated by us in five patients, and twice we have 
visualized partial or complete obstruction of a renal 
artery. Extrarenal retroperitoneal masses may be readily 
differentiated from kidney masses by demonstration of a 
normal renal arterial pattern in the presence of a retro¬ 
peritoneal mass. There is some evidence that hyperplasia 
and tumors of the adrenal may be identified by this 
procedure. We feel that it is necessary that the urologist 
demonstrate ischemia of one kidney by arteriography be¬ 
fore doing nephrectomy for the cure of the Goldblatt 
type of hypertension. 

SAFETY OF THE METHOD 

Translumbar arteriography, although not a new. diag¬ 
nostic procedure, has only recently been technically 
developed to a point \Vhere the simplicity and safety of 

From the Department of Surgerj', Division of Urology, University of 
Cincinnali College of Medicine. 
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the procedure is such as to warrant its genera] use as a 
diagnostic instrument.- The principle of translumbar 
arteriography was originally described by Dos Santos in 
1929.“ Apparently, the fear of puncturing the aorta pre¬ 
vented a general acceptance of this principle; in spite of 
the brilliant reports of Nelson * and Doss,“ the procedure 
has seldom been utilized. 



■ Fig. ].—Tray with sterile equipment for translumbar arteriography. 


We believe, on the basis of results in our series of 668 
aortic punctures in private and service patients, the selec¬ 
tion of patients being restricted only by uremia and 
inability to tolerate thiopental sodium anesthesia, that we 
have proved that the procedure is safe. We have had no 
deaths from the procedure; there has been no extra-aortic 
hemorrhage at operation following the puncture; and the 
morbidity has been limited to occasional diaphragmatic 
irritation, occasional minimal abdominal tenderness and, 
most frequently, the complaint of pain and soreness at 
the skih puncture site. We now utilize the procedure 
routinely in our diagnostic studies of the upper urinary 
tract. 

We have performed aortic punctures on approximately 
70 patients who were dying because of uremia, cancer, or 
malignant hypertension. Autopsies were obtained in 36 
cases. The punctures were performed as short a period 
of time as possible before the anticipated death of these 
patients. In the 36 patients, death occurred six hours to 
24 days after puncture. No patient was in shock at the 
time of puncture. In only six patients was there blood 
outside the aorta at the puncture site, and in none of 
these was the area larger than a golf ball. In the majority, 
the puncture site was not detectable. Three of the 36 
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patients had punctures through an atheromatous plan, 
and in none was there hemorrhage. ' ™ 

One of the most difficult aspects of translumb 
arteriography (which we feel it should be termed rath 
than “aortography,” because more than just the aorta 
visualized) is the interpretation of the arteriocrani.'; 0- 
number of occasions we have found, at the linic* 
surgery, that we had misinterpreted the arteriosrai 
For example, a patient with a large calculous pyottcpht 
sis was found to have an associated cancer which w 
definitely demonstrated by the arteriogram but not rc 
ognized as such prior to surgery'. Experience has i 
creased and will continue to increase accuracy of di: 
nosis by means of arteriography. 

The originally described technique of translumt 
arteriography of the abdominal aorta used until rcccn 
required the use of a pressure apparatus for the injecti 
of the contrast medium into the aorta.' This mctli 
possesses certain inherent dangers that lead to seric 
and occasionally to fatal complications. This technii] 
is cumbersome, complicated, and subject to technii 
errors. A modification of the technique that would elir 
nate the aforementioned faults seemed indicated. We I 
that a satisfactory arteriogram could be obtained 
injecting a small amount of contrast medium into i 
abdominal aorta by means of a syringe operated 
hand. We have used a procedure based on the abo 
stated simple method in our entire series and offer it 
a simple, safe method of obtaining satisfactory artcr 
grams. 

EQUIPMENT 

As a result of increasing experience with the p 
cedure, the equipment for translumbar arteriography 1 
been minimized. We now use a tray with a 10 cc. sai 
lok® control syringe, male and female luer-lok® adaptc 
plastic tubing of the type used for commercial int 
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Fig. 2.—Position and direction of insertion of the needle lo tti; 
thoracic vertebra. 

US sets, an 18 gage, 6-in. (15 cm.) needle wit 
t, fo!”- .sterile towels, a medicine glass, conli 
i' gauze for scrubbing the lumbar area (1 
tubing is attached to the adapters 
< ■ turn silk or No. 32 steel wire, 
'nge is important because it c 
mger and thus produces less 
"1 affords easier injection. 
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The needle and syringe are sterilized for the .procedure 
by autoclaving for 10 minutes. The tubing, with its at¬ 
tached adapters, deteriorates at high temperatures; there- 
lore, we sterilize this portion of the equipment for 20 
ninutes in a sterile pan, with a fresh antiseptic solution 



Fig. 3.—-Normal arteriogram, demonstrating the aorta, the splenic, 
te hepatic, both renal, the inferior mesenteric, common iliac, hypogastric, 
Mcfcostal, and lumbar arteries. 

uch as one uses for the sterilization of ureteral catheters. 
The tubing must be rinsed with a sterile saline solution 
lefore being used. 

TECHNIQUE 

The patient is prepared by a soap suds enema eight and 
wo hours before the procedure, and nothing is taken 
jy mouth for eight hours before arteriography. Morphine 
ind atropine are given one hour before the procedure. 
The patient is placed on the x-ray table in the prone posi- 
•ion, and a scout roentgenogram of the lower thorax, 
umbar, and sacral areas is taken. The film is over¬ 
exposed by 3 to 6 kv. more than one would expose a 
film for an intravenous pyelogram. The optimum expo¬ 
sure lime is 0.10 second, which requires a high-speed 
Pottcr-Bucky diaphragm. While this film is being devel¬ 
oped, the patient’s back is given the usual surgical scrub 
and the left lumbar area draped with four sterile towels. 
The syringe barrel is completely filled with contrast 
medium, so that it contains approximately 12 cc. The 
adapters and tubing arc attached to the filled syringe 
and the air bubbles arc cleared from the syringe and 
tubing. After the scout roentgenogram has been viewed 
and any adjustments in technique or the patient’s posi¬ 
tion have been made, the patient is anesthetized with an 
intravenous injection of thiopental sodium in a hand or 
wrist vein. 

A point approximately 8 cm. or 4 to 5 fingerbreadths 
to the left of the spinous processes at the lower edge of 
the 12th rib is identified as the point where the needle 
is to be insetted. The spinous process of the 12th thoracic 
certebra is then identified .by palpating along the 12th 
rib up to its attachment to the vertebral column. The spe¬ 


cial arteriography needle is inserted at the above-stated 
site, ventrally and medially as well as superiorly, passing 
the tip of the needle to the body of the twelfth thoracic 
vertebra (Fig. 2). When the point touches this vertebra, 
the needle is withdrawn and advanced more ventrally 
again to the body of the vertebra. The needle must be 
withdrawn at least 2 to 3 cm. to change its direction. This 
is done several times, so that the tip of the needle is 
advanced in step-like fashion down the body of the ver¬ 
tebra until it passes under the anterior left edge of the 
12th thoracic vertebra. The stylet is then removed and 
the needle advanced an additional 0.5 to 1 cm. until it 
enters the aorta. The needle, as it enters the aorta, will 
suddenly be released from the resistance it has encoun¬ 
tered from the aortic wall, much as a needle entering 
the subarachnoid space. Only occasionally is aortic pulsa¬ 
tion appreciated when the needle is advanced to the aortic 
wall. When the needle enters the aorta, because the 
stylet has been removed, blood drips from the needle-but 
never spurts. 

Immediately after the needle enters the aorta, the 
tubing and syringe, filled with contrast medium, are at¬ 
tached to the needle. Before the injection is begun, it is 
made certain that there is retrograde flow of blood into 
the plastic tubing from the aorta via the needle and that 
there is pulsation of this column of blood. The rotary 
anodes of the x-ray machine are started and the injection 
is begun; the 12 cc. of solution is injected in a period of 
about VA to 2 V 2 seconds.' As the last cubic centimeter ' 
of contrast medium is being injected, the first film is 
exposed to obtain the arteriogram (Fig. 3). The needle . 
is removed from the aorta immediately after completion 



Fig. 4 . Normal-appearing nephrogram from case shown in Figure 3, 
showing contrast medium in the convoluted tubules and collecting tubules 
of the kidney. ^ 


of the injection of the contrast medium. As rapidly as 
possible, the casette is changed and a second film is 
exposed to obtain a nephrogram (Fig. 4). 

The patient is immediately removed from the table and 
placed on the stretcher in the supine position. The entire 
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procedure, when performed by the skilled operator, re¬ 
quires approximately three minutes of thiopental sodium 
anesthesia. An experienced operator will obtain nine 
satisfactory arteriograms from 10 aortic punctures. If 
an unsatisfactory result is obtained, a repeat arteriogram 
is not made immediately because of the danger of iodism, 
but we do not hesitate to repeat the procedure the fol¬ 
lowing day. 

Unsatisfactory arteriograms most frequently result 
from extra-aortic injection of the contrast medium, which 
is without ill-effect to the patient and is caused by (1) 
failure to enter the aortic lumen completely with the 

veled needle point before injection, (2) complete 

ansversing of the aortic lumen and walls, or (3) par¬ 
tial 'or complete manipulation of the needle from the 
aortic lumen before injection. The first of these accidents 
may be prevented by first gently puncturing the left aortic 
wall and then advancing the needle forward approxi¬ 
mately 0.17 cm., making certain that blood drips from 
the needle,at all points when the needle is rotated through 
360 degrees. Complete transversal of the aortic lumen 
and walls may be avoided by not puncturing the aorta 
with such force that the needle plunges across the non- 
resistant lumen and the opposite aortic wall when it is 
released by the left aortic wall. It should always be kept 
in mind that the diameter of the aorta is in direct propor¬ 
tion to the size of the patient. Manipulation of the needle 
from the aortic lumen may occur while attaching the 
tubing and adapter to the needle. This accident may be 
prevented, in two ways; 1. Determine that there is a 
normal drip of blood from the needle before attaching 
the tubing. The flow of blood from the needle will be 
most rapid when the needle bevel is pointing cephalad. 
2. Most important, make certain that there is retrograde 
flow of a cplumn of blood into the plastic tubing and a 
good stroke volume of pulsation of this column of blood 
when the syringe and tubing are attached. 

Exposure of the x-ray film as the last cubic centimeter 
of contrast medium is injected is necessary. The contrast 
medium is rapidly swept away from the needle by the 
arterial stream. The desired result for renal studies is 
maximum concentration of the medium in the aorta and 
rerial arteries at the time of x-ray exposure. This is pres¬ 
ent as the last of the contrast medium is injected. Experi¬ 
ence will permit adequate visualization of other portions 
of the arterial tree by varying the timing. If contrast 
medium is spread throughout the entire aorta and the 
iliacs down to the inguinal area, the injection has been 
too slow. If the contrast medium is very faintly visualized, 
the injection has been too slow, unless the patient is 
extremely large. 

The plastic tubing is of value in allowing motion of the 
syringe during the injection as well as in visualizing the 
retrograde flow of the column of blood. Originally, we 
attached the syringe directly to the needle but motion of 
the syringe, which is certain to occur during the rapid 
injection, accounted for movement of the needle out of 
the aorta and consequent extra-aortic injection. That 
the'tubing be plastic is also essential, because plastic does 
not allow expansion of the tubing during injection. We 
used rubber tubing originally but had to discard it because 
of its lack of resistance. If one wraps the tubing tightly, 
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by hand, to the adapter with medium silk suture or No ' 
steel wire, the tubing should not pull from the ndm- 
during the injection. ' 

MEASURES TO INSURE SAFETY 
■ We have done translumbar arteriography with patier 
under both thiopental sodium and spinal anesthesia B- 
are acceptable, but the former is preferred bccause'^ 
rapidity of induction and shortness of effect. Spinal ans 
thesia is too long lasting and time consuminc! Lo! 
anesthesia has not been utilized because it produces or 
analgesia. Complete immobility of the patient while t 
needle is in the aorta is obviously essential for sah 
and for a clear arteriogram. 

It is probably best that the operator wear a lead apr 
while performing the procedure, thus affording hims 
protection from the roentgen rays. This is important 
any number of arteriograms are performed. The tubi 
permits the hands to be removed from the field of roci 
gen ray exposure. 

The needle should be inserted so that it enters t 
aorta at least at the upper edge of the first lumbar,! 
preferably the 12th thoracic, vertebral body. If the nce( 
is inserted lower, it can accidentally enter the celiac a 
or the superior mesenteric artery. Entry into the lat 
has resulted in mesenteric thrombosis in the hands 
some. 

Contrast mediums' that are to be utilized for translu 
bar arteriography should be only acceptable nonto: 
iodides used for excretory urography. We have employ 
75% sodium iodomethamate (neo-iopax®) solution a 
70% iodopyracet (diodrast'?’), and we are now study! 
the values of 70% sodium acetrizoate (urokon® sodiur 
solution. All- mediums must be in the more concentrat 
form in order to produce adequate contrast. A me 
opaque and relatively nontoxic contrast medium for: 
teriography is desired in order to increase the roenE, 
opacity in large patients, much as in intravenous uio 
raphy. 

CONCLUSION 

By attention to technique in utilizing translumt 
arteriography, we are able to gain worth-while inforir 
tion in determining the diagnosis, possible prognosis, a 
proper method of therapy in selected cases. We feel tl 
this is a valuable instrument in diagnosing the follow! 
lesions relating to the kidney: (1) hypertension, ( 
hydronephrosis, (3) neoplasm, (4) cyst, (5) anomaii 
(6) aberrant arteries, (7) extrarenal retroperiton 
masses, (8) hypoplasia, (9) atrophy, and (10) agenc: 
Translumbar arteriography has definite value in disc! 
ing vascular conditions of the splenic, hepatic, gasii 
aortic, renal, iliac, and even femoral and popliteal 
teries. These lesions include anuerysm, fistulas, thro 
bosis, or other types of obstruction of these arieri 
Finally, we have utilized the procedure to localize f 
cental position, thereby ruling out placenta prevb 
is highly probable that further study will bring o 
even broader applications of the procedure. 

ADDENDUM 

We have now performed over 1,000 aortic 
without a fatality and without significant morbidity. 

1908 Union Central Bldg. (Dr. Evans). 



259 


Vol. 148, No. 4 

TUMORS OF THE SPERMATIC CORD 

REVIEW OF LITERATURE AND REPORT OF TWO CASES 

Raymond J. Fitzpatrick, M.D.. Louis M. Orr., M.D., James B. Clanton, M.D. 

and 

Joseph C. Hayward, M.D., Orlando, Fla. 


The purpose of this paper is twofold; first, to report 
wo cases of tumor of the spermatic cord, a lipoma and 
I spindle cell sarcoma, and, second, to attempt to arrive 
t an accurate count of the cases presented to the present 
ime. 

REPORT OF CASES 

Case 1.—R. W. S., a white man aged 34, was first seen in 
leptember, 1935, complaining of a painful swelling above the 
:ft testicle. For approximately one year the patient had been 
ware of a smaft mass above the left testicle, which had not been 
ssociated in onset with any injury. The tumor had not in- 
reased in size from the time of its discovery until six to eight 
reeks before admission, when it seemed to increase rapidly. Pain 
nd soreness in the left scrotum had been present for only three 
reeks before the patient sought medical advice. No discolora- 
ion of the overlying skin or tenderness on self-palpation had 
leen observed. A trocar had been inserted into the swelling by 
mother physician, but no fluid was obtained and the tumor did 
lot transilluminate. Except for the fact that the patient's wife had 



Fig. 1.—Left tcsucle and tumor removed from R. W. S. (Case 1). 


been hospitalized intermittently during a five-year period for 
pulmonary tuberculosis, tbe past and family histories were non- 
contributory. 

The general physical examination was essentially noncon¬ 
tributory. The examination of the external genitalia revealed a 
large, rounded tumor, 7 by 5 cm. in size, smooth in outline, and 
apparently semifiuctuant in character, located in the tissues of 
the left spermatic cord 2 cm. above the testicle. The mass was 
freely movable, and attached to the .spermatic cord only. No in¬ 
guinal adenitis was present, and the testicle apparently was nor¬ 
mal in every respect. The clinical diagnosis was tumor of left 
spermatic cord. 

Surgery was performed Oct. 2, 1935. Through an elliptical 
incision, made to remove excess skin, the tumor was easily dis¬ 
sected to Us attachment to the cord. The blood supply of the 
testicle passed through the tumor in such a way that it was im¬ 
possible to isolate and dissect the vessels free. Hence, with the 
patient's consent, the left testicle was removed with the tumor 
(Fig. 1). The histological diagnosis of the tumor was spindle cell 
sarcoma of the left spermatic cord. A roentgenogram of the 
chest made Oct. 8, 1935, showed no evidence of metastasis. 
The serologic findings and results of other laboratory examina¬ 
tions were entirely noncontributory. 

Nothing more was beard of the patient until word was re¬ 
ceived from his local physician in West Palm Beach, Fla-., in 
February, 1949, requesting information about the character of 


the operation pei formed in , 193 5. His physician stated that the 
patient had been complaining of a nonproductive cough of eight 
months' duration, accompanied with some dyspnea and tight¬ 
ness in the chest. X-ray examination of the chest at that time 
revealed a smooth tumor mass about 12 by 12 cm. extending 
from the hilus of the left lung to the chest wall. There was no 
displacement of the heart, mediastinum, or trachea, and no 
atelectasis. During the years from 1935 to 1949, the patient led 
an active, normal life, and served in an active capacity in the 
United Stales Army during the war years, receiving an honorable 
nonmedical discharge. A clinical diagnosis of metastatic sar¬ 
coma of the left lung was made by hfs focai physfci'an, and hos¬ 
pitalization was advised. 

The patient was admitted to the United States Naval Hospital 
at Bethesda, Md. During this hospitalization the chest showed 
the roentgenographic findings depicted in Figure 2. A letter from 



Fig. 2 .—Chest roentgenographic findings in R. W. S. (Case 1) at time ol 
his admission to the United States Naval Hospital at Bethesda, Md.. 

the naval hospital stated that the tumor board and chest sur¬ 
geons felt that exploration of the chest was not warranted and 
that the patient had received, during a period of 25 days, 2,000 
r x-ray therapy at 9 cm. over the area. The patient was dis¬ 
charged, returned to Florida, and subsequently was admitted 
to the Veterans Administration Hospital at Coral Gables, where 
he died July 31, 1949. 

An autopsy was performed, and it was reported that a gen¬ 
eralized metastatic fibrosarcomatosis was found in both lungs, 
stomach, liver, pancreas, left adrenal, and, by extension, in both 
kidneys and most of the abdominal and mediastinal lymph nodes. 
The ureters, bladder, prostate, and genitalia showed no evidence 
of metastatic involvement. 

This case is most unusual since the patient lived almost 14 
years after surgery, yet subsequently died of metastatic lesions, 
apparently from the original sarcoma. Whether the original 
tumor might have been classified as a fibrosarcoma by other 
pathologists, or whether, over the intervening years, especially 
with terminal intensive x-ray therapy, the histological structure 
of the invasive tumor was altered, is a matter of speculation. 
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Case 2.—G. C. M., a white minister aged 71, was first seen 
in December, 1949, complaining of an enlargement of the left 
scrotal, contents. He stated that a fatty cyst in the left scrotum 
about the cord had been removed at the old Presbyterian Hos¬ 
pital in Pittsburgh in 1937. Shortly after the operation another 
growth in the left scrotal compartment was noted, and this slowly 
increased during a period of years to the size of a small hen’s 
egg. The mass gave rise to no symptoms, and the patient sought 
medical advice only to make certain it was not some form of 
cancer. , 

The general physical examination was not remarkable. The 
examination of the external genitalia revealed a nontender mass, 
approximately the size of a lemon, extending from the region 
of the left subcutaneous inguinal ring, and occupying the upper 
ird of the left scrotal compartment. It transilluminated poorly, 
ghtly medial to the inferior pole of this mass a separate, tense 
ass about the size of a small grape could be palpated. The 
testicle appeared normal, as did the epididymis and that portion 
of the vas deferens palpable between, the testicle and the lower 
pole of the tumor. All other clinical and laboratory investiga¬ 
tions were within the normal range. 

On Dec. 12 , 1949, the mass was exposed through an incision 
extending obliquely 5 cm. above and lateral to the external 
inguinal ring, and interiorly into the superior portion of the 



Fig. 3.—Histological section of the lipoma of the spermatic cord removed 
from G. C. M. (Case 2). 


scrotum for approximately 2 cm. The mass consisted of a large 
lipomatous structure. A careful search failed to reveal any as¬ 
sociated hernial sacs. The operative note read in part; “As to the 
origin of the above-mentioned lipomatous growth, it is impossible 
to tell. However, there were multiple lobules of fat located 
around the spermatic cord.” The smaller mass below the main 
growth proved to be a typical spermatocele. It was possible by 
careful dissection to denude completely the spermatic cord of 
the surrounding fatty tumor without sacrificing the blood supply 
and the testicle. The surgical specimen was examined, and the 
■“"TiaitesTdgi&sLreport reads as follows; “A large, lobulated, fatty 
tumor separat^lnlo several distinct pieces. The largest of these 
measures 13 by 8 by 5 ''gi’ 7 L.Sections of the fatty tumor show the 
structure of a lipoma composed of u.utPfE fat cells supported by 
delicate connective tissue stroma. Pathological Diagnosis; 
Lipoma of the spermatic cord” (Fig 3). 

Subsequently a letter was sent to the Presbyterian Hospital 
in Pittsburgh requesting information as to the character of the 
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tumor found in 1937. They stated that on Dec. 2, 1937 
fatty tumor about the size of a tennis ball had'bcen t’'* 
from the left scrotum. The pathological diagnosis 
time read: “This section consisted of vacuolated lipo* . 
cells, all of which remained as the stroma framework 
vyas no evidence of malignancy.” The final diagnosis at 
time was lipoma of left spermatic cord. 

A search of the literature has been made, and this case an , 
ently has not been reported previously. ' 

COMMENT 

In reviewing the literature on tumors of the spcrmnii’ 
cord, a marked discrepancy is found in the total nunibci 
of cases reported by various authors. ^ 

In 1936, Thompson 1 presented an excellent revb 
of the literature, and, by adding 26 cases of tumors of the 
spermatic cord, brought the total number reported if 
242. The next compilation was made by Schulte, Me- 
Donald, and Priestley = in 1939. They reported a caseo! 
neurofibroma, and added to the previous work of Thomp¬ 
son the following tumors they had found recorded since 
his report; a lipoma by Isnardi, a leiomyoma (benien) 
by Lapeyre and O’Daly, a dermoid by Delannoy and 
Demarez, a fibroma and a lipoma by Podetti, a lipofibro- 
myxoma and a fibrosarcoma by Quinby, and a my,\o- 
fibroma by Wolbarst. Counting their case reports, plus 
the eight cases cited above, nine cases should have been 
added to the previous total of 242, giving a total of 251, 
However, through some mathematical error, their loiai 
came to 247. 

The next review of the literature was done by Strong' 
in 1942. He accepted the total of 247 reported by Scbulie, 
McDonald, and Priestley, and presented a case of lipo- 
myxoma plus five other cases seen at the Brady Urolog¬ 
ical Institute since 1915: lipomatosis of the cord, afibro- 
lipoma, a bilateral leiomyoma, a benign cyst, and a 
lipoma. In his paper he also added the following cases 
he had found in the literature from the time of Schulte, 
McDonald, and Priestley’s previous compilation; a 
myxofibroma by Baiocchi (1938), a rhabdomyxoiibro- 
sarcoma by Miyagi (1938), a leiomyoma by Aguitic 
(1939), a teratoma of the cord by Graves, Kickham,and 
Buddington (1940), a polymorphous sarcoma by Scalfi 
(1940), a lipo-osteofibrosarcoma by Dreyfuss andLu- 
bash (1940), and a fibromyxolipoma by Neal and Jolley 
(1941). He also mentioned an osteoma of the cord, 
reported by Pages in 1916, which he felt was previously 
overlooked in other compilations. In his compilation, 
therefore, he added a total of 14 additional cases. That 
number, when added to Schulte, McDonald, and Prie:>t- 
ley’s total number of 247, should have given a total 
of 261. However, in his summary he stated thattodat; 
257 tumors had been reported. Thus, with correct addi¬ 
tions, the 14 cases mentioned by Strong, when added to 
the corrected total of Schulte, McDonald, and Priest!-.;. 
should have brought Strong’s total number to 265. ^ 

Schulte, McDonald, and Priestley - mentioned, int •- 
review of the literature from earlier times, two '• 
ported by Burr in 1934; as far as can be determinech'J'- 
concluded that Thompson, in 1936, had included u ^ 
cases in his compilation. However, a complete 
Thompson’s paper reveals no mention of J 
Therefore, two other cases should be added to 
of 265, bringing the total to 267. 
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For the sake of scientific accuracy we will list all cases 
found in the literature from the time of Thompson’s re¬ 
port to the present; 

J 934 —Burr, a fibroma and a sarcoma. 

1936— Thompson,1 242 cases including his report of 26 cases 
from Mayo Clinic; Rolando, an unclassified solid tumor; His- 
nardi, a lipoma. 

1937 — Quinby, a lipomyxofibrosarcoma and a fibrosarcoma; 
Podetti, a fibroma and a lipoma; Harkink, a myxofibroma; De- 
lannoy and Demarez, a dermoid cyst; Wolbarst, a myxofibroma; 
La Peyre and O’Daly, a leiomyoma. 

1938— Baiocchi, a myxofibroma; Miyagi, a rhabdomyxofibro- 
sarcoma. 

1939— ^Burlamaqui, a lipoma; Aguirre, a leiomyoma. 

1940— Dreyfuss and Lubash, a lipo-osteofibrosarcoma; Scalfi, 
a sarcoma; Graves, Kickham, and Buddington, a teratoma. 

1941 — Neal and Jolley, a fibromyxolipoma; LoRe, a dermoid 
cyst; DeMUriu and Vaslliu, a fibrosarcoma; Grafiin, a sarcoma. 

1942— -Prince,"* angioendothelioma; Marshall,’ a mixed tumor; 
G. H. Strong,’ lipomatosis of the cord, a lipomyxoma, a fibro- 
lipoma, a bilateral leiomyoma of the cord, a benign cyst, and 
a lipoma of the cord; Cole and Campagna,** an embryonic car¬ 
cinoma; McCook,*" a leiomyoma; C. H. deT. Shivers,’ a 
rhabdomyxosarcoma. 

1943— Zide,** a hemangioma. 

1946—Grecco, two cases of fibromyoma. 

1949—^Perovano,!’ a reticulosarcoma. 

1951—Brockow and Gummess.n a mesothelioma. They also 
reported a second case of teratoma. However, when we re¬ 
viewed their article, the pathological examination on the second 
case was reported as malignant teratoma of the testis with in¬ 
filtration into the epididymis and spermatic funiculus. We have 
not included it in this compilation as a true primary tumor of 
the spermatic cord. 

Pages’ osteoma of the cord (1916) reported by Strong® as 
having been missed in previous compilations. 

Lowsley, Hinman, Smith, and Gutierrez mention two other 
cases personally observed, but not yet published; a fibromyxo- 
sarcoma by Dr. G. McNeer of Memorial Hospital, New York, 
and a fibromyxolipotiia by Dr. A. R. Stephens of New York 
Hospital and Cornell University Medical College in 1942. 

The assistance of the Library of the American Medical Asso¬ 
ciation was requested in an effort to determine whether any cases 
of tumors of the spermatic cord had been filed since the last 
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issue of the 1948 “Quarterly Cumulative Index Medicus” was 
printed. The only new cases that are filed for future volumes are 
those of Perovano, and of Brockow, and Gummess previously 
cited. 

Thus, -the total number of cases to the present time is 
284. The two cases presented here bring the total to 286. 

SUMMARY 

Two additional cases of tumors of the spermatic cord 
are presented; the first, a spindle cell sarcoma; the 
second, a lipoma. The first case is interesting because of 
the unusually long time of survival, almost 14 years after 
surgery, with ultimate death from long-delayed metas- 
tases. An attempt has been made to total accurately the 
number of cases reported to the present time. The two 
cases presented in this paper bring the total number up 
to 286. 

Repetition of the clinical signs, differential diagnosis, 
and symptomatology of tumors of the spermatic cord, 
which can be found in any standard text, has been omit¬ 
ted. The difficulties encountered in compiling accurate 
statistical data stress the need for investigators to analyze 
critically previous reports and additions to the literature. 
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REVIEW OF CURRENT TRENDS IN ACTIVE AND 
PASSIVE IMMUNIZATION 

Aims C. McGuinness, M.D., Philadelphia 


Since the beginning of World War II there have been 
many advances in the fields of active and passive immu¬ 
nization which justify a review of current trends in meth¬ 
ods of protection in everyday use by the practitioner. 
While this paper is concerned primarily with immuniza¬ 
tion in the pediatric age group, immunization of adults 
will be discussed when recommendations differ from 
those advised for infants and children. 

DIPHTHERIA, TETANUS, PERTUSSIS, AND SMALLPOX 
With low carrier rates prevailing in all but a few areas 
of this country, the stimulus necessary to keep our popu¬ 
lation immune to diphtheria must be provided artificially. 
Thirty to fifty per cent of our adult population is sus¬ 
ceptible * to diphtheria, and newborn infants of suscepti¬ 
ble = mothers likewise are susceptible. Infants should be 
protected as soon as fqasible. 


Pertussis still is a severe and prevalent disease to which 
most newborn infants are susceptible, and they should 
receive early protection. 

Tetanus toxoid provides one of the most effective 
immunizing agents yet developed. It is well tolerated, 
and the response in young infants is excellent. Everyone 
should be actively immunized against tetanus. 


Read before the Section on Pediatrics at the One Hundredth Annual 
1951*°** °f the American Medical Association, Atlantic City, June 14, 

From the Departments of Pediatrics. School of Medicine and Graduate 
School of Medicine, University of Pennsylvania, and The Childrctv’s Hos¬ 
pital of Philadelphia. 

f. Diphtheria Susceptibility and Immunization, Bull. U. S. Army M 
Dept. 7G: 104-108 (May) 1944. Karelitz, S., and Moloshok, R. E.: Im- 
n^ity to Diphtheria in Army Personnel, War Med. 6:232-235 (Oct.) 

2. Brescia, M. A.: Diphtheria Immunity in Infancy Including Com¬ 
parative Study of Schick Test in 200 Mothers and Their Infants, Arch 
Pediai. 59 : 513-524 (Aug.) 1942. 
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Smallpox in this country is rare, but we can hazard 
no risk in permitting our population again to become 
susceptible. 

If it can be assumed, therefore, that all children should 
be immunized against diphtheria, pertussis, tetanus, and 
smallpox, and at the earliest possible age, there remain 
only the questions as to when and with what agents these 
immunizations should be accomplished. 

Many physicians have been slow to accept the now 
established fact that a high percentage of susceptible 
infants respond well to primary immunization against 
diphtheria when the initial injection is given as early as 
the second or third month of life.® The fact that those 
infants possessing maternally transferred antibody do not 
respond as well to diphtheria toxoid given early is more 
of academic than practical interest. They are immune 
while carrying maternal antibody, and their antitoxin 
levels will rise sharply with a single stimulating dose of 
toxoid given between the 9th and 18th months. 

A number of investigators have shown that a high per¬ 
centage of young infants attain protective levels of anti- 
pertussis antibodies from vaccine administered in the 
early months, particularly if the vaccine is mixed with 
alum or alum toxoids.'* 

uch has been accomplished since World War II 
purification of toxoids.^" Diphtheria toxoid avail- 
oday may be 70% pure as compared with the 
^ to 25% pure material of a few years back. Present 
toxoids also contain far less alum than the older antigens. 
Because of the greatly superior antigenic response to 
alum precipitated or aluminum hydroxide adsorbed 
toxoids,-these are preferred to the fluid antigens. 

There is no evidence that reactions of infants and 
young children to currently available multiple antigens 
are in general severer than to single antigens. They have 
the great advantage of reduction of the number of injec¬ 
tions and possibly in addition an adjuvant effect, one 
on the other. It would appear that the frequency of febrile 
reactions in children over 4 years, however, is greater 
with the use of multiple antigens than with single anti¬ 
gens, and for this reason single antigens are recom¬ 
mended for primary immunization and restimulation 
of older children. 

On the basis of the foregoing comments, the follow¬ 
ing schedule is offered: Starting at 2 to 3 months of age, 
three doses of 0.5 cc. each of alum precipitated or 
aluminum hydroxide adsorbed diphtheria-tetanus toxoid 


3. Bradford, W. L.; Day, E., and Martin, F.: Humoral Antibody 
Formation in Infants Aged One to Three Months Injected With a Triple 
(Diphtheria-Tetanus-Pertussis) Alum-Precipitated Antigen, Pediatrics 4: 
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New Born Infants Against Diphtheria, Tetanus and Pertussis; Production 
of Antibodies and Duration of Antibody Levels in an Eastern Metropolitan 
Area, Am. I. Pub. Health 40 : 674-680 (June) 1950. Peterson, J. C., and 
Christie, A.; Imtpunization in the Young Infant: Response to Combined 
Vaccines, I-IV, A. M. A. Am. J. Dis. Child. 81:483-500 (April) 1951. 
Christie, A., and Peterson, J. C.: Immunization in the Young Infant: 
Response to Combined Vaccines, V, A. M. A. Am. J. Dis. Child. 81: 
501-517 (April) 1951. Peterson, J. C., and Christie, A.; Immunization m 
the Young Infant; Response to Combined Vaccines, VI-X, A. M. A. Am. 
J. Dis. Child. 81: 518-529 (April) 1951. 

4. (a) Pillemer, L.; Wittier, R. G.; Clapp, F. L., and Adams, J. N., Jr.: 
Immunochcmistry of Toxins and Toxoids; Preparation of Purified Diph¬ 
theria Toxoid for Clinic<al Use, J. Immunol. 58 : 223-228 (March) 1948. 
(6) Byers, R. K.. and Moil, F. C.: Encephalopathies Following Prophylactic 
Pertussis Vaccine, Pediatrics 1: 437-456 (April) 1948. (c) Toomey, J. A.: 
Reaction to Peitussis Vaccine, J. A. M. A. 139 : 448-450 (Feb. 12) 1949. 
(d) Fraser, D. T., and Halpern, K. C.: Antitoxin Level in Children After 
Toxoid, abstracted, Canad. Pub. Health J. 28:41 (Jan.) 1937. 
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combined with pertussis vaccine should be siv^n ■ 
monthly intervals. At 10 to 18 months 0.5 cc. should) 
given and 0.5 cc. at 3 years of age. ’ 

Reactions. —Should reactions of more than mild '■ 
tensity—irritability with 'temperature elevations abol 
102 F—occur after initial injections of triple antbcj 
it is recommended that single antigens be emnfovi 
thereafter. Since pertussis vaccine has been incriniinat! 
as a cause of encephalopathies/'*’ ** a child in whom 
convulsion develops after an initial dose of triple anik 
should not be given further pertussis vaccine in any for 
If the reaction to triple antigen was only of nioder: 
severity, it is recommended that saline pertussis vacci 
be injected beginning with a small dose, say 0.1 cc. o 
standard vaccine containing 15 to 20 billion organisi 
per cubic centimeter, followed by weekly injections 
increasingly larger doses, based on tolerance, until a to 
of 80 to 90 billion organisms have been given. 

In the same manner a trial dose of 0.1 cc. of diphthc 
toxoid should be injected. If this causes no serious re; 
tion, it probably is safe to give 0.5 cc. several dayslat 
followed in one month by a second dose of 0.5 cc. 

Reactions to tetanus toxoid will be infrequent. He 
ever, after a reaction to the initial injection of tri 
antigen the conservative approach would be to proci 
as outlined for diphtheria toxoid. 

As further precautions toward the avoidance of rc 
tions: 1. Antigens should not be given in the present 
respiratory or other infections, or during very acl 
teething. 2. Antigens should be given deep subcuta 
ously or intramuscularly. The injection of antigen sho 
be followed with a small bubble (0.1 cc.) of air toe! 
the needle tract. 

Rapid Immunization Against Pertussis. —In the p, 
ence of a severe epidemic of pertussis it may be ad 
able to utilize saline pertussis vaccine at weekly, or c 
shorter, intervals in order to provide some prbteci 
against pertussis in a relatively short time. Subjeci 
tolerance, three doses of 1 cc., 1.5 cc., and 1.5 cc 
saline vaccine containing 15 to 20 billion organisms 
cubic centimeter are recommended. Compensation 
the somewhat better and longer lasting levels of pro 
tion theoretically attained by injections given at thre 
four week intervals can be achieved through subseqi 
booster doses of vaccine in isotonic sodium chlorid 
alum solution. 

A ctive Immunization of Adults Against Dipl}th£’'j> 
Because of previous sensitization by natural or artif 
contact with Corynebacterium diphtheriae or its p 
ucts, many older children and adults will react sevc 
to even small doses of diphtheria toxoid. Because t 
sensitivities frequently are to the diphtheria toxin it 
reactions are not always eliminated through use of i 
fied toxoids. Older children and adults should rct 
Schick tests and Schick test controls prior to active 
munization, and those showing positive control 
should not receive toxoid. If an adult shows a pos 
Schick test and a negative Schick test control, the fo 
ing dosage schedule is recommended: 0.1 cc. of toJ 
if no reaction, three to five days later 0.3 to 0.5 c( 
toxoid should be given; if no reaction, three to four w 
later 0.5 cc. of toxoid should be given. 


Vol. 148,'No. 4 


IMMUNIZATION—McGUINNESS 


263 


. Booster or Stimulating Injections of Diphtheria Tox¬ 
oid, Tetanus Toxoid, and Pertussis Facdiie.—Satisfac¬ 
tory diphtheria antitoxin levels persist for three to four 
years following primary immunization.-"' Booster or 
stimulating doses should therefore be given at approxi¬ 
mately three to four year intervals. It has been demon¬ 
strated that once a person has had a satisfactory basic 
immunization against diphtheria incredibly small 
amounts of antigen are required for restimulation, even 
the small amount of antigen used in a Schick test (about 
one-forty thousandth of a standard immunizing dose) 
frequently converts a positive Schick test to a negative 
one.-' Therefore, in children immunized in infancy it 
would seem proper to give 0.1 cc. of toxoid every four 
years until 12 to 14 years of age. It should be remem¬ 
bered that in older persons severe reactions may develop 
after injection of as little as 0.1 cc. of diphtheria toxoid.* 
It has been shown that if more than four years have 
elapsed since basic immunization against tetanus or since 
a booster injection has been given, the rate of recall is 
lengthened." Booster doses of 0.5 cc. of tetanus toxoid, 
therefore, should be given immediately after a wound 
and routinely at approximately three-year intervals. A 
wound booster, of course, acts as a routine booster. If 
four years or more have elapsed since a wound or routine 
booster injection, it is recommended that 1,500 to 3,000 
units of antitoxin be given in addition to the booster 
injection of toxoid, employing different syringes for these 
injections. In very severe massive woundings it may be 
advisable to give antitoxin in addition to toxoid regard¬ 
less of intervals since previous booster, since in such 
cases the incubation period of tetanus may be remark¬ 
ably short (24 to 48 hours)." Fluid tetanus toxoid elicits 
a somewhat more rapid recall than does alum precipi¬ 
tated tetanus toxoid. 

A fairly high degree of protection against pertussis 
exists for three to four years following primary immuni¬ 
zation.* After known close exposures 1.0 cc. of saline 
vaccine (15 to 20 billion organisms) is recommended 
for previously immunized children. Children of school 
age generally do not require routine boosters of pertussis 
vaccine, since frequent contact with the organism gen¬ 
erally supplies sufficient stimulus for maintenance of 
protective levels of antibody. 

Passive Immunization Against Diphtheria, Tetanus, 
and Pertussis. —Although penicillin should never be used 
without antitoxin in the treatment of diphtheria, it is 
felt that diphtheria-contact patients should be given a 
large dose of penicillin, removed from the source of in¬ 
fection, and observed closely, and that antitoxin should 
be administered only on evidence of beginning clinical in¬ 
fection. Caution must be exercised with respect to serum 
sensitivity. 

Tetanus antitoxin (1,500 to 3,000 units) should be 
given after penetrating and dirty wounds to nonimmu- 
nized persons. As mentioned previously, antitoxin also 
should be administered in addition to toxoid if four years 
or more have elapsed since the last dose of toxoid in an 
immunized person." 

Nonimmunized infants exposed to pertussis should 
be given one or two 20 cc. injections of pertussis human 
immune serum or one or two 2.5 cc. injections of the 
gamma globulin fraction of this scrum. 


Smallpox Vaccination. —Smallpox vaccination is rec¬ 
ommended during the first year of life and at approxi¬ 
mately four-year intervals thereafter. Calf lymph vac¬ 
cine is very unstable and deteriorates rapidly when not 
properly refrigerated. It is important to recognize that 
vaccination with weak or impotent vaccines may result 
in a reaction in susceptible persons which resembles the 
“reaction of immunity.” It therefore is important to 
know that some typical “takes” are resulting from each 
batch of vaccine points. Vaccination should not be done 
in the presence of eczema or skin infeptions. Sites of 
vaccination should be covered lightly, if at all. Vaccina¬ 
tion shields or dressings which exclude the air promote 
the growth of anaerobic organisms. 

IMMUNIZATION AGAINST A MISCELLANEOUS GROUP 
OF DISEASES 

The balance of this presentation will be devoted to 
brief remarks concerning a miscellaneous group of dis¬ 
eases in which active immunization is not a routine 
practice, but in which the problem of protection fre¬ 
quently arises. 

Measles. —Immune serum globulin (gamma globulin) 
is well established as an effective agent in passive immu¬ 
nization against measles. It is recommended after known 
exposure, and, in general, modification of the disease is 
the desired goal. The material is available commercially 
and appears to be free of the causative agent of serum 
hepatitis. There is some evidence gamma globulin in 
large doses may reduce the severity of the disease even 
when administered early in the catarrhal stage before 
any rash has appeared.® 

Up to the present time there has not been developed 
any successful vaccine for active immunization against 
measles. 

German Measles. —There is now a great accumulation 
of evidence in support of the original reports of Gregg ” 
and Swan and co-workers,*® which indicated the hazard 
of German measles to the fetus of women in the first 
trimester of pregnancy. The disease has been transmitted 
to human beings as well as to rhesus monkeys by the use 
of filtered nasal washings, defibrinated blood, and serum 
taken in the acute phase of the disease,** and Habsl 
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penicillin for controlling hemorrhages in his nose and 
throat surgery. Of course, all the previously mentioned 
by-elfects of penicillin refer to the systemic administra¬ 
tion of the antibiotic. Used locally or in vitro, penicillin 
does not affect blood coagulation, as has been stated by 
Fleming ” and later by Strausz.^® It is also interesting 
to note that Ostro and I found that penicillin does not 
hasten coagulation of hemophiliac blood. 

Weiner, Zeltmacher, and Shapiro in a clinical 
study describe the thromboplastic properties of penicil¬ 
lin as not significant. On the other hand, their brief study 
is contradicted by the very extensive studies over a period 
of several years made by the distinguished surgeons 
Ochsner, DeBakey, and DeCamp and reported before 
the Thirteenth International Congress for Surgery, meet¬ 
ing in New Orleans, October, 1949. Their conclusions 
based on an analysis of 580 cases of thromboembolism 
are as follows 

The increased incidence of thrombo-embolism in the past two 
years may be explained in one of two different ways. The in¬ 
crease may be more apparent than real in that the diagnosis is 
more frequently made because of recent increased interest in the 
condition. On the other band, it is probable that the increase is 
ual and not only apparent, because certainly at the Charity 
ital where the staff has had a continuing interest in this 
ct for many years, it is questionable that many cases were 
viously missed. A more likely explanation of the increased 
incidence of thrombo-embolism in recent years is that as a result 
of the almost routine administration of antibiotics to most if not 
all hospital patients, an increased coagulability of the blood 
occurs, favoring the production of venous thrombosis. Moldav- 
sky, Haselbrook, and Cateno demonstrated that patients receiving 
penicillin injections exhibited an increased coagulability of their 
blood. This work was corroborated by Macht. More recently 
Macht and Farkas demonstrated that aureomycin when admin¬ 
istered to patients and to animals caused a definite shortening 
of the blood coagulation time. Since there was no difference in 
the prothrombin time after the administration of aureomycin, 
it suggests that increased coagulability is due to changes in other 
factors necessary for blood coagulation. 

I found in my animal experiments that streptomycin 
also exerts a definite thromboplastic effect in rabbits, 
and more recently Farkas and I published a study both 
on animals and patients revealing that the wonder drug 
aureomycin also possesses thromboplastic properties. 
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These findings were later corroborated bv Wnishm 
Click <= (Tables 5, 6, 7, 8). Of the newer 
chloramphenicol (Chloromycetin®) is but mildly thro- 
boplastic, while terramycin has no influence on hS 
coagulation at all. . 


OTHER THROMBOPLASTIC DRUGS 

My findings in connection with my studies on did 
taloid drugs and antibiotics made me surmise that pttJ’b 
ably other drugs employed in medical practice mav 
exhibit a blood clotting tendency. This turned out to hi 
exactly as anticipated. 

Mercurial Diuretics .—^Numerous experiments mad; 
with three of the widely used mercurial diuretics whicii 
are of great medicinal value in the practice of medicine 
namely, mercurophylline injection (mercuzanlhin*)’ 
mersalyl and theophylline (salyrgan®-theophylline),and 
meralluride (“mercuhydrin”), disclosed that they exert 
a profound effect on blood, accelerating its clotting, The 
results of these experiments have been published else¬ 
where and may at least partially explain cases of poison¬ 
ing reported not infrequently after their use (Table 9),<' 

Antisyphiiitics .—^Numerous experiments performec 
on laboratory animals, chiefly rabbits and cats, weri 
made with the following drugs; arsphenamine, nco 
arsphenamine, oxophenarsine hydrochloride (maphar 
sen®), bismuth arsphenamine sulfonate (bismarsen*) 
bismuth salicylate, and sodium bismuth tartrate, admin 
istered both by intravenous as well as intramuscula; 
injections. All these antisyphilitic drugs markedly accel 
crated clotting of whole blood.An interesting excep 
tion, however, was found in the case of bismuth sodiurr 
thioglycollate (thio-bismol®). This drug did notexhibi 
such a property, and this may be explained, in part ai 
least, by the findings of De Takats in regard to to 
compounds.Not only the preceding antisyphilitic drus 
but also other organic mercury compounds, as, foi 
instance, oxymercurydibromfluorescein, were found t( 
accelerate blood coagulation; this was also true even o 
small doses of mercuric chloride and mercuric iodid 
formerly employed in the treatment of syphilis. Thes 
findings may perhaps throw light on some of the un 
toward reactions occasionally noted after administratio; 
of antisyphilitic drugs, generally described as the sc 
called Jarisch-Herxheimer reactions (Tables 10 and 11] 

Purgative Drugs .—Many years ago Finesilver and 1 
studying the effects of saline purgatives on the pheno 
sulfonphthalein kidney function test, found that the' 
purgatives administered to animals and also to paticn 
may cause such an extensive redistribution of body finu 
as to affect the kidney excretion of the dye.''^ h 
deemed worthwhile, therefore, to inquire whether admr 
istration of various laxatives or purgatives had any efie 
on the clotting properties of blood. The following Jv 
examined: castor oil, cascara, sodium sulfate, so lu 
phosphate, psyllium seeds, and other purgatives. It 
found that most of the purgatives tested produce f 
change in clotting time of whole blood, and even use i 
large quantities of the saline purgatives only occasiona 
shortened it in rabbits. One exception, however, was 
covered. It was found that administration by slo 
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ibe to rabbits of 1 to 2 gm. of crushed psyllium seeds 
as almost invariably followed by a decrease in clotting 
me. 

Amphetamines. —More recently Dr. Golden and I 
:gan a study of the effects of amphetamine in regard to 
ood clotting. Animal experiments on rabbits and dogs 
ivealed that small doses of amphetamine tended to 
xelerate clotting of whole blood. This was true both 
ir amphetamine itself, dextro-amphetamine, and vari- 
js brands of methylamphetamine. A series of tests were 
len made on patients and normal volunteers. The results 
nained agreed with the animal experiments. Use of both 
nphetamine and methylamphetamine was followed by 
decrease in clotting time, as studied by the Lee and 
'hite method. No prothrombin time studies were made, 
^hat the practical significance of these findings is, is as 
;t too early to determine, but it is well to recall that 
nphetamine is contraindicated in cardiac cases and also 
1 cases of hypertension. 

Our latest work, which is still in progress, has been on 
pium narcotics, but some definite results are already in 
and. Experiments on rabbits indicate that morphine, 
hylmorphine (“dionin”), and diacetylmorphine (her- 
in) hasten clotting time, while codeine, papaverine, 
rid dihydromorphinone (dilaudid®) hydrochloride do 
ot. 

PSYCHOSOMATIC FACTORS 

Cannon and his school in their classic work on the 
ifluence of major emotions on various functions of the 
ody in animals found that during rage the clotting time 
f blood was markedly shortened, and they attributed 
lis effect to an increased secretion of epinephrine. More 
ecently Thomas Hoffmaster and Icarried such ex- 
eriments further and studied the physiological, pharma- 
ologic, and biochemical properties of the blood of ani¬ 
mals in rage. Our findings were briefly announced in the 
•ederation Proceedings, but the complete work has not 
et been published. Among the properties of the blood 
tudied by us were blood clotting and prothrombin time. 
The marked effects on blood clotting of fear and rage in 
abbits and cats suggested an inquiry as to whether emo- 
ional factors would produce any effect on the blood 
dotting of healthy men and women. Accordingly, an ex- 
;cnsivc investigation has been put in progress by me on 
[he blood coagulation of donors coming to the blood 
bank of the Sinai Hospital. The persons coming to the 
blood bank were classified by me and my co-workers 
From the psychological point of view into three groups: 
(1) persons who were apparently calm and unconcerned 
md who often have given blood for transfusions, (2) 
persons who were apprehensive and showed by their be- 
ravior more or less anxiety before the bloodletting, and 
(3) persons who on entering the bank room were fright- 
med and in a highly nervous state. The results obtained 
an studying the blood clotting properties of all these 
persons were truly remarkable. It was found that the 
blood clotting time of normal and calm persons ranged 
usually from S to 12 minutes. In the case of those sub- 
icets who were apprehensive, the clotting time was short¬ 
ened to four or five minutes, and in the highly nervous 
persons the figures obtained ranged from one to three 
minutes. It was surprising to find that such a profound 


influence was produced by ordinary acute and transient 
emotions in healthy persons, and yet that this phenome¬ 
non had not been studied to any extent before. Even the 
most comprehensive reference work of Flanders Dun¬ 
bar contains but little information on the subject. For¬ 
tunately, only very recently an important study by 
Schneider appeared on psychosomatic influences and 
effects of emotional stresses on various physiological 
functions of patients which included measurements of 
blood clotting time, and his results agreed completely 
with my findings. 

COMMENT 

The aforementioned investigation furnishes an excel¬ 
lent illustration of an episode often occurring in the 
course of scientific researches—namely, the incidental or 
sometimes accidental discovery of a fact which turns out 
to be of greater importance than the original object of 
the research. Often, again, the phenomenon discovered 
is one which has been staring p%sicians in the face and 
yet has not been discerned by their mind’s eye. In the 
present instance I was engaged in an experimental inves¬ 
tigation concerning the general pharmacology of heparin. 
It was while comparing the toxicity of digitalis tincture in 
normal cats, on the one hand, and heparinized cats, on 
the other, that the progressive shortening of coagulation 
time during the assay ot the drug was observed. This 
curious finding together with the equally remarkable ob¬ 
servation made by Moldavsky and his colleagues con¬ 
cerning the clotting properties of penicillin served to 
render the medical profession “coagulation conscious,” 
as attested by the numerous studies on the subject by in¬ 
vestigators scattered over the globe which followed these 
announcements. The occasional contradictory findings 
reported by some of the workers are not at all unusual, 
and are but the exceptions which prove the rule and 
serve to emphasize the complexity of the subject. Here 
we are dealing with the physiology of blood coagulation, 
the mechanism of which is as yet not completely estab¬ 
lished. As already described previously, at least eight 
factors are concerned in this process, and even at this 
very time we find other conditions which may play a role 
in this process. Thus, Shinowara reports a study on the 
effect of ultraviolet rays, on the clotting of human plasma, 
and Ostro and I have already published our studies on 
the influence of certain filtered x-rays in promoting the 
clotting of hemophiliac blood. Equally complicated is 
the effect of the digitaloid preparations and the various 
antibiotics on the clotting process reported by some ob¬ 
servers because they were not dealing usually with 
chemically pure single principles. Furthermore, the so- 
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called “second dimension” of pharmacodynamics teaches 
us that the effects of a given drug will vary with different 
species of animals, and may also be different for patients 
in disease than for healthy persons. 

Perhaps the most gratifying finding in the present study 
is the beautiful provision of nature, insuring the human 
being against the hasty, unqualified, and promiscuous 
employment of various medicaments by the physician 
who is not familiar with the pros and cons of their phar¬ 
macologic reactions. This wonderful provision of 
nature is the wide margin of safety exhibited by patients 
under treatment with digitaloids, antibiotics, and other 
drugs possessing thromboplastic properties. Ordinarily, 
even wide fluctuations in clotting time may not visibly 
interfere with the treatment and convalescence of pa¬ 
tients receiving these drugs. However, when the blood 
coagulating mechanism, to employ an expression from 
atomic physics, is in a “metastable” state, there may be 
a very real danger to health and even life threatening 
from the reckless administration of even a most valuable 
ug which tends to precipitate blood coagulation. The 
^ 'onal pharmacotherapist well appreciates the truth of 
■ e ancient poet: “I am fearfully yet wonderfully made” 
(Psalm 139, line 14). 

It is amusing to note the almost personal resentment 
and umbrage shown by some medical men on hearing 
about the thromboplastic properties of digitalis and peni¬ 
cillin. They seemed to regard such claims as aspersions 
on the usefulness of these medicaments. Nothing could 
be further from the truth. There is no such thing as a 
perfect drug known to medicine. It is a banal axiom that 
every drug is also a poison and that the therapeutic value 
of every medicament can only be established after a com¬ 
plete and exhaustive familiarity with all its pharmaco¬ 
logic and physiological effects. Another source of great 
satisfaction in the present instance is the very simple 
remedy at hand with which to correct the previously de¬ 
scribed thromboplastic effects of important drugs. This 
by-effect can easily be averted by the judicious use of 
anticoagulants, such as heparin, bishydroxycoumarin 
(dicumarol®), and possibly some of the newer anticoagu¬ 
lants put on the market. The modem, rational pharma¬ 
cotherapist and chemotherapeutist should still bear in 
mind the ancient dictum of Asclepiades: “Curare, tute, 
cito, et jucunde” (“To cure, safely, quickly, and pleas¬ 
antly”). Whether in compound prescriptions or in to¬ 
day’s so-called “needle therapy” he will administer his 
active drug or basis combined with or immediately fol¬ 
lowed by a suitable corrective to render it safe, perhaps 
also add an adjuvant to make it work more quickly, and 
finally whenever possible employ a pleasant vehicle to 
make it more agreeable. 

The previously described experiences with blood clot¬ 
ting drugs lead me to the confident expectation of find¬ 
ing probably other medicaments which may exhibit 
thromboplastic properties to be borne in mind and 
guarded against in the practice of medicine. I am there¬ 
fore continuing studies on the subject. It is interesting to 
note that one such drug has just been recently reported. 
I read in the American Journal of Medicine in a paper by 
Cosgriff, Diefenbach, and Vogt that the new miracle 
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drugs corticotropin (ACTH) and cortisone exert a d 
nite hypercoagulating effect on the blood; and Mver 
reports that corticotropin helps patients with a tcnH> 
to bleeding. " 

These considerations, of course, apply equally anr 
priately to the complications of blood coagulation r 
duced by psychosomatic agencies. Such factors, n: 
rally, will call for not only suitable pharmacotherape 
procedures but also suitable psychotherapy. A more 
tensive discussion of this particular phase of the sub 
will be published by me elsewhere. 

SUMMARY 

Animal experiments and clinical studies reveal th 
number of drugs widely employed in medical and 
gical practice exert a thromboplastic or coagulation i 
moting influence on the blood of animals and hu! 
beings. Among the most important of these are the dii 
loid drugs and the antibiotics—penicillin, streptomj 
and aureomycin. Other such drugs are the well-kn 
and useful mercurial diuretics, the metallic antisy 
litics, amphetamine, and some opium derivatives, 
though there is usually a wide margin of safety for 
commodating fluctuations in coagulation time of 
blood, the previously described thromboplastic pre 
ties of our most useful medicaments should be bon 
mind and prevented from exerting deleterious effect 
the administration of suitable anticoagulant agents. C 
less importance is the discovery that even in healthy 
sons, both male and female, acute apprehension, 
and intense worry markedly accelerate blood co 
lation and therefore call for suitable psychological as 
as pharmacological therapy. 
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New Disinfectants.—Phenols for general disinfection work 
hypochlorites for such purposes as the treatment of wate 
swimming baths, dairy and food utensils and for machinery 
are so efficient and so economic in use that for some nev 
stance to emerge from the experimental stage and challenge 
on their own ground is an event of major importance ai 
terest. This challenge is occurring now with the quate 
ammonium compounds, and I believe that there is a very 
chance that they will succeed in certain fields, probably 
expense of the hypochlorites. These new compounds have c 
properties which the others do not possess, properties whici 
tend to offset any adverse cost factors even on large scale ( 
tions. . . . The new substances passed the laborato 

perimental stage long ago and are already in reasonably 
scale production. ... 

The combination of detergency and bactericidal or bai 
static action gives them a special value in the washing of wc 
and it is these two properties also, together with the absei 
odour and taste (in the dilutions generally used) which 
these compounds out for use in the larger fields of hygiene 
as the cleansing and sanitation of milk churns and dairy ui 
and machinery, and also the hands of the milker. Thny 
in the trial stage for the sanitization of eating and drinking 
sils, crockery and drinking glasses in restaurants, hote s a 
lie houses.—H. Berry, A Review of Disinfectants and Di 
tion. The Journal of Pharmacy and Pharmacology, 

1951. 
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LICENSURE OR CERTIFICATION OF CLINICAL PSYCHOLOGISTS 

Francis J. Gerty,M.D., J. W. Holloway, Jr. 

and 

R. P. Mackary, M.D., Chicago 


Early in June, 1950, the Secretary of the Section on 
Nervous and Mental Diseases received a letter from Mr. 
J. W. Holloway, Jr., Director of the Bureau of Legal 
Medicine and Legislation of the American Medical Asso¬ 
ciation, stating: 

So far as I can find out, the American Medical Association 
has expressed no official view as to whether psychologists 
should or should not be registered under state laws. The pur¬ 
pose of this communication is to solicit the aid of the Section 
on Nervous and Mental Diseases in establishing a medical view¬ 
point with respect to this problem. This bureau has been called 
on in a number of instances by state medical associations to 
express an opinion on proposed legislation and on the effective¬ 
ness of the laws that have already been enacted dealing with 
the regulation of psychology. This development is in an initial 
stage, and unless the medical viewpoint is adequately reflected 
in this stage, there is a very grave prospect of the situation 
developing in such a manner as might cause difficulties later on. 

For the purpose of establishing a medical viewpoint 
on the legal recognition of clinical psychologists, the 
Section on Nervous and Mental Diseases of the Ameri¬ 
can Medical Association at the meeting in San Francisco 
in 1950 authorized the appointment of a committee to 
study this problem and report to the Section during the 
1951 session. The committee was also authorized to 
select an advisory group from the membership of the 
Section to aid in the preparation of the report, which is 
now being made. 

The published material available for consideration by 
the committee might be described as being “too much 
and too little.” The volume of material representing the 
viewpoints of psychologists on licensure, certification, 
and other germane matters was great, and some of it very 
important in content. It emanated from acknowledged 
leaders in academic, research, and applied psychology, 
both in independent presentations and through their 
official organizations. The medical viewpoint was not so 
well, or at least, so voluminously represented. It was 
expressed by psychiatrists almost exclusively and in¬ 
cluded chiefly committee reports of the American 
Psychiatric Association and the Group for the Advance¬ 
ment of Psychiatry. No committee, council, or. section 
of the American Medical Association seems to have 
given any consideration to the subject. Until two months 
ago no comprehensive survey of licensure or certifica¬ 
tion of psychologists from the legal viewpoint had been 
published. In April, 1951, the Columbia Law Review 
published an excellent survey with conclusions and 
bibliography under the title “Regulation of Psychological 
Counseling and Psychotherapy.” The committee had 
available for study the five state laws providing legal 
recognition for psychology—Connecticut (certification 
in 1945),^ Kentucky (certification in 1948), Virginia 
(certification in 1950), Georgia (licensing in 1951) 
Minnesota (certification in 1951). These laws have been 


analyzed as to content by one of us (J. W. H.), and the 
analysis has been prepared in the form of comparative 
tables of provisions. These tables were available for dis¬ 
tribution at the section meeting. There was also available 
for study the act recently passed by the New York Legis¬ 
lature and the message of Governor Dewey giving his 
reasons for vetoing it (April, 1951). 

It would be impossible to give an adequate review and 
analysis of all the material that was studied in making 
this report or to summarize the discussions and corre¬ 
spondence in the space allotted. To do so might also 
tend to confuse and bury the issues which are to be de¬ 
cided. Many queries concerning details will undoubtedly 
occur to the reader while reading this report. We shall 
not now attempt to forestall and satisfy them. Since the 
difference between certification and licensure may not be 
clear to all, we shall explain these terms, discuss briefly 
the principles upon which we think the medical view¬ 
point concerning legal control of psychotherapy should 
rest, and then conclude with recommendations for action 
which will express that viewpoint. It is in connection 
with protection of the public in matters of treatment of 
human ills, including treatment by psychotherapy, that 
there is need for expression of a medical viewpoint. Con¬ 
cerning practically everything else in the subject under 
discussion, we should probably be fully satisfied to 
accept the views of competent psychologists. 

DEFINITIONS OF CERTIFICATION AND LICENSURE 

“Certification” means that only those who satisfy 
certain minimal requirements of competency may as¬ 
sume the specified title Certified Psychologist, Qualified 
Psychologist, Applied Psychologist, and other specified 
titles. “Licensure” means that only those who have sat¬ 
isfied minimum standards of competency and have ob¬ 
tained licenses to practice may render professional serv¬ 
ices as Clinical Psychologists. 

PRINCIPLES ON WHICH MEDICAL VIEWPOINT ON LEGAL 
CONTROL OF PSYCHOLOGISTS SHOULD BE BASED ' 

The opening statement of the Columbia Law Review 
article ^ is: 

The sale of psychological aid to individuals, particularly in 
metropolitan areas, has become a lucrative profession. This 
development has resulted in an influx of private practitioners 
who undertake to render psychological counseling to the rela¬ 
tively normal, and psychotherapy to the emotionally distraught. 
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BISHYDROXYCOUMARIN, ETHYL BISCOUMACETATE, AND 
4-HYDROXYCOUMARIN ANTICOAGULANT NO. 63 

COMPARATWE EFFECTS 


Nelson W. Barker, M.D., Hugh H. Hanson, M.D. 

and 

Frank D. Mann, M.D., Rochester, Minn. 


Bishydroxycoumarin (dicumarol®) has been used 
clinically as an anticoagulant for 10 years.^ Recently two 
other coumarin compounds, ethyl biscoumacetate (tro- 
mexan®) - and 4-hydroxycoumarin anticoagulant No. 
63 ® (hereafter in this paper designated as anticoagulant 
No. 63), have been investigated experimentally and 
clinically with the hope that they might have advantages 
over bishydroxycoumarin for clinical use in anticoagulant 
1 erapy (Fig. 1). Like bishydroxycoumarin, these two 
^ umarin compounds induce hypoprothrombinemia, 

, 'hich is defined for this paper as that coagulation defect 
indicated by prolongation of the one-stage prothrombin 
time. Also, as is the case with bishydroxycoumarin, other 
effects or untoward reactions not related to the coagula¬ 
tion defect have not been noted, except for rare mild 
allergic reactions and occasional mild gastrointestinal 
irritation. 

It is well known that the response of the one-stage 
prothrombin time varies greatly among different patients 
who receive certain fixed doses of bishydroxycoumarin. 
Body weight, nutritional status, gastrointestinal disease or 
surgery, and variations in hepatic and renal function are 
some of the known factors which influence the response, 
but there are other unknown factors so that in general 
the quantitative response cannot be predicted. Similar 
variations in response among different persons are noted 
after administration of ethyl biscoumacetate and anti- 
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coagulant No. 63. With each of these three driios ii 
necessary to follow the response in each patient with t 
one-stage test of prothrombin time during the cnii 
period of therapy, and it is necessary that this test be do 
daily during the first few weeks of therapy until the p 
tern of response is established. With all three druos c 
tain fixed doses are used initially for induction ofhyi 
prothrombinemia. Subsequently, the response of i 
prothrombin time must be the guide to the amount a 
frequency of the doses necessary for maintainina 
“therapeutic” but not excessive hypoprothrombinen 
All three drugs are administered orally. Ethyl 1 
coumacetate is more soluble and anticoagulant No. 



3.3'msthylcncbis (4*hydroxqcoumar»n) 
Dishydroxycoumonn (Dicumarol) 
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Ethyl biscoumacctoic 4 hydroxyeoumann onitCM^jh-i f-i'.' 

Fig. 1.—Structural formulas of bishydroxycoumarin, ethyl biscoutr 
tate, and 4-hydroxycoumarin anticoagulant No. 63. 

is less soluble than bishydroxycoumarin. These dif 
ences in solubility probably account for the difference 
rapidity and duration of action. The basic studies \vl 
have been made to date indicate that it requires in 
doses of about five to six times as much ethyl biscoumi 
tate and one-third to one-half as much anticoagii 
No. 63 to produce comparable degrees of hypoprothr 
binemia in an individual patient or animal. Rec 
mended daily doses for maintenance of therape 
hypoprothrombinemia are in the same proportions, 
greater frequency of dosage is required when ethyl 
coumacetate is used and less frequency of dosage v 
anticoagulant No. 63 is used. 

CASES STUDIED AND METHODS 

This paper is based on studies of 50 patients who 
given ethyl biscoumacetate * and 100 patients who 
given anticoagulant No. 63.“ For purposes of compai 
data are included from 100 unselected patients 
were given bishydroxycoumarin. Approximately 80, 
the patients in each group had recent arterial or ve^ 
thrombosis, and dosages of the three drugs employe 
these patients were as follows: 300 mg. of bishy rox 
coumarin on the first day and 100 mg. on the secon . 
or 1,500 mg. of ethyl biscoumacetate on the tirs . 
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aad 600 to 900 mg. on the second day or 100 to 150 mg. 
of anticoagulant No, 63 on the first day and 25 to 50 mg. 
on the second day. Thereafter the guide to dose and 
frequency of administration was the initial and subse¬ 
quent response of the prothrombin time. Approximately 
20% of the patients in each group received the drug for 
prophylaxis against postoperative thrombosis starting 
two days after operation. Initial doses given to these were 
approximately only two-thirds of the amounts given to 
the other patients, since these patients are usually more 
sensitive to the coumarin compounds. The entire amount 
of each drug given on any one day was given in a single 
dose. 

Prothrombin time tests were done daily by the original 
Quick one-stage method on undiluted plasma using a 
system of controls developed for the purpose of repro¬ 
ducibility of results and employing an isotonic sodium 
chloride extract' of dried rabbit brain as the thrombo¬ 
plastin.® With this technic and thromboplastin normal 
prothrombin times for hospital patients are considered 
to be 18 to 20 seconds. Prothrombin times of 30% and 
10% dilutions of normal plasma are 27 and 58 seconds, 
respectively, and the arbitrary therapeutic range of hypo- 



Fiji. 2.—Compatalive effects oC equivalent doses of bishydroxycoumarin 
and ethyl biscoumacetate given to the same patient. 

prothrombincmia when a coumarin compound is given 
is considered to be between 27 and 58 seconds. It must 
be emphasized in estimating degrees of hypoprothrom- 
bincmia that these values in seconds cannot be compared 
with those obtained by the same techmc but with throm¬ 
boplastins prepared in different ways or from different 
sources. 

RESULTS 

Ten patients were each given two doses of bishydroxy- 
coumarin and two comparable doses of ethyl biscoumace¬ 
tate during different study periods. The prothrombin 
times of ail 10 rose and returned to normal more rapidly 
after use of ethyl biscoumacetate, as illustrated in Fig¬ 
ure 2. 

Eight patients were each given two or three doses of 
bishydroxycoumarin and later the same number of doses 
of anticoagulant No. 63 but only one-third to one-half 
the amounts in milligrams. The prothrombin times of all 
eight rose somewhat more rapidly, rose to higher levels, 
and fell to normal more slowly when anticoasulant No, 
63 was given. 

A further comparison of the rapidity with which thera¬ 
peutic hypoprothrombincmia was induced in the patients 
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who received the three different coumarin compounds 
is given in Table 1. These data emphasize the point that 
the initial response is variable among different persons, 
regardless of which drug is used (Fig. 3 and 4). A con¬ 
siderably larger percentage of those who received ethyl 
biscoumacetate responded satisfactorily in one day, but 



Fig. 3.—Effect of ethyl biscoumacetate on two patients showing varia¬ 
tion in response of prothrombin time. Response on left indicates a rela¬ 
tively resistant patient, and response on right indicates a relatively sensitive 
patient with marked fluctuations of prothrombin time from day to day. 

a more consistent type of response was obtained with the 
use of anticoagulant No. 63. Eight per cent of the patients 
who received bishydroxycoumarin and 10% of those 
who received ethyl biscoumacetate were highly resistant 
to the drug, but none were highly resistant to anticoagu¬ 
lant No. 63. Furthermore, five patients who failed to 
have prothrombin times in the therapeutic range after 
repeated doses of bishydroxycoumarin did so without 
difficulty when they were given anticoagulant No. 63, 



Fig. 4. Variations in response of three patients to anticoaguiant No, 
in each instance the prothrombin time returned to normal rapidly 
after administration of vitamin Ki. 

A comparison of the duration of hypoprothrombincmia 
after the last dose of the drug was given is shown in 


6. Hum, M.; Barker. N. W., and Magath. T, B.: The Determination 
Of i'roinrombm Time Following the Administration of Dicumarol, 3,3- 
Mclhylcnebis (4-Hydroxycoumarin), with Special Reference to Tbt 
pizsun, J. Lab. & Clin. Med. SO •. 432-447 (May) 1945. 
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Table 2. Although there was considerable variation with 
each drug, duration of hypoprothrombinemia was defi¬ 
nitely shorter after administration of ethyl biscoumace- 
tate and longer after administration of anticoagulant No. 
63 than after administration of bishydroxycoumarin. It 
should be mentioned that with each drug the prothrom¬ 
bin time was usually within a few seconds of normal one 
to three days before it actually became normal. 

Excessive hypoprothrombinemia occurred during the 
first five days of treatment in approximately 20% of the 
patients in each group. During the first one to two weeks 
of anticoagulant therapy, it was somewhat more difficult 
to keep the prothrombin time within the therapeutic 
range with the use of ethyl biscoumacetate than with 
the use of bishydroxycoumarin because of greater fluctu¬ 
ations from day to day and difficulty in estimating the 
daily dose or advisability of omitting a dose particularly 
for the more sensitive patients. Somewhat more steady 
levels of hypoprothrombinemia were obtained with the 
use of anticoagulant No. 63 than with bishydroxy- 
umarin, even though doses were usually given less 
uently. 



Fig. 5.—Comparative effects of menadione sodium bisulfite and vitamin 
Ki on the hypoprothrombinemia induced by bishydroxycoumarin in the 
same patient. 


Both menadione sodium bisulfite and vitamin have 
been used to hasten the return of the prothrombin time 
to normal after it has been prolonged by use of bishy¬ 
droxycoumarin.The maximal effective dose of mena¬ 
dione sodium bisulfite is usually considered to be 72 mg. 
and is given intravenously. The maximal effective dose of 
vitamin is usually considered to be 500 mg. and may 
be given intravenously or orally. Comparative studies of 
the effects of these two antagonists indicate that in the 
doses used and even in doses more nearly comparable 
on the basis of molecular weights vitamin Kj has a 


1 . Cromer, H. E., Jr., and Barker, N. W.: The Effect of Large Doses 
of Menadione Bisulfite (Synthetic Vitamin K) on Excessive Hypopro- 
tbrombinemia Induced by Dicumarol, Proc. Staff Meet., Mayo Ciin. 

(jAay 3) 1944. James, D. F.; Bennett, I. L.; Scbeinberg, P., 
and Butler, 3. 3.; Clinical Studies on Dicumarol® Hypoprothrotnfainemia 
and Vitamin K Preparations; I. Superiority of Vitamin Ki Oxide Over 
Menadione Sodium Bisulfite U. S. P. and Synkayvite® in Reversing 
^^’•^’"“tol Hypoprotbrombinemia, Arch. Int. Med. 83:632-652 (June) 
1949. Miller, R.; Harvey, W. P., and Finch, C, A.: Antagonism of Dicu¬ 
marol by Vitamin K Preparations, New England J. Med. 242:211-215 
Web. 91 1950. Overman, R. S.; Sorenson, C W., and Wright, I. S.: Effec- 
Synthetic V/ater-Soluble Vitamin K Preparations in Bishy- 
(Feb J- A- A- 145:393-399 

K, ^^'ker, N. W.: The Effect of Vitamin 

■ bi Coagulation Defect Induced 

by Dicumarol, Minnesota Med. 3-1: 326 . 327 (April) 1951. 


J.A.M.A., Jan. 26 ,19;, 

definitely more powerful effect (Fig. 5). Recardb- » 
the length of the prothrombin time during treatment 
bishydroxycoumarin, use of 500 mg. of vitamin K wi!' 
almost always bring it down to normal or near normi) 
levels within 24 hours. Use of menadione sodium bisulfit' 
will almost always bring an excessively proloneed pr^ 

Table 1. —Initial Response 


No. 

Anticoagulant Drug Patients 

Bishydroxycoumarin . 100 

Ethyl biscoumacetate. 50 

Anticoagulant No. C3. 100 




Fnbents in Each Oroiip 


1 

19 

40 

5 


2 

43 

44 
80 


3 

10 

o 

11 



in ,•> ti: 
4 3106 ! 

11 S 

i 10 

4 0 


* After administration was started when prothronililn time kis 
in therapeutic range. 


thrombin time back into the therapeutic range, but its 
effectiveness in hastening the return from the therapeutic 
range to normal is uncertain. After a single dose of 500 
mg. of vitamin K^, it has been noted that some patients 
may be refractory to the usual doses of bishydroxycoiim- 
arin for one to two weeks. Hence, menadione sodium 
bisulfite is the preferable antagonist (1) when an exces¬ 
sively prolonged prothrombin time needs to be brought 
back into the therapeutic range but not below it and (2) 
when a patient who is hypersensitive to bishydroxy¬ 
coumarin has excessive hypoprothrombinemia after the 
usual induction doses. Vitamin is the preferable 
antagonist when it is desired to terminate the hypopro¬ 
thrombinemia as rapidly as possible, for example, if 
bleeding occurs or emergency surgery becomes neces¬ 
sary. 

The differences in effectiveness of vitamin K, and 
menadione sodium bisulfite are even more marked when 
the hypoprothrombinemia is due to use of anticoagulant 
No. 63. Our studies of comparative effects of the two 
antagonists on each of 10 patients showed that the aver¬ 
age shortening of the recovery period was only one day 
when menadione bisulfite was given but was almost five 
days when vitamin Ki was given. Rapid restoration of 
the prothrombin time to normal or near-normal levels 
occurred in 24 hours in all but one of 26 other patients 
given 500 mg. of vitamin Kj orally regardless of the 


Table 2. —Persistence of Hypoprothrombinemia After 
Cessation of Administration 


Anticoagulant Drug 

Bishydroxycoumarin . 

Ethyl biscoumacetate. 

Anticoagulant No. 03. 


No. 

Patients 

59 

22 

22 


Days (tom fso 

Dose ot Dm? 
to first Sora!l 

Protlirornt.'O 

Time 



2-5 ® 


5-14 


duration of therapy with anticoagulant No. 63 or “■ 
degree of hypoprothrombinemia when the antagonist 
given. Menadione sodium bisulfite was effective in brins 
ing an excessively prolonged prothrombin time bac ' in 
the therapeutic range in two-thirds of the cases m b ■ 


was used for this-purpose. _ . 

After cessation of the administration of ethyl ms 
umacetate. the prothrombin time 
near-normal levels in one or wo days in most cas 












RUPTURED UTERO-OVARIAN \T:INS—^HODGKINSON 


277 


>-!i Vol. 148, No. 4 

'Because oi difficulty in teinducing conapatable degrees of 
hypoprothrombinemia in the same patient with identical 
doses of this anticoagulant, it is difficult to determine 
the effectiveness of the antagonists. Use of menadione 
sodium bisulfite seems to accelerate slightly the return 
to normal, particularly if the prothrombin time is pro¬ 
longed beyond the upper limit of the therapeutic range. 
It is questionable whether vitamin Kj given orally is 
. more effective, but if given intravenously it may be 
slightly more effective as an antagonist for ethyl bis- 
coumacetate. 

Experiments on animals have indicated that when 
i extreme degrees of hypoprothrombinemia were induced 
i' and maintained with anticoagulant No. 63, less bleed¬ 
ing was encountered than when similar degrees of hypo- 
;; prothrombinemia were induced and maintained with 
bishydroxycoumarin. With adequately controlled anti¬ 
coagulant therapy comparable situations should not be 
encountered in human beings. Among the 100 patients 
treated with anticoagulant No. 63, we encountered one 
instance of major bleeding (from a recent surgical 
wound) and five instances of minor bleeding. Among 
the 50 patients treated with ethyl biscoumacetate, we 
encountered one patient who had major bleeding (also 
from a recent surgical wound) and two who had minor 
bleeding. Among the 100 patients treated with bishy¬ 
droxycoumarin, 1 patient had major bleeding (also from 
a recent surgical wound) and 3 had minor bleeding. The 
major bleeding was controlled by appropriate treatment 
with antagonists in all three instances. Thrombosis of 
minor degree developed once during treatment with ethyl 
biscoumacetate, and no instance of thrombosis or em¬ 
bolism was encountered among the 100 patients during 
trcatihent with anticoagulant No. 63, or in the patients 
treated with bishydroxycoumarin. While the total number 
• of cases reported in the literature in which these two new 
; drugs have been used is too small as yet to warrant con¬ 
clusions, it is probable that if comparable degrees of 
therapeutic hypoprothrombinemia are induced and 
maintained the use of either ethyl biscoumacetate or 
anticoagulant No. 63 will afford the same protection 
against thrombosis and be attended by approximately 
the same risk of bleeding as has been noted with the use 
of bishydroxycoumarin. 

SUMMARY 

Like bishydroxycoumarin, the new anticoagulants, 
ethyl biscoumacetate and 4-hydroxycoumarin anticoagu¬ 
lant No. 63, induce hypoprothrombinemia, which is of 
variable degree in different patients. For each of the three 
drugs one-stage determinations of prothrombin time are 
necessary as a guide to amount and frequency of dose in 
each individual patient. Ethyl biscoumacetate acts 
more rapidly and its effect disappears more rapidly when 
administration is discontinued. In our experience these 
potential advantages are offset to some degree by greater 
difficulty in maintaining the prothrombin time within the 
therapeutic range, particularly during the first two weeks 
of therapy because of a tendency to greater fluctuations 
in the hypoprothrombinemia from day to day. 

Anticoagulant No. 63 produces a somewhat more 
consistent hypoprothrombinemia with less tendency to 
fluctuations from day to day, but the hypoprothrombi¬ 


nemia lends to persist for a longer period after admini¬ 
stration of the drug is discontinued. Vitamin K, is a 
strong antagonist for both bishydroxycoumarin and anti¬ 
coagulant No. 63 and is almost always effective in termi¬ 
nating the hypoprothrombinemia produced by these 
drugs in 24 to 48 hours. It is probable that if comparable 
degrees of therapeutic hypoprothrombinemia are estab¬ 
lished and maintained the three coumarin compounds 
which have been discussed will be equally effective in 
preventing thrombosis, and their use will be attended by 
the same small risk of bleeding. 

102 Second Ave., S. W. (Dr. Barker). 


CLINICAL NOTES 


HEMORRHAGE FROM RUPTURED 
UTERO-OVARIAN VEINS DURING 
PREGNANCY 

UNUSUAL SYNDROME COMPLICATING PREGNANCY 
C. P. Hodgkinson, M.D., Detroit 

Massive hemorrhage from ruptured utero-ovarian 
veins during pregnancy is a neglected and unusual cause 
of sudden maternal death. My attention was first directed 
to this problem in 1944, when a 20-year-old primipara 
experienced sudden pain in the right flank on the eleventh 
postpartum day. A large mass developed in this area. 
On resection this proved to be a large organized hema¬ 
toma that extended from the brim of the pelvis to the 
level of the superior pole of the right kidney (Fig. 1). 

My attention was again focused on this syndrome by 
the sudden death of a patient in 1947. After the unevent¬ 
ful spontaneous delivery of her fourth child the patient 
failed to react from a light gas anesthesia and died in 
shock two hours later. Autopsy disclosed the abdominal 
cavity contained 2,000 cc. of fresh blood. A large hema¬ 
toma of an estimated volume of 1,000 cc. occupied the 
right posterior retroperitoneal space. A rent in the peri¬ 
toneum with laceration of the pelvic veins was discov¬ 
ered in the right broad ligament. These two cases 
prompted a review of the literature, and a number of 
interesting phases of this problem became apparent.^ 

From the study it was evident that spontaneous rup¬ 
ture of the utero-ovarian veins was a rare complication 
of pregnancy. Only 72 authenticated cases had been 
reported. Sudden unilateral abdominal pain and shock 
were the important symptoms. Traumatic parturition was 
not considered an etiological factor, as the condition 
occurred as an incident of the prepartum, intrapartum, 
and postpartum periods. The anatomic distribution of the 
hemorrhage was of three types: retroperitoneal, intra- 
peritoneal, and a combination of intraperitoneal and 
retroperitoneal. It was an extremely serious complication 


From the Department of Gynecology and Obstetrics, Henry Ford 
HospftaK 

1. Hodgkinson, C. P., and Christensen, R. C.: Hemorrhage-from Rup¬ 
tured Utero-ovarian Veins During Pregnancy: A Report of 3 Cases and 
a Review of the Literature, Am; J, Obst. &. Gjmec. 30:1112. 1950. 
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of pregnancy. The over-all maternal mortality was 
49.3%. It was also apparent that the diagnosis usually 
was not made because the possibility of such a syndrome 
was not considered. Recently a patient under my care 
suffered such a complication of pregnancy; her case 
record is reported here to emphasize some of the earlier 
diagnostic signs. 

REPORT OF A CASE 


J.A.M.A., Jan. j^., 

mentioned cord of induration was caused by edema a h v 
rhage surrounding the ovarian veins as they tnverc -1 
the left broad ligament. The dextrorotation of the 
placed these vessels anteriorly, making them accessih 
dominal palpation. After delivery of the viable infanf '' 
was made for the source of hemorrhage. ’ ^ 

A rent in the visceral peritoneum over the posterior f 
the uterus in the region of the left cornu was discovert 
inferior to the insertion of the ovarian ligament active bl r ’ 


P. K., aged 30, para I, gravida II, was delivered of her first 
baby without incident in 1949. The second pregnancy was un¬ 
eventful until the 36th week. About 3 p. m., while sitting quietly 
at home, she was suddenly struck with a severe pain in the left 
lower abdominal quadrant. Generalized abdominal soreness 
quickly developed. Urinary urgency was marked. There was no 
loss of consciousness, although she did feel faint. Reclining in 
bed afforded little relief. About 6 p. m. uterine contractions asso¬ 
ciated with increased abdominal pain became evident. She was 
admitted to the hospital about 8 p. m. Dec. 24, 1950. 

The patient was acutely distressed. Rhythmic uterine con¬ 
tractions were observed at four-minute intervals. Between con¬ 
tractions the uterus relaxed. Rectal examination disclosed the 
cervix to be undilated and uneffaced. There was a moderate 
bloody vaginal discharge. The fetal heart was easily beard. 
There was no suggestion of fetal distress. The hemoglobin value 
"'as 13 gm. (82%) and the leukocyte count 7,000. Her chief 
plaint of pain in the left lower abdominal quadrant directed 
ntion to this region. 

■’ T 1 ^ exquisite tenderness could be demonstrated by palpation. 
The borders of this extremely painful area could be sharply 
defined. So outstanding was this finding that the area was out¬ 
lined with ink (Fig. 2). Sharp rebound pain could be elicited in 
this region. It was also present over the entire abdomen. The 
enlarged uterus was an obstacle to abdominal examination, mak¬ 
ing it somewhat difficult to evaluate general abdominal tender¬ 
ness. Manual displacement of the uterus from side to side caused 
the patient to cry out with pain. Blood pressure on admission was 
112/72, and the pulse rate was 80 per minute. In the next sev¬ 
eral hours the patient was observed for evidence of shock and 
extension of the outlined area of tenderness. 

In response to 50 mg. of meperidine (demerol®) hydrochloride, 
the uterine contractions subsided. About 1 a. m., Dec. 25, 1950, 
a cord of tender induration was palpated which extended laterally 
.from the uterus through the midst of the outlined area of ten¬ 
derness. This structure gradually became more apparent in the 
next hour. No change in pulse or blood pressure occurred. Clini¬ 
cal evidence suggesting excessive blood loss, such as restless- 



. 


^•—Hematoma excised from the right flank of the first patient 
countered with hemorrhage from ruptured utero-ovarian veins during 
pregnancy. 







Fig. 2.—Skin outline of area of tenderness in patient repoilcd htn 
This area was outlined with ink and transferred to tissue paper sr. 
three points noted; umbilicus, pubic tubercle, and anterior superior sp;- 
of the ileum. This paper form was then fitted to other patients until o- 
was found with these points conforming to those of the patient. A for: 
of black paper was used for contrast. 


from a lacerated vein was observed. Occlusion of the defect w 
effected with four interrupted gut sutures. After evacuation o 
clots from the peritoneal cavity, the abdomen was closed. Bi: 
estimated volume of the hemoperitoneum was 700 cc. Her post 
operative course to recovery was uneventful. 


COMMENT 

This case report illustrates only one variation in ih; 
symptoms manifested by this unusual syndrome as a 
complication of pregnancy. It is necessary, when this 
diagnosis is suspected, to keep in mind the several pos¬ 
sible anatomic distributions of hemorrhage. 

Bleeding confined to the posterior retroperitoneal 
spaces produces unilateral flank pain. Bleeding intot’ie 
peritoneal cavity results in evidence of peritoneal irri¬ 
tation that quickly spreads to the entire abdomen, 
a combination of intraperitoneal and retroperitoneal 
bleeding occurs, the symptoms and physical findings are 
mixed. The pain of labor may obscure the sympto j 
and shock from hemorrhage may be the first evid. • 
physical finding. 

Errors in diagnosis may be avoided and matem-' 
mortality lessened if this unique syndrome of preensnc) 
is more generally recognized. 


ness, dyspnea, \V\is,v, and faintness, was not observed. On the 
basis of the abdominal findings, a diagnosis of a major intra- 
abdommal pathological lesion was made, with strong evidence 
suggesting tuptuve of the left utero-ovarian veins. 

. t tchaeavne (pontocaine®) hydrochloride spinal anes- 

cbia c abdomen was opened. The peritoneal cavity contained 
u fi^^ntity of fresh blood. Further investigation disclosed 
la e subserosal area of the left broad ligament and the left 
portion of the uterus were mhltrated with blood. The above- 


SUMMARY 

Spontaneous rupture of the utero-ovarian veto 
unique syndrome complicating pregnancy. A case^ 
ported in detail emphasizes the importance o ^ 
recognition of symptoms. Delay in ^stablisbng - 
•nosis has resulted in maternal deaths which mig 
been preventable. 

■ West Grand and Hamilton Blvd. 
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‘ PERSISTENT COMPLETE HEART BLOCK IN 

diphtheritic myocarditis 

: report . OF A CASE 


Georse C. Griffith, M.D. 
and 

Lawrence M. Herman, M.D., Los Angeles 


The development of complete heart block in diphthe¬ 
ritic myocarditis usually foretells a fatal outcome. How¬ 
ever, there are some exceptions to this rule.' When the 
patient does survive, the conduction defect usually dis¬ 
appears rapidly.- Most reports “ of persistent heart block 
are based on speculation in cases of unexplained heart 
block with a history of diphtheria many years before. 
Nevertheless, there are five case reports'' of severe con¬ 
duction defects that developed during or soon after the 
diphtheria and persisted 4 to 10 years. 

Abnormalities of the auricular beat caused by diph¬ 
theria are uncommon. An early reportof auricular 
! fibrillation transiently complicated by complete heart 
block demonstrated that the fibrillation persisted six 
months after the onset, without other evidence of heart 
disease. In a series of. 200 cases of diphtheritic myo¬ 
carditis studied by electrocardiogram," auricular fibrilla¬ 
tion was found in six. In one there was transient auricular 
flutter, and in all conduction defects were noted. Of the 
two cases with recovery, the myocarditis had been com¬ 
plicated by a complete heart block in one. Three 
months after onset the electrocardiogram was almost 
normal, and there were no clinical signs of heart disease. 
There is a recent report' of a patient dying of diphtheritic 
myocarditis after showing complete heart block, auricu¬ 
lar fibrillation, and auricular flutter and another report' 
of survival after auricular flutter and complete heart 
block, with return of the electrocardiogram to normal 
on the 47th day. 

• REPORT OF CASE 


A 37-ycar-old white woman entered the communicable dis 
ease unit on May 26, 1949, the seventh day of her illness, will 
marked respiratory embarrassment due to nasopharyngotrachea 
cfipthcria. Before an emergency tracheotomy could be performet 
she had become apneic for a period of two to three minutes 
Physical examination following the tracheotomy revealed a tem 
perature of 103 F., a regular pulse with a rate of 120, and t 
blood pressure of 140/90. Aside from the membranous in 
ffammation of the diphtheria no abnormalities were found. 

The past history revealed that for a year prior fo this illnes: 
the patient had been consuming large quantities of whi.sky daiiy 
and dietary intake had been poor. There were no symptoms sug 
gestivc of rheumatic fever or hypertension. 

Cultures from the throat and trachea were positive for Coryne 
bacterium diphtheriac. She had received 25,000 units of diph 
thcria antitoxin the day before admission and was given ar 
additional 40,000 units intramuscularly and 40,000 units intra 
venou.sly on the day of admission. Administration of penicillin 
100,000 units every three hours, and a 72-hour continuous, slow 
intravenous drip of 5% dextrose in water was initiated at once 
An electrocardiogram taken on the second hospital day wa: 

following day the blood pressure wa; 

On June 1 she received a blood transfusion to replace blood 
lost from the tracheotomy wound. The electrocardiogram taken 
that day .showed left bundic branch block (Fig. IB), 

On June 6 the electrocardiogram indicated a complete heart 
block, with a regular auricular rate of 75 and a ventricular rale 
01 55 (Fig. 1C). A tracing on June 16 showed persistence of 
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the block and also very low voltage of the QRS complex and 
diphasic T waves in lead CF. artd inverted T waves CF, (F'g- 2'4). 

On June 22 she was found to have a bigeminal pulse and the 
first evidence of congestive failure in that her venous pressure 
was elevated by inspection-, there were rales at both lung hasp, 
and the liver edge was 2 fingerbreadths below the costal margin. 
She was placed on a low sodium diet. The electrocardiogram on 
that day showed complete heart block with idioventricular 
rhythm coming from two foci, producing bigeminy (Fig. 2B). 

Begitmiug July 1 she experienced palatal and extraocular pal¬ 
sies with paresthesias of the legs. This was treated with large 
doses of B-complex vitamins and a 27-day course of dimercaprol 
injection ("BAL”). Except for mild, persistent tingling sensa¬ 
tions in the legs the manifestations of this complication subsided 
within five weeks. 

The electrocardiogram taken Aug. 23 showed an auricular 
flutter with an irregular ventricular rate of 34 (Fig. 2C). 

On Sept. 9 (100 days after the blood transfusion) the patient 
became jaundiced. Laboratory tests revealed an icterus index of 
50, thymol turbidity of 12 units, cephalin flocculation of 4-)-, 
albumin 3.9 gm., and globulin 2.5 gm. per 100 cc. By Oct. 10 
the clinical and laboratory evidence indicated subsidence of the 
hepatitis. However, marked retention of salt and water was evi¬ 
denced by orthopnea, pleural effusion on the right side, distended 
neck veins, enlarged liver, ascites, and ankle edema. The -venous 
pressure was 290 mm. of water, and the arm-to-tongue circula- 



LeadCEi 


A.B_ _ C 

Fig. t.—A, May 27, 1949, normal tracing; B, June 1, left bundle branch 
block; C, June 6, 1949, complete heart block. Auricular rate 75; ven¬ 
tricular rale 55; prolonged Q-T interval (0.S2 second); low voltage of 
ventricular complexes. 


tion time was 20 seconds. Cardiac fluoroscopy revealed a gen¬ 
eralized mild degree of cardiac enlargement. 

Vigorous treatment with a mercurial diuretic had been in¬ 
stituted on Oct. 1, when her weight was 122 lb. (55.3 kg.). By 
Oct. 17 her weight bad dropped to 99 lb. (44.9 kg.). Thereafter 


The Los Angeles County Coroner’s Office and Dr, Frederick D. New- 
barr. Chief Autopsy Surgeon, cooperated in the collection of data for 
this report. 
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there was a gradual increase in weight despite continued treat¬ 
ment. Her usual weight had been 115 Ib. (52.1 kg.). 

On Oct. 24 the electrocardiogram showed no change from 
the auricular flutter with what appeared to be an irregular idio¬ 
ventricular rhythm. On that day quinidine and digitoxin therapy 
was instituted. By the afternoon of Oct. 26 she had received a 
total of 21 grains (1.3 gm.) of quinidine sulfate and 1.0 mg. of 
digitoxin. At 1 p. m. she became unconscious and was immedi- 



'g. 2.— A, June 16, 1949, complete heart block. Auricular rate 60, 
icular rate 56; further decrease of voltage of ventricular complexes; 
■, onged Q-T interval; sagging ST segment in leads 1 and 2; diphasic 
waves in leads 1 and CFr. B, June 22, complete heart block with 
ventricular beats arising from two foci, producing bigeminy. C, Aug. 23, 
auricular flutter. Auricular rate 240, ventricular rate 34; very low volt¬ 
age of QRS complex. 


ately examined by a physician, who was unable to detect heart 
sounds for an unstated period. She recovered with a convulsive 
movement. The first few heart sounds were grossly irregular and 
loud. An electrocardiogram taken soon after this episode showed 
the addition of frequent ventricular premature beats to the pre¬ 
vious abnormalities (Fig. 3A). She has received no further quini¬ 
dine or digitalis preparations. 

Cardiac catheterization was performed on Nov. 11 to deter¬ 
mine whether there was an obstruction of the caval vessels 
which might have arisen from an undetected mediastinitis via 
the tracheotomy wound. The results are shown in the accom¬ 
panying table, and they were interpreted thus; "1. There was 
no evidence of any intracardiac shunts. 2. The findings by 
cardiac catheterization rule out a superior vena cava obstruc¬ 
tion. The systolic pressure was found elevated in the right ven¬ 
tricle, probably reflecting pulmonary hypertension.” 



Fig. 3.—A, Feb. 3, 1950, lead 2, auricular flutter. Complete heart block. 
B, March 10, lead 2 (sensitivity of electrocardiograph greatly increased). 
Complete heart block. C, Match 17, the auricular flutter returned. 


On Nov. 9 she was discharged to the outpatient department. 
While she has been receiving ambulatory treatment, her activity 
has been greatly limited by dyspnea. Ascites has persisted despite 
a low sodium diet and intramuscular injections of mercurial 
diuretics three times a week. She has experienced faintness each 
time she changes from a sitting to a lying position. 

Cardiac fluoroscopy and x-ray view's of the chest on Dec. 3 
revealed prominence of the right atrium and the inflow tract 
of the right ventricle. The superior .vena cava was moderately 


J.A.M.A., 3an. 26, i?j, 

dilated, and both pulmonary arteries were slichtlv 
lung fields were clear. ^ wtcJ. ^v. 

Electrocardiographic studies indicate that the mcch-, ■ 
the auricular beat continues to change. On March 10 Ip'-fT 
flutter previously present had been replaced by a slow 
beat arising from several different foci (Fig. 3B) One ii >4 f'' 
the auricular flutter had returned but with the 'p (or fis Mi 
waves opposite in contour from those of the former Jllr, 
flutter (Fig. 3Cj. During these changes in the aurides^h>x 
tricks continued to beat at about the same slow som' f' 
irregular rate, and the ventricular complexes were of vm'i 
voltage, with a long Q-T interval. ^ 

When examined on March 19, 1950, the patient appear, 
somewhat undernourished and weighed 112 lb. (50.8 kc) B 
pulse rate was 32, the blood pressure was 150/80, and shea 
hibited moderate dyspnea'when lying flat. The neck and arr 
veins remained distended when elevated. There was a spi'- 
nevus on the neck. The heart was not enlarged to palp.ition o 
percussion. The heart sounds varied in intensity. A (Irade 1 
poorly transmitted, systolic murmur was audible at the' an*' 
The lungs were normal. Shifting dullness was present in ft 
abdomen, but the amount of ascitic fluid was less than on pri 
vious examinations. The liver was enlarged, mainly in the Id 
lobe, to 7 cm. below the costal margin. It was firm, nontendp 
and grossly lobulated. There was no edema at the ankles. Th 
venous pressure was 320 mm. of water. The arm-to-lung circi 
lation time was 16 seconds, and arm-to-tongue time w.n 5 .j 
seconds. The thymol turbidity reaction was 3 units, the cephali 
flocculation was negative; the albumin 5.4 gm. and the globuli 
2.8 gm. per 100 cc. 


Data Obtained During Catheterization 
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Oxygen 
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Right ventricle . 
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iO.! 

Superior vena cava... 
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m 

Pemoral artery . 

. . 

H.O 

.... 



U.l 

80,(1 

Coronary sinus .. 

12 —10 

4.1 




3.7 

»2Ji 


Oxygen capacity = 17.58 vol. % 


No change in her condition was noted on succeeding «cell) 
examinations. On May 15, 1950, she died without warning 
conversing quietly with her brother. Her attending physician 
were not contacted, and the autopsy was 'performed by tfe 
coroner’s office. Unfortunately, the autopsy surgeon was ui 
aware of the clinical features of the case, and only a routir 
examination for cause of death was done. 

Gross autopsy, by Dr. Victor Cefalu, revealed about 600 c 
of clear fluid in each pleural cavity, 150 cc. in the pericardl 
cavity, and about 3,000 cc. in the abdominal cavity. The luni 
were edematous. The heart was of normal size except for 
slight hypertrophy of the left atrium. The valves were thin at 
pliable and appeared to be competent. The coronary sysie 
showed no abnormality, and the musculature was grossly m 
mal. The liver showed slight chronic passive congestion. T 
abdominal organs were otherwise normal. The spleen » 
slightly enlarged, to about one and one-fourth times its norm 
size. The kidneys were slightly enlarged; the markings well pi 
served, and the surface smooth. The ovaries were surgicS' 
absent. ^ 

Single sections for microscopic examination were taken uo 
the lung, heart, liver, kidney, and spleen. These were 
by Dr. Hugh A. Edmundson. He reported that the on > 
tion of myocardium available was apparently taken from 
left ventricle and included the entire thickness. No change 
seen in the eplcardium. The vessels were free of ‘ 

cardial fibers were of normal size, and those beneath 
cardium showed no change.^ Only near the endocar lu ^ 
there any changes present. These consisted of thickening 
connective tissue, especially around the veins. In ^ 

areas there had been obvious replacement of museJe no , 
occasionally a few hyaline-appearing amorphous mass , 
undoubtedly represented remnants of muscle, were 
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4) Taking the section as a whole, it appeared that less than 3% 
of the muscle was involved in any recognizable microscopic 

Inihe lung there was hyperemia of the capillaries, veins, and 
arteries. The alveoli contained great numbers of pigment-filled 
macrophages. The alveolar septa appeared only slightly thick¬ 
ened. , , , • j • 

There was a normal arrangement of the central vein and peri¬ 
portal spaces in most of the lobules of the liver. A few lobules 
were partly replaced by loose connective tissue containing widely 
spaced, thin-walled vascular channels. Many of the periportal 
spaces had increased amounts of connective tissue containing 
a few round cells and a moderate degree of proliferation of 
the bile ducts. The central veins and sinusoids were moderately 
distended, indicating congestive failure. The histological appear¬ 
ance was that of healed hepatitis in which there had been some 
fibrous replacement of necrotic liver tissue. 

In the kidney there was a pattern of scarring which was some¬ 
what sheet-like in character just beneath the capsule and which 
extended through the remainder of the cortex in a linear fashion, 
leaving parallel rows of more or less uninvolved renal par¬ 
enchyma. Beneath the cortex there were many hyalinized 
glomeruli and a moderate degree of round cell infiltration. In 
the linear areas of scarring, no cellular infiltration was appar¬ 
ent. Several tubules in these areas were filled with pigmented 
casts and an occasional one with calcified material. The arteries 
and arterioles appeared essentially normal, except that where 
they are involved in the areas of scarring they appeared some-- 
what sclerotic and distorted. The glomeruli outside the areas 
of scarring appeared normal except for an occasional one that 
was hypertrophied. The same was true of the tubules. There 
had obviously been greater damage to the kidney near the cap¬ 
sule. This type of renal involvement is not characteristic of the 
common forms of renal disease and most probably represents 
healed lower nephron nephrosis. 

COMMENT 

Survival after major conduction defects in diph¬ 
theritic myocarditis has been explained ^ on the assump¬ 
tion of localization of the toxin in only a small area of 
the heart which includes the atrioventricular node or its 
bundles. In this case there was ample clinical evidence 
of widespread cardiac injury in the low voltage of the 
ventricular complexes and the persistent evidence of 
cardiac failure. It is most unusual for the heart to with¬ 
stand such damage. It was assumed that a large portion 
of the myocardium had been replaced by fibrotic con¬ 
nective tissue. Although such changes were minimal in 
the section available for microscopic study, it may not 
have been representative, especially since the scars are 
usually focal. The diffuse damage to the conductivity 
and the changes in the irritability of the heart may be 
correlated with the subendocardial localization of the 
disease process as seen on the section. These changes 
undoubtedly culminated in death through asystole. 

The usually accepted pathological changes in diph¬ 
theritic myocarditis ® are an initial hyaline and granular 
degeneration, followed in turn by cellular infiltration and 
fibrotic scarring with hypertrophy of adjacent muscle 
fibers. Occasionally fatty degeneration is seen. These 
fibrotic changes ordinarily are progressive up to about 
the fifth week. There seems to be no specific affinity for 
the conductive mechanism. The end result may be either 
complete regeneration or varying degrees of fibrosis. In 
the few cases in which examination was made after rela¬ 
tively prolonged illnesses, small focal scars were seen 
with occasional small mural thrombi. There has been no 
previously reported pathological examination in a case 
continuing to exhibit the effects of the myocarditis for 
the 12-month period observed in the present case. 


The changes found in the liver are those expected from 
the complication of homologous serum hepatitis which 
had occurred eight months before death. The fibrosis was 
not generalized enough to explain the predilection to 
accumulate fluid in the abdominal cavity rather than in 
the subcutaneous tissues of the legs. There were no clini¬ 
cal occurrences during the period of observation or in 
the carefully elicited past history to account for the un¬ 
usual microscopic appearance of the kidneys. It is felt 
that the changes were not diffuse enough to lead to renal 
failure. 

The nearly disastrous results from the use of quinidine 
and a digitalis-preparation in the case reemphasizes the 
rule that these drugs are not indicated in the myocardi- 
tides. However, Engle ^ reports favorable results from 
digitalis in diphtheritic myocarditis and recommends 
more frequent use of this drug. We feel that digitalis pro¬ 
vides no beneficial effects in this condition and may serve 
to further embarrass the conduction system or increase 



Fig. 4 .—Myocardial fibrosis one year after diphtheria'. 


the irritability of the myocardium to produce ventricular 
arrhythmias. Quinidine, of course, is contraindicated in 
complete heart block. At the time it was employed in this 
case the rhythm was interpreted as auricular flutter with 
varying ventricular response. We now believe that there 
was a complete heart block with idioventricular rhythm 
and that the period of asystole was caused by reduction 
of myocardial irritability by the quinidine. However, the 
possibility remains that there was ventricular fibrillation 
during the period when no heart sounds were heard. 

The alterations in rhythm have been interpreted “ as 
indicating inactivation of both the sinus and the atrio¬ 
ventricular nodes by the diphtheritic toxin. Various 
ectopic foci in the atria are competing for dominance and 
when a focus becomes irritable enough to initiate im¬ 
pulses at a speed of about 250 a minute the flutter pat- 


8. in, K. Y., and Huang, C. H.-. Myocardial 'Necroaia in Diphtheiia. 

1941. Gore, I.; Myocardial Changes in Fatal 
of Observations in 221 Cases, Am.’J. M. Sc. 2151 
257-266, 1948. Warlhin, A. S.: The Myocardial Lesion of Diphtheria, 
J. Infect. Dis. ,35 : 32-66, 1924. 

Pt-iormetal, M.: Personal communication to the authors. Pritumetal, 
M.; Corday, E.; Brill. I. C.; Sellers, A. L.; ObUth, R. W.; ' . A., 

M*<^l’anism of the Auricular Arrh atlon 

1:241-245, 1950. -/ .. 
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tern is established. Since changes in auricular irritability 
continue, it is probable that the reaction to the insult 
from the toxin has not become quiescent. 

SUMMARY 

An unusual case of diphtheritic myocarditis is pre¬ 
sented with autopsy findings. The unusual features are 

(1) variations in the conduction and irritability of the 
heart continuing for many months after the acute process; 

(2) persistent clinical evidence of myocarditis, namely, 
low voltage of QRS complexes, arrhythmia, and chronic 
congestive failure, and (3) survival for 12 months de¬ 
spite a complicating hepatitis, with death eventually from 
sudden cessation of heart beat—a direct result of the 
diphtheritic damage. The autopsy findings, although 
somewhat incomplete, showed a relatively small amount 
of degenerative change in the myocardium. 

Cardiology, Box 25, Los Angeles County Hospital, 1200 N. 
State St. (Dr. Griffith). 


THROMBOPENIC PURPURA FOLLOWING 
USE OF DIGITOXIN 

Herbert Berger, M.D., Staten Island, N. Y. 

Blood dyscrasias are common complications of the 
use of numerous medicaments. Recently, severe throm- 
bopenic purpura developed in a patient under my care 
who had rheumatic carditis. Ultimately this hemorrhagic 
mte was shown to be caused by digitoxin. A thorough 
Mivey of the literature and of several papers on digitoxin 
lOxicity ^ failed to reveal a single instance of the associ¬ 
ation of thrombopenic purpura with use of digitoxin. 

REPORT OF A CASE 

The patient, a woman, aged 70, was first seen at the clinic 
on March 18, 1950, with complete congestive heart failure. She 
had had several attacks of a disease called “inflammatory rheu¬ 
matism” (luring her childhood, but careful questioning disclosed 
that in the attacks several joints were swollen, red, and painful 
in succession, symptoms indicating typical migrating polyarthri¬ 
tis. She was treated, as was the custom 50 years ago, with poul¬ 
tices and pills and was allowed out of bed as soon as the joint 
inflammation subsided. On one occasion, at about the age of 
16, she apparently had to return to bed several times when the 
disease reappeared after it had apparently been cured. She had 
had no idea that her heart was damaged, having had no symp¬ 
toms until one year before her admission. At that time shortness 
of breath and a cough developed, which were treated with pow¬ 
dered digitalis leaf and expectorants. She had no treatment dur¬ 
ing the ensuing year, but she found herself needing more rest. 

Director of Medicine, the Medical Service of the Richmond Memorial 
Hospital and the Berger Clinic. 

1. Burwell, W. B., and Hendrix, J. P.; Digitalis Poisoning, Am. J. Med. 
8 : 640-657, 1950. Flaxman, N.: Digitoxin Poisoning: Report of 30 Cases, 
Am. J. M. Sc. 2 16: 179-182, 1948. Fremont, R. E., and King, H.: 
Digitoxin Causing Ventricular Tachycardia with Peripheral Vascular Col¬ 
lapse; Report of an Unusual Case, J. A. M. A. 143: 1052-1054 (July 22) 
1950. Goldman, A. M.; Digitoxin or Digitalis Leaf; With Special Ref¬ 
erence to the Toxicity of Digitoxin, New Orleans M. & Surg. J. 102 : 618- 
626 (June) 1950. Master, A. M.: Digitoxin Intoxication, J. A. M. A. 
137: 531-534 (June 5) 1949. Cushny, A. R.: The Action and Uses in 
Medicine ot Digitalis and Us Allies, London, Longmans, Green & Co., 
19W. Edens, E,: the Digitalisbehandlung, ed. 3, Berlin, Urban & 
Schwarzenberg, 1948. Luten, D.; The Clinical Use of Digitalis, Spring- 
field, 111., Charles C Thomas, Publisher, 1936. Movitt, E. R.: Digitalis 
and Other Cardiotonic Drugs, ed. 2, New York, Oxford University Press, 
j 1949, pp. 35-36. Robinson, G. C.; The Therapeutic Use of Digitalis, 
j Baltimore, Williams & Wilkins, 1923 Weese H.; Digitalis, Leipzig, 
I Georg Thiemc, 1936. ' ’ 
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becoming increasingly short of breath, and, finally in the . 
before admission, her legs had been swollen. ’ 

Physical examination disclosed all of ' 
of cardiac failure, with edema to th 
ascites, and rales at the bases of both 
cyanotic and was so dyspneic that she lui a oreath ah 

speaking two or three syllables. The pulse rate was rapid 4n! 
156 per minute and totally irregular, with an almost iniudiht 
double murmur at the apex. Fluoroscopy disclosed a genenlbn 
enlargement affecting particularly the left auricle, which nrtv 
jected to either side of the heart shadow on the anteropostcrim 
view and sharply displaced the esophagus posteriorly and to th- 
right. The right ventricle was also enlarged. An electrocardieg 
gram showed rapid fibrillation' with right axis deviation.' The 
diagnosis was rheumatic heart disease with an enlarged heart 
including left auricle enlargement (3-)-), right ventricle enlarge¬ 
ment (2-j-), mitral insufficiency and stenosis, and auricular fibrii- 
lation, class 4-E. 

In the hospital, with bed rest, daily mercurial diuretics, a salt- 
poor regimen, and digitoxin the patient rapidly became com¬ 
fortable. She lost 28 lb. (12.7 kg.) of edema fluid, and the pulse 
rate was reduced to 82 per minute with no pulse deficit. Fibrilla¬ 
tion continued. The murmurs were more audible. The patient 
was discharged on April 8, 1950, on a maintenance dose of 

3 mg. of digitoxin orally per day, 2 cc. of a mercurial diuretic 
twice weekly, a salt-poor regimen (permitting approximate!) 
2 gm. per day), and was advised to rest 12 hours daily. Sedation 
with 1.5 grain (0.1 gm.) of phenobarbital was used nightly. 

Four weeks after discharge, on May 5, 1950, she complained 
of bleeding gums. Examination revealed several purpuric spots 
in the mouth and one near the anterior pillar of the fauces on 
the right that was actually bleeding. The skin showed numerous 
purpuric spots over the trunk and the extremities. A capillars 
fragility test (Rumple-Leede) was positive. The spleen was pal¬ 
pable 1 fingerbreadth below the costal margin and was soft. 
The bleeding time was over 1 hour, and the coagulation time was 

4 minutes. The blood count showed 2,720,000 red blood cells, 
hemoglobin 6.5 gm., 6,200 white blood cells with a normal dif- 
erential count and 42,000 platelets. The white cell series was 
normal. The bone marrow showed a normal number of mega- 


the peripheral cvideaccj 
e thighs, hepatomcgalv 
lungs. She was disiincth 

r^oiieft/4 _ 1__ .4 < 


karyocytes, but many were fragmented. There were a few islands 
of erythropoietic activity. The anemia was probably due to bone 
marrow depression as well as to hemorrhage. 

The diagnosis was thrombopenic purpura secondary to drug 
therapy. All medicaments were stopped, and a total of 4,000 cc, 
of blood was transfused over a four-day period, when the plate¬ 
lets began to increase. The Rumple-Leede test was negative 
w'hen the platelets reached a level of 104,000. The patient began 
to gain weight slowly and to show evidence of impending con¬ 
gestive failure, so cardiac therapy was again instituted on May 
12, 1950, with every medication changed. To avoid repetition of 


he purpura the new agents were introduced one at a time, so 
hat the offending drug or drugs might be discovered more 
luickly. Mercurial diuretics were started first. She needed injec- 
ions every 48 hours to remain free of edema. The mcrcuri-i 
n the first instance was meralluride injection (mercuhydria ; 
rhe second mercurial was mercaptomerin (thiomerin®) sodic- 
fhese were chosen because their formulas differ. No evidence'- 
surpura was present either clinically or in the laboratory. O'- 
veek later, the ventricular rate having increased to 128, 
lulse rate of 104, digitalis was again started. During theW" 
idmission the patient had received digitoxin (digitalene n4i- 
relle®) and on the second she received digoxin. Eventuaff) 
vas maintained on 0.5 mg. of digoxin daily, with no 
)f the purpura. She continued to need sedation, so pentowr ' ■ 

I grains (0.2 gm.), was prescribed each night instead 0 
ihenobarbital she had received prior to the purpuric j 
On this regimen she regained her health, at least to t c 
vhich had existed prior to the hemorrhagic compIiM™"- 
>ept. 4, 1950, she asked permission to visit a daug ^ 
leighboring city. Since she was fully compensated, pem 
,vas granted for her to make this short trip. 

Bade for her to receive her mercurial diuretic 
iOdium, 2 cc. every 48 hours), and prescriptions fo S 
pentobarbital were taken along. She was to return 
Instead, she called and asked that her prescriptions 
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' her, as she wished to stay longer. These were transmitted by 
telephone to a pharmacist. 

Ten days later she returned to this community because her 
mouth was bleeding. Reexamination disclosed a recurrence of 
the previously purpuric state. On Sept. 28, 1950, the platelet 
count was 76,000, there were 3,240,000 red blood cells, and the 
hemoglobin level was 7 gm. per 100 cc. The white blood cell 
count was not significant. The bleeding time was again unob¬ 
tainable (after one hour the finger was tightly bandaged to 
prevent further loss of blood). Coagulation time was 3>/4 min¬ 
utes. The capillary fragility reaction was positive. The medica¬ 
tion was investigated, and it was found on checking with the 
pharmacist that he had confused digitoxin with digoxin. (This 
again accentuates the dangers of telephone prescriptions.) She 
had been taking 0.5 mg. of digitoxin daily for seven days. There 
had been considerable anorexia for the past three days and some 

■ vomiting on the day bleeding was first noted. 

Treatment was again instituted with transfusions; 3,500 cc. 
was given during one week, after which the red blood cell count 
• reached 5,870,000, with 15 gm. of hemoglobin. The platelet 
: count was 128,000. There were no further evidences of hemor¬ 
rhage, and the bleeding, coagulation, and capillary fragility tests 
were normal. 

During the past four months there has been no evidence of 
' bleeding. The platelet count reached 236,000 on Jan. 17, 1951. 
However, evidence of chronic failure reappeared even with daily 
doses of the diuretic mercaptomerin sodium. This medication 
was changed to the meralluride injection used prior to the first 
attack of purpura, with no effect on the blood. This was done 
because a satisfactory diuresis failed to develop and the mer¬ 
curial diuretics did not seem to be the offending cause of the 
purpura after our experience with the digitoxin. Subsequently, 
phenobarbital was given instead of pentobarbital, with no altera- 
' tion in either platelets, bleeding or coagulation time, or the 
' capillary fragility. 

This history and clinical experience seemed to prove 

■ that the offending drug was digitoxin. While reviewing 
' the literature to determine the occurrence of this com- 
; plication of digitoxin therapy, the problem was discussed 

■ with Dr. Walter Modell, a pharmacologist at Cornell Uni¬ 
versity Medical College, who felt that since this situation 

. had never occurred before, the drug should be retested. 
This was done with considerable misgiving in view of the 
sudden severe seizures of purpura that have appeared after 

BIodiI Diila Oiirhif’ Rete.sl of Digitoxin 

'■ CoiIUU* 

Ititloti 


Dfitr 

n. li, 

nu. 

fTlIl 

t'npUhiry 

Friurllltv 

Time, 

Mill 

Time, 

Min 

Fhitclets 

1/ U'M. 

... 

ir> 

NeK. 



218,(KKi 



].'» 

Xotr. 


4 

22f;,0OO 

i/ii/.'.i. 

... 

I4.r. 

N’eg. 

4 

SVz 

170,000 

I. 

... 4,U>f»/KXI 

I4.r. 

Xcg. 

4 

3V- 

132,000 

. 

. . 4.000,1)00 

14 

Neg. 

4 

.3V<- 

104,000 

i/n;:*!.... 

... :i/i7n.ooo 


Fos. 

:i‘A: 


78,000 

. 

... 4,.100,000 

14 

XOK. 


IVlr 

124,000 


previous sensitization with aliylisopropylacetylcarbamide 
(sedormid’^).- Consequently, all other medication was 
maintained as before, and, on Jan. 9, 1951, 0.1 mg. of 
digitoxin was substituted for 0.1 mg. of digoxin in the 
daily 0.4 mg. maintenance dose, so that the patient then 
received 0.3 mg. of digoxin and 0.1 mg. of digitoxin. 
Daily counts were made to minimize the risk to the pa¬ 
tient. The results shown in the table demonstrate the 
fall of the platelet count and the ultimate appearance of 
capillary fragility and anemia. On Jan. 14 the dieitoxin 
was discontinued and replaced with mercaptomerin so¬ 
dium, and 500 cc. of blood was given slowly. The blood 
, findings returned toward normal in one week, as indi- 
, cated in the table. 


SUMMARY AND CONCLUSION 

Thrombopenic purpura developed in a patient with 
rheumatic heart disease while she was receiving various 
cardiac drugs, including digitoxin, mecurial diuretics, and 
sedatives. Subsequent experience disclosed that digitoxin 
was the offending medicament when it was inadvertently 
given to her without changing any of the other drugs she 
was receiving. Later the administration of other drugs 
given prior to the development of the purpuric state failed 
to initiate any evidence of the blood dyscrasia. Finally, 
when small doses of digitoxin were given again, the daily 
blood cell counts showed a decrease in platelets on 
the sixth day. It is concluded that digitoxin is capable, 
albeit very rarely, of producing thrombopenic purpura. 

7440 Amboy Rd., Tottenville, 

2. Wintrobe. M. W.; Clinical Hematology, Philadelphia, Lea & 
Febiger, 1942, p. 501. 


OSTEOMYELITIS OF THE CERVICAL 
VERTEBRAS AS A COMPLICATION OF 
URINARY TRACT DISEASE 


PROTEUS BACTEREMIA TREATED WITH NEOMYCIN 

Edwin J. Adlerman, M.D. - 

and 

John Duff, M.D., New York 


Osteomyelitis of the vertebras as a complication of 
urinary tract infection is a rare disease. Hurwitz and 
Albertson,^ after reviewing the literature, reported nine 
cases in 1950, including one of their own. Three cases 
not included in the previous category were reported by 
Kusunoki - in which the humerus, femur, and tibia were 
involved. The spread of infection by the venous pathway 
from the prostatic and periprostatic veins to the verte¬ 
bral veins is an excellent indirect means of transmitting 
infection to the vertebral bodies. 

We wish to add a case to this series in which cervical 
osteomyelitis was the precursor of extensive pathologic 
processes. In so doing, results with the use of a new anti¬ 
biotic, neomycin," will be described. 


REPORT OF A CASE 

A 66-year-old white physician was admitted to the hospital 
on Feb. 10, 1949, with a 10-year history of urinary calculosis 
and symptomatology including repeated attacks of bilateral 
flank pain, dysuria, frequency, nocturia, straining, and hematuria. 
An intravenous urogram on Feb. 11 demonstrated bilateral 
nephrolithiasis, left hydronephrosis, and left ureteropelvic cal¬ 
culus. Endoscopy revealed a Grade 2 to 3 prostatic enlargement, 
with intravesical intrusion and numerous vesical calculi. Resid¬ 
ual urine measured 200 cc., and the result of urine culture at 
(his time was reported as "no growth of organisms.” 

While drainage was provided by an indwelling urethral cathe¬ 
ter, urethritis developed; vesicolithotomy and suprapubic cys- 


from the Department of Urology. Morrisania City Hospital 
1. Hurwitz, A., and Albertson. H. A.: Cervical Osteomyelitis and 
VI Infection Caused by Escherichia Coll. New England J 

Med. 24 3 : 562-563 (Oct. 12) 1950. 
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totomy were performed on Feb. 17. On the following day 
shaking chills and a temperature rise to 104 F. occurred, despite 
administration of penicillin and sulfadiazine. At this date both 
blood and urine cultures revealed Proteus vulgaris; the postop¬ 
erative coupe was stormy, with severe bacteremic symptoms. 
Streptomycin was not efficacious, and the infection was finally 
controlled with large oral doses of aureomycin. 

Severe cervical pain occurred early in March, 1949, and on 
March 23 roentgenographic examination of the cervical spine 
revealed extensive destruction of the fourth and fifth cervical 
vertebras, with moderate involvement of the intervertebral disk 
between these segments. Three weeks of cervicospinal extension 
followed by continuous wearing of a neck brace promoted re¬ 
covery, and the patient was discharged, on cystotomy drainage, 
on April 27, 1949. 

The patient was readmitted on June 20 complaining of chills 
and fever of one week’s duration; microscopic examination of 
the urine showed 30 white blood cells per high-power field, and 
the urine culture was reported as P. vulgaris. Excretion urog¬ 
raphy demonstrated fair bilateral appearance of the dye, with a 
large left renal calculus at the ureteropelvic junction. Roentgeno¬ 
grams of the cervical spine revealed fair healing of the previous 
osteomyelitic process. 

Despite aureomycin administration, the course became septic, 
and on June 29, 1949, left renal block occurred, with tempera¬ 
ture elevation to 106 F. A left pyelolithotomy and nephrostomy 
were performed; a large calculus, measuring 3 by 3 by 2 cm. 
was removed from the pelvis and 30 cc, of thick pus was evacu¬ 
ated. Culture of the latter material again revealed P. vulgaris, 
and penicillin and streptomycin were administered. 

The postoperative course was uneventful; the nephrostomy 
tube was removed on the 4th day, and the wound was well 
healed by the 10th day. He was discharged on July 11, 1949, 
still on cystotomy drainage, with urine cultures still positive for 
P. vulgaris. Maintenance therapy with methenamine mandelate 
(mandelamine®) was ordered. 

The third admission, for second-stage suprapubic prostatec¬ 
tomy, was on Aug. 23, 1949. The prostate was Grade 2 in size 
(per rectum); prostatic smear revealed 20 white blood cells per 
high-power field, and the urine contained 20 white blood cells 
nder similar magnification. The blood morphology was ade- 
uate, and the blood urea nitrogen level was 20 mg. per 100 
cc. An intravenous urogram demonstrated appearance of the 
dye in good concentration bilaterally within five minutes, with 
relatively normal pelvic contour. In the right renal parenchyma 
was a pea-sized opacity. Urine culture was reported as strep¬ 
tococci overgrown by P. vulgaris. 

On Aug. 26, suprapubic enucleation of the prostate was 
performed, and the prostatic fossa was packed with one roll of 
starch packing. Postoperatively, both penicillin, 300,000 units 
daily, and chloramphenicol (Chloromycetin®), 2 gm. daily in 
divided doses, were administered. Despite these antibiotics, a 
chill and temperature rise to 104 F. occurred on the first day 
after surgery, and epididymitis developed on the left on the 
third postoperative day, Aug. 28. Sulfadiazine and streptomycin 
(1 gm. daily) were added to the therapy, but because of severe 
nausea on Sept. 1 all oral medications were discontinued, leav¬ 
ing control of infection dependent upon penicillin and strepto¬ 
mycin. The course remained septic, the cystotomy tube was re¬ 
inserted after the removal of the packing on the 4th day, and 
epididymitis developed on the right on Sept. 5, the 11th day. 
Antibiotic therapy was continued, and the pathologic process in 
both epididymides appeared to be subsiding when, on Sept. 11, 
the 16th day, a shaking chill and temperature rise to 105 F. oc¬ 
curred. Bilateral orchiectomy suggested by us had been refused. 

This episode marked the inception of a septicemia which per¬ 
sisted for a full month, resisted all medication, and was char¬ 
acterized by two to three shaking chills daily. 

A Gram stain of the urinary sediment on Sept. 13 showed 
Gram-negative rods and Gram-positive cocci; on Sept. 17, 
1949, blood culture was reported as Staphylococcus aureus, 
streptomycin was discontinued, and penicillin as previously ad¬ 
ministered plus aureomycin (250 mg. four times daily) was 
ordered. Cystoscopic examination on Sept. 20 failed to reveal 
any marked renal pathology, but P. vulgaris was cultured from 
the left renal urine. 


LA.M.A., Jan. 26 , jj,. 

In the period from Sept. 22 to 28 signs of bacteremia 
apparent. Petechiae were noted on both lower cxtremiiir 
junctivas, and mucous membranes. No cardiac murmurs’ 
present, but endocarditis was definitely suspected Bloni 
nitrogen was 23 mg. per 100 cc., and suprapubic drainw-'!"^ 
adequate. Blood cultures taken on Sept. 19 and ■>■> 
ported as positive for a bacillus of the Escherichia'wli'cL'" 
either Aerobacter aerogenes or P. vulgaris. The organism in 
not give typical fermentation reactions, probably as a result of 
previous therapy. During this time and up to Oct. 3 1949 , 1 ' 
following drugs had no effect; ' ’ ^ 

' 1. Chloramphenicol, 6 gm. daily administered orallv is-v 
22 to 28); ^ 

2. Streptomycin, 2 gm. daily administered intramuscnhri, 

Sept. 23 to 28); ' ■ 

3. Aureomycin, 2 gm. daily administered intravenomh r 
leucine (Sept. 30 to Oct. 3); 

4. Sulfadiazine sodium, 5 gm. daily administered intraver 
ously (Sept. 28 to Oct. 2); 

5. Gantrisin,® (3,4-dimethyl-5-sulfanilamido-isoxazok), 6 pir 
daily administered orally (Oct. 2 to 7). 

Sensitivity tests on organisms isolated from urine and Wooi 
on Sept. 19, 22, and 23 indicated slight inhibition with aiireoim 
cin in dilutions containing 50 7 per cubic centimeter, whi'l 
there was no inhibition with streptomycin in all dilutions (50 
7 per cubic centimeter through 0.05 7 per cubic centimcicr 
With chloramphenicol there was slight to no growth in dili 
tions ranging from 125 7 per cubic centimeter to 0.45 7 . Sulf: 
diazine allowed growth in all dilutions, 50 through 0.09 7 pi 
cubic centimeter. 

All attempts to isolate and note focus of infection were iij 
successful. Both epididymides then appeared normal to palp; 
tion; a chest roentgenogram on Oct. 2 was clear; no signs c 
cerebral abscess were present, and spinal fluid examinations i< 
vealed no pathologic elements. No costovertebral tendernsssc 
evidence of perirenal of subphrenic abscesses were noted, an 
grossly the urine was clear. It was, however, our opinion that ih 
patient probably had miliary abscesses of the liver, spleen, ani 
kidneys, the latter despite no evidence of renal stress, Repeats 
sensitivity tests denoted increased resistance of the organism li 
all antibiotics and sulfonamides. Recourse to neomycin was the: 
considered. 

After conversations with Dr. Waksman, a specimen of cul 
tured organism was forwarded to him. In tests in his laboratot; 
there was complete inhibition with neomycin. After this suivi: 
it was decided to try the drug. 

Neomycin therapy was begun on Oct. 7, 1949, with aefosag 
of 300,000 units daily (2,5 cc. of solution intramuscularly ever 
four hours). The clinical results were striking. The chills v.liicl 
had been occurring daily for nearly a month ceased; the paiiee 
felt much more comfortable, and his genera! condition im 
proved, although he continued to have a febrile course will 
temperatures between 100 and 102 F. during the first four dn) 
of therapy. 

Blood and urine cultures were repeated daily and were re 
ported as negative after the second day of administration of ih 
drug. No toxic reactions to the drug were noted. Urinary ouipi 
remained adequate, averaging 1,500 to 2,000 cc. daily, wilhapj 
of 8 , and blood urea nitrogen levels averaged 20 to 25 mg- f- 
100 cc. A blood transfusion was administered every other <•;- 
and the blood cell count as well as total serum proteins^ 
mained within normal limits. Unfortunately, no means 0 r * 
nary or blood serum level determination of neomycin 
available. On Oct. 10, ankle and sacral edema together w- 
right-sided cardiac failure developed. It was felt that a 
ditis had occurred, together with a slight pericardial^^ 
and administration of digitalis was instituted. Edema aW 
the pulse became regular by Oct. 13. , ^ 

On Oct. 11 the neomycin dosage had been .|p 

360,000 units daily. The patient’s general condition appM 
proved and his appetite had returned, but his L-on- 

tinued to oscillate between 100 and 101 F. and 

trolled, denoted by absence of chills and in 

urine cultures, but apparently the focus of infection 
the liver or spleen. 
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Use of the drug was continued, with no toxic manifestations 
noted' no deafness occurred. Marked weakness suddenly set in, 
and on Oct. 15, 1949, the patient died quietly in his sleep', no 
signs of either cerebrovascular accident or coronary occlusion 
were observed. 

Autopsy revealed bilateral basal pulmonary atelectasis, peri¬ 
cardial effusion, right ventricular dilatation, atheromatous 
plaques of the left aortic cusp and aorta, and no evidence of fresh 
or old vegetations. The myocardium showed moderate fibrosis, 
and culture from the sclerotic plaques revealed Gram-positive 
cocci which were found on other organs post mortem and were 
considered probable contaminants. 

Both kidneys had undergone changes incident to old pyelone¬ 
phritis, but no infarction or evidence of bacterial thrombi were 
present grossly or microscopically. Both gross and microscopic 
changes incident to chronic cystitis were noted. Both testes were 
atrophic, and the epididymides on histologic examination con¬ 
tained submucosal inflammatory cell infiltration in the tubular 
linings. 

The spleen was enlarged to three times normal size and 
weighed 600 gm.; it was adherent to the region of the diaphragm. 
Its entire superior portion was involved in a grapefruit-sized 
abscess that was well encapsulated and contained dark brown, 
viscous, purulent material which on culture grew out P. vulgaris 
identical with the organisms recovered from antemortem urine 
and blood specimens prior to neomycin therapy. No patho¬ 
logical condition was noted in the liver, pancreas, or adrenals, 
nor were there any thrombi present in the great vessels. 

COMMENT 

It is logical to assume that the cervical osteomyelitis 
was secondary to the urinary tract infection. The initial 
inhibition of the Proteus organism evidently was suffi¬ 
cient to permit bony restoration. 

That the Proteus infection was not wholly eradicated 
is demonstrated by the patient’s subsequent course and 
lack of response to other antibiotics and chemotherapy 
until neomycin was utilized. Generalized sepsis further 
complicated surgical procedure and indicated that re¬ 
moval of the prostate did not alter the, process. It is a 
matter of conjecture as to exactly when the splenic 
abscess began to form; at its inception neomycin might 
have been more effective. 

Although the blood stream and urine were sterilized, 
neomycin did not penetrate the encapsulated abscess, 
a factor which has been a bete noir of other antibiotic 
and chemotherapeutic agents. Further postulations can¬ 
not be made on the basis of one week of therapy. 

104 E. 40 St. (Dr. Adlerman). 


UevcrsUilc Heart Disease.—It is important to remember that a 
normal heart or one that is only slightly diseased may show symp¬ 
toms that are solely the expression of some extracardiac disease, 
and that this cxtracardiac condition may manifest itself entirely 
or largely in the cardiovascular system. As a result, the cardiac 
symptoms may be so marked that they completely overshadow 
the underlying e.xtracardiac disease. As a result the patient is 
often considered a cardiac invalid, whereas recognition of the 
effect of the e.xtracardiac disease with treatment directed to the 
e.xtracardiac condition usually brings about a reversibility in the 
cardiovascular symptoms. Failure on our part to recognize that 
many cxtracardiac diseases are expressed clinically through the 
cardiovascular system has led to unnecessary invalidism and 
even death. In every cardiac patient we must constantly be aware 
of the possibility that the heart itself may not be actually dis¬ 
eased, but that rather it is acting secondarily to other conditions 
in the body. It is only by recognizing these extracardiac factors 
before they produce structural changes in the heart muscle that 
the treatment of cxtracardiac disease may be instituted suffi¬ 
ciently early for the patient to be cured.—John F. Briggs, M.D. 
Reversible Forms of Heart Disease, Diseases of ihe Chesi, No¬ 
vember, 1951. 


TREATMENT OF TENIASIS WITH 
QUINACRINE HYDROCHLORIDE 

W. A. Sodeman, M.D. 
and 

Rodney C. Jung, M.D., New Orleans 

In 1940 Culbertson ^ reported the successful action of 
quinacrine hydrochloride (atabrine® dihydrochloride) in 
the elimination of the tapeworm Hymenolepis fraterna 
from mice. He described the ready penetration of the wall 
of the small intestine by the drug, particularly in areas 
where the parasite is found. Later, in 1946, Sacco- 
manno = reported the use of quinacrine in infestations 
with Taenia saginata. We have used quinacrine with 
success in the treatment of 11 patients with teniasis. Be¬ 
cause reports of the effectiveness of quinacrine in such 
infestations are chiefly in the Latin American literature,^ 
we are recording our experiences with this drug. 

The general plan of treatment that we have followed 
is adapted from that described by Saccomanno and 
Rivero. On the day preceding treatment the patient re¬ 
ceived a milk diet with the expectation that roughage 
would be eliminated from the gastrointestinal tract, leav¬ 
ing the worm adequately exposed to the action of the 
drug. We have not established whether this procedure is 
essential. About 3 p. m. that day, a purge was given to 
some of the patients. This usually consisted of castor oil 
or magnesium sulfate. This not only eliminated roughage 
from the bowel but supplied a guide to the patient’s re¬ 
quirements for active purgation. On the morning of treat¬ 
ment a cleansing saline enema was given. An hour after 
the enema, the patient was given 0.6 to 1.2 gm. of quin¬ 
acrine hydrochloride, the dose being adjusted according 
to the age and size of the patient. Because of the nausea 
sometimes produced by the drug, 0.8 gm. was used as 
the upper limit, except in the first patient. Two of the 
0.1 gm. tablets of quinacrine were given every five min¬ 
utes with a little water until the entire dose had been 
taken. If the drug had previously produced nausea and 
vomiting in a particular patient, sodium bicarbonate was 
added to the water when the medication was repeated. 
Two to four hours after administration of the drug, the 
purge was repeated and the dose modified, if necessary, 
on the basis of the experience of the previous day. Food 
was withheld on the morning of treatment until after a 
bowel movement was obtained. 

The above schedule is somewhat arbitrary in some 
respects, and we are not sure that all the conditions pre¬ 
scribed are essential. We were anxious, however, to test 
the efficacy of a reported program before we modified it. 
It IS likely that the milk diet of the preceding day is riot 
necessary, and it is likely that the patient may be able to 
take fluids immediately after the quinacrine has been 

From the Department of Tropical Medicine and Public Health, School 
of Medicine, The Tulane University of Louisiana. 

1. Culbertson, J. T.: The Hlimination of the Tlipeworm Hymenolepis 
Fraterna from Mice by the Administration of Atabrine, J. Pharmacol. & 
Exper. Therap. TO: 309, 1940. 

2. Saccomanno, T. G,; Nuevo tratamiento dc la teniasis, Prensa mid. 
argent. Sa: 1657, 1946. 

3. Saccomanno.’ Nogueira Rivero, G.: La atabrina y la Taenia saginata, 
Hotizontes mid. 4 : 73, 1947. Hernandez Morales, F.: The Treatment of 
Taenia saginata with Atabrine, Puerto Rico J. Pub. Health SSsTB, 1949. 
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given. Purges other than castor oil or magnesium sulfate 
may be more desirable. These cathartics were used in 
order to duplicate the procedure recommended by pre¬ 
vious authors. In two patients no purge was given follow¬ 
ing the quinacrine because the drug itself produced ade¬ 
quate purgation. 

In all, the drug was administered to 11 patients with 
Taenia saginata infestation. One patient vomited the 
drug, and the full dose of 0.8 gm. was repeated after the 
vomiting. The full dose was repeated in this instance be¬ 
cause the tablets from the first administration were re¬ 
covered in the vomitus. In another patient, a white boy 
10 years of age, the first administration of the drug was 
a failure. This was the only failure in the entire group. 
This patient vomited the drug soon after its administra¬ 
tion. He was subject to severe constipation, and purga¬ 
tion was not successful. Some three months later, repeti¬ 
tion of the quinacrine, with the addition of sodium 
bicarbonate, followed by large doses of three purgatives 
resulted in passage of the entire worm. The importance 
of post-treatment purgation is thus illustrated. In one pa¬ 
tient the worm was fragmented on passage, but the head 
was recovered from the stool. In all patients the treatment 
was effective and the entire worm was obtained. 

The frequent failure of aspidium oleoresin and the 
dangers attendant on its use have led us to discard en¬ 
tirely the use of this preparation in the treatment of teni- 
asis. The prompt action of quinacrine and the benign 
character of the toxic reaction have established it in our 
opinion as the drug of choice. It is to be noted that the 
worms, when passed, had the color of quinacrine and 
were sluggishly motile. 

SUMMARY 

In a series of 11 patients with Taenia saginata infesta¬ 
tion treated with quinacrine hydrochloride (atabrine'® 
ydrochloride), the drug was effective in 10 on initial 
1 and in the 11 th patient when treatment was repeated, 
e only toxic reactions of importance were nausea and 
vomiting, which, in general, were easily controlled. 
Quinacrine appears to be the drug of choice in the treat¬ 
ment of Taenia saginata infestation. 

1430 Tulane Ave. (Dr. Sodeman). 

Corticotropin and Cortisone in Skin Diseases—Corticotropin 
and cortisone are of considerable value in the treatment of 
several serious dermatoses, such as pemphigus, systemic lupus 
erythematosus, dermatomyositis and generalized exfoliative 
dermatitis. In these diseases ACTH and cortisone represent the 
best treatment available and may save the life of the patient. 
Treatment should be started as soon as possible. 

In chronic inflammatory nonfatal dermatoses, ACTH and 
cortisone should be administered at present only to patients who 
are so ill that they are bedridden. The reason for this is the 
temporary nature of the beneficial effect produced by ACTH 
or'cortisone. Once started, this treatment must be carried' out 
for a long period of time. In patients who are not seriously ill 
the not infrequent occurrence of undesirable side-effects on pro¬ 
longed treatment may result in a situation in which the treatment 
is worse than the disease. 

Some diseases, especially atopic eczema, psoriasis and 
chronic discoid lupus erythematosus, have a tendency to re- 
1 bound so forcefully that the disease may be worse on discon- 
I tinuance of therapy than it had been before.-—Walter F. Lever, 

; M.D., ACTH and Cortisone in Diseases of the Skin, The New 

! England Journal of Medicine, Sept. 6 , 1951. 
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NEW AND NONOFFICIAL REMEDIES 

The following additional articles have been accepted m 
forming to the rides of the Council on Pharnwev and CbeJr' 
of the American Medical Association for admission to New i-' 
Nonofficial Remedies. A copy of the rules on which the Cotr '. 
bases its action will be sent on application. 

R. T. Stormont, M.D., 5crreinry. 

Chlorcyclizine Hydrochloride.—Di-Paralene Hydrochlorid,’ w 
bott.)-C..H.ClN..HCl.-M.W. 337.29.-l-(p.Ch!orobcn;h: 
drylH-methylpiperazine hydrochloride—The structural formui 
of chlorcyclizine hydrochloride may be represented as follow 


Cl- 


// \N 

-r\/ 



CH-N N-CHj •• HCI 


Actions and Uses; (See general statement on Histamir 
Antagonizing Agents). Chlorcyclizine hydrochloride has pr 
longed action and low incidence of toxic effects. Symptoma’ 
benefit from this antihistamine is somewhat more erratic th, 
from others of the group. 

Dosage: Orally, 50 mg. two or three times daily. 

Tests and Standards ,— 

Physical Properties; Chlorcyclizine hydrochloride is a white, odorlt 
crystalline solid with a bitter taste. It melts between 222.0 and 221,0 
One part of chlorcyclizine hydrochloride is soluble in 1.6 parts oi wattt, 
10.4 parts of alcohol, and in 3.6 parts of chloroform, and is praciicJ 
insoluble in benzene and ether. The pH of a 1% solution is btiwttn I 
and 5.5. 

Identity Tests: Make 20 ml. of 1% chlorcyclizine hydrochloride albli 
with sodium hydroxide T.S. and extract the liberated base with 25 ml. 
ether. Evaporate the ether on a steam bath. Dip a clean copper witt 
the oily residue and hold it in the nonluminous portion of the flame cl 
Bunsen burner: the flame turns green (presence o) chlorine). 

Prepare 25 ml. of 1 per cent chlorcyclizine hydrochloride. To 5 ml. 
this solution add 2 ml. of nitric acid and 2 ml. of silver nitrate T.S.; 
white precipitate forms (presence of halides). 

To 20 mi. of the 1- per cent solution add 20 ml. of 1% picric acid; 
fine, yellow, crystalline precipitate forms. Filter the mixture and vectist 
lize the precipitate from alcohol and dry it at 105 C for 4 hours; t 
picrate obtained melts between 215 and 219 C with decomposition. 

A 0.001% solution prepared as described later in the assay for chk 
cyclizine hydrochloride exhibits an ultraviolet absorption maKimum 
2,300 A fspecific absorbancy, E(l%. 1 cm.), 443 ± 10] and a minimi 

at 2.180 A. 

Purity Tests: Dry about 1 gm. of chlorcyclizine hydrochloride, aci 
rately weighed, for 3 hours at 120 C: the loss in weight is not mote tl’ 
2 . 0 %. 

Ignite about 1 gm. of chlorcyclizine hydrochloride, accurately vei?!;! 
the residue is not more than 0.20%. 

Assay: (Chlorcyclizine Hydrochloride) Transfer 0.25 gm. of chlorc); 
zine hydrochloride, accurately sveighed, to a 250 ml. volumetric flast a 
dilute to the mark with alcohol. Mix thoroughly and transfer 10 ml 
the solution to a 100 ml. volumetric flask. Dilute to tOO ml. with alee., 
mix well and transfer 10 ml. of the solution to another 100 ml. volumr 
flask and dilute to 100 ml. with alcohol. The final solution (0.00, 
exhibits an ultraviolet absorption maximum at 2,300 A [specific 
ancy, E(l%, I cm.), 443 + 10], 


osage Forms of Chlorcyclizine Hydrochloride 
Tablets. Identity Tests: Agitate enough of the crushed tablets Wl-- 
5 out 0,5 gm, of chlorcyclizine hydrochloride in 20 ml. of alcohol, t-- - 
ige the mixture, pipette out 10 ml. of the clear supernatant hfitu - 
Id to it 20 ml. of 1% picric acid: a fine, yellow, crystalline 
irms. Proceed as directed in the third identity test in the tnoc r 
it Chlorcyclizine Hydrochloride starting with, “Filter the mixture, s 
lUize the precipitate from alcohol . . . .” , . 

Assay: (Chlorcyclizine Hydrochloride) Weigh 20 tablets and Pf” ' 
iccurately weigh the equivalent of 50 mg. of chlorcyclizine hydf 
nd transfer it to a 50 ml. volumetric flask. Add about 25 ml. o ■ 
hake well to extract the chlorcyclizine hydrochloride and dim 
mtk with alcohol. Mix thoroughly, centrifuge and transfer ^ 
lear supernatant liquid to another 50 ml. volumetric fldsL. vi 
nl. with alcohol, mix well and transfer 5 ml. of the 5°’“ 

;0 ml. volumetric flask and dilute to 50 ml. with alcohol. 
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)[ oplical density of the final solution (0.001%> in a 1 era. quana cell with 
S a spectrophotometer at 2,300 A [specific absorbancy, E(l%, 1 cm.), 
,. 443 + 10). The amount of chlotcyclizine hydrochloride present is not less 
I' than 95.0 nor more than 105.0% of the labeled amount. 

V Tablels Di-Paralene Hydrochloride: 25 mg. and 50 mg. 
Abbott Laboratories, North Chicago, 111. 

Cyclopcntaminc Hydrochloride (See The Journal. Sept. 8,1951, 
„ p.3ge 128). 

Solution Clopane Hydrot'liloride 1%: 30 cc. and 475 cc. bot¬ 
tles. An isotonic solution containing 10 mg. of cyclopentamtne 
■ hydrochloride in each cubic centimeter. Preserved with phenyl- 
mercuric nitrate 1:50,000. Eli Lilly & Company, Indianapolis, 

' Ind. 


Aminopliylline-U.S.P. (See New and Nonofficial Remedies 1951, 
p, 297). 

Tablets Aminophylline: 0.1 gm. Mallard, Inc,, Detroit. 
Tablets Aminophylline: 0.2 gm. enteric coated. Meyer Chemi¬ 
cal Company, Inc., Detroit. 

Corticotropin (See The Journal, Sept. 22, 1951, page 325). 

Solution Corticotropin: 5 cc. vials. A solution containing the 
equivalent of 40 provisional U.S.P. units of corticotropin in 
each cubic centimeter. Preserved with 0.5% phenol. The Wil¬ 
son Laboratories, Chicago. 

Dimethyl-Tubocurarinc Iodide (See New and Nonofficial Reme¬ 
dies 1951, p. 162). 

Solution Metubine Iodide: 50 cc. ampuls. An isotonic salt 
solution containing 1 mg. of dimethyl-tubocurarine iodide in each 
cubic centimeter. Preserved with 0.5% phenol. Eli Lilly & Com¬ 
pany, Indianapolis. 

Nicotinamidc-U.S.P, (See New and Nonofficial Remedies 1951, 
p. 442). 

Solution Nicotinamide: 10 cc. vials. A solution containing 
0.1 gm. of nicotinamide in each cubic centimeter. Preserved 
with 0.5% chlorobutanol, B. F. Ascher & Company, Kansas 
City, Mo. 


Sodium Morrhuatc Injection-U.S.P. (See New and Nonofficial 
Remedies 1951, p. 169). 

Solution Sodium Morriwate 5% with Benzyl Alcohol S%: 
2 cc. ampuls and 20 cc. vials. An aqueous solution containing 
50 mg. of sodium morrhuate and 30 mg. of benzyl alcohol in 
each cubic centimeter. Sherman Laboratories, Detroit. 

lubocurarinc Cliloridc-U.S.P. (See New and Nonofficial Reme¬ 
dies 1951, p. 163). 

Solution Tubocurarine Chloride (High Potency): 5 cc. am¬ 
puls. A solution containing 15 mg. of tubocurarine chloride in 
each cubic centimeter. Stabilized with 0.1% sodium meta- 
bisulfite. Abbott Laboratories, North Chicago, Ill. 

195 lfp.” 77 )'“”‘'"^‘*‘’‘’‘ Nonofficial Remedies 

nniming 0.28 gm. of benzyl benzoate in each cubic cenii- 

Trad ma?r7l5 423 /’-'’>'*°’‘ybenzoate. U. S. 

iradcmark, 415, 423. Vanpeli & Brown, lac., Richmond, Va. 

Undecylcnlc Acld-N.F. (See New and Nonofficial Remedies 1951, 
fur^ru"'' containers and 454 gm iars A 

Hcxcstrol (Sec New and Nonofficial Remedies 1951, p 344) 
^fanlcffirinTcm;m^,^o■:^^ ^hemo Puro 

P..O Corpo,;.,Ll 
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The Council on Physical Medicine and Rehabilitation has 
authorized publication of the following report. 

Ralph E. Deforest, M.D., Secretary. 


HOLLYWOOD VITA-ROL NOT ACCEPTED 


Manufacturer; Hollywood Vita-Rol, Division of S & D En¬ 
gineering Company, 2540 North Naomi Street, Burbank, Calif. 
Mailing Address; P. O. Box 3277, Glendale 1, Calif. 

In recent years a number of devices have been promoted for 
use in establishments for slenderizing, contouring, and spot- 
reducing. The Hollywood Vita-Rol is a device of this sort. Its 
over-all appearance is that of a large rolling-pin with an electric 
light cord entering at one end. This cord leads the current into 
a heating element that heats the device from tvithin. The axial 
portion of this device is a piece of steel tubing with a hard rubber 
handle at each end. On it is mounted, by means of two ferrules, 
a second piece of steel tubing of greater diameter but shorter 
length than the first; this is covered with corrugated rubber and 
constitutes the roller. 

An advertising booklet formerly used in promoting this device 
pictured a number of sylph-like models applying the heated roller 
to their hips, abdomens, and feet. The booklet claimed that the 
device was approved by “doctors and health columnists” and 
that it could be “extremely beneficial as a body conditioner.” 
The booklet outlined a reduced-calorie diet said to provide "no 
starches,” although it included oatmeal, graham crackers, and 
whole wheat toast. 

The Hollywood Vita-Rol submitted by the manufacturer was 
tested in a clinic acceptable to the Council. In the opinion of 
the users, the temperature control was unsatisfactory and the 
device had no advantage over infrared radiation with manual 
nwssage. No evidence was obtained that this device would roll 
on fat. 


In addition it has been reported that a judgment of condem¬ 
nation was entered against the manufacturer in a federal seizure 
under the Federal Food, Drug and Cosmetic Act in the Southern 
District of California on Aug. 8, 1950, for the misbranding of 
a shipment of 60 of these devices. The charge was that “certain 
statements in the circular accompanying the device were false 
and misleading since the device was not effective for the pur¬ 
poses represented, and was not an effective treatment for the 
conditions represented. The manufacturer’s statement repre¬ 
sented and suggested that the device was effective for spot- 
reducing, rejuvenating, poor circulation, constipation, and in¬ 
somnia, and that it was effective as a body conditioner and as a 
treatment for muscular soreness.” 

The Council on Physical Medicine and Rehabilitation voted 
not to include the Hollywood Vita-Rol in its list of accepted 
devices for lack of evidence that this device would make “fatty 
tissue slowly but surely disappear" and that it had any “ability 
to reduce only those areas which nature has allowed to get out 
of hand. When this matter was brought to the attention of the 
Hollywood Vita-Rol, Division of the S & D Engineering Com¬ 
pany, the firm stated that the objectionable booklet had become 
obsolete. The question was then considered whether this device 
might be useful as a means of applying massage and warmth in 
physical therapy. As regards massage, the Council has long 
maintained that manual massage, because it is under constant 
delicate control by the masseur, is generally safer and more effec¬ 
tive than mechanical devices. As a means of applying heat to 
body surfaces, the limitations of the Vita-Rol were self-evident 
Acceptance of this device would falsely imply some belief in its 
merits as a means for massaging and warming the body if not 
for shaping and reducing. For lack of evidence that the Holiy- 
w'ood Vita-Rol could be recommended for any of these purposes 
the Council on Physical Medicine and Rehabilitation voted to 
reaffirm its original decision not to include this apparatus in its 
list of accepted devices. 
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EFFICIENCY OF THE STETHOSCOPE 

While technical improvements are constantly being 
made in newer diagnostic instruments, the traditional 
construction of the stethoscope is usually taken for 
granted. It has been shown, however, that a few simple 
changes in the specifications of the stethoscope will in¬ 
crease its efficiency significantly. 

Some years ago Rappaport and Sprague ^ demon¬ 
strated that the acoustic efficiency of a stethoscope 
increases as the length of the tubing decreases, at least 
for sound waves with a frequency between 100 and 
1,000 cps. For example, at 200 cps the intensity of the 
transmitted sound increases about 8 times as the tubing 
is shortened from a length of 26 in. (66.04 cm.) to a 
length of 3 in. (7.62 cm.). This increase in intensity oc¬ 
curs in the range where high pitched basal diastolic mur¬ 
murs of low intensity are heard and where every possible 
increase in audibility is of great clinical value. Since a 
stethoscope with only 3 in. of tubing is difficult to handle, 
these authors feel that a compromise must be made in the 
interests of convenience. They recommend the shortest 
ube compatible with convenience in use and find that a 
length of 10 in. (25.40 cm.) satisfies these require¬ 
ments. 

More recently ^ the same authors have shown that 
for cardiac auscultation the efficiency of the stethoscope 
can be increased by decreasing the bore of the usual 
commercial rubber tubing. Objective acoustical meas¬ 
urements revealed that tubing with a bore of Vs in. 
(0.32 cm.) transmits appreciably more sound energy, 
in the range between 20 and 115 cps, than the conven¬ 
tional %(; in. (0.5 cm.) bore tubing. Sounds that usually 
fall within this range and would therefore be affected 
by such tubing changes are rnitral diastolic murmurs, low 
pitched basal diastolic murmurs, the first, second, and 
third heart sounds, some systolic murmurs, and the 
auricular sound. In the range between 200 and about 
750 cps, where medium and high pitched murmurs are 


1. Rappaport, M. B., and Sprague, H. B.; Physiologic and Physical 
Laws that Govern Auscultation, and Their Clinical Application; Acoustic 
Stethoscope and Electrical Amplifying Stethoscope and Stethograph, Am. 
Heart J. »1: 257, 1941. 

2. Rappaport, M. B., and Sprague, H. B.; The Effects of Tubing Bore 
on Stethoscope Efficiency, Am. Heart J. 43:605, 1951. 

1. Tillett, W. S.; Sherry, S., and Christensen, L. R.; Streptococcal 
Desoxyribonuclease; Significance in Lysis of Purulent Exudates and Pro¬ 
duction by Strains of Hemolytic Streptococci, Proc. Soc. Exper. Biol. & 
Med. 68: 184-188 (May) 1948. 

2. Tillett, W. S., and Sherry, S.t Effect in Patients of Streptococcal 
Fibrinolysin (Streptokinase) and Streptococcal Desoxyribonuclease on 
Fibrinous, Purulent’, and Sanguinous Pleural Exudations, J. Clin. Investiga¬ 
tion 38: 173-190 (Jan.) 1949. 
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heard, the difference in efficiency between the two t v 
IS small, although the i/s in. tubing seems to have a S’t! 
advantage. Above 750 cps, tubing with a V in bopk' 
comes more efficient than either the Vs in. or the 
tubing, but this part of the auditory spectrum hasto 
importance in cardiac auscultation. Rales, however 
have some frequency components in this range InVdf 
tion to changes in tubing bore, changes in the^bore oih 
metal binaurals of the stethoscope from in. to • 
will further increase acoustic efficiency, accordiic't 
these workers. This work serves as a reminder that pc/ 
odic objective reevaluation of standard instruments anj 
procedures often proves illuminating and profitable.*^ 

STREPTOCOCCIC ENZYMATIC DEBRIDEMEM 

Some 20 years ago Tillett and his associates showed 
that hemolytic Streptococci produce a fibrin-lysing suh 
stance known as streptokinase. This product is "abun¬ 
dantly excreted into the culture medium and is leadilv 
obtainable in bacteria-free filtrates. More recently these 
investigators demonstrated that the bacteria also secrete 
or excrete a second enzymic substance, streptodornase.' 
This substance acts on desoxyribose nucleoprotein,which 
was found by these investigators to be present in purulent 
and pleural exudates, and which, together with fibrin, ac¬ 
counts for the gelatinous coagulum and course sediment 
of such material. Thus the marked ability of partial!) 
purified streptococcic preparations to liquefy such exu¬ 
dates both in vitro and within the pleural cavity of pa¬ 
tients with purulent and fibrinous pleurisy is of a dual 
nature, the purulent material containing two substrates, 
nucleoprotein and fibrin, and the Streptococci yieldins 
two substances acting simultaneously in a specific cata¬ 
lytic manner. 

Recently a number of reports have appeared concern¬ 
ing the clinical efficacy of a mixture of streptokinase and 
streptodornase in a variety of infectious processes. Thus 
Tillett and Sherry - treated 23 patients with exudative 
pleurisy associated with different types of disease by 
intrapleural injections of the enzymes. Fibrinolytic and 
proteolytic changes were demonstrable in samples of the 
exudates taken at repeated intervals after the injection. 
The effects were self-limiting after each injection. Intra¬ 
pleural depolymerization of the nucleoprotein of the solid 
sediment of the exudate was also demonstrable in a sim¬ 
ilar manner. Toxic manifestations were limited to tran¬ 
sient febrile reactions, with general malaise and a to! 
outpouring of leukocytes. 

The desirability of causing liquefaction of fibrin, o 
preventing its formation, or of resolving purulent nuclei 
protein-containing sediments, the authors argue, woul 
depend on a variety of conditions associated with ths 
pathogenesis and expected evolution of the disease ptoc 
esses. Thus, they argue, if the solid increments constitu!' 
part of an advantageous walling-off process, ' 
liquefaction of the wall might promote a spread of t 
infection in its acute phases before the patients’ immuni 
was sufficient to restrain the dissemination of the mice 
tion. On the other hand, the walling-off process may pre 
vent the introduction of antibacterial reagents of an 
munological nature, as well as antibiotic substances, m 
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the field of disease. Under these circumstances, elimina¬ 
tion of the wall might be advantageous. 

Tillett and his associates ^ treated a small group of pa¬ 
tients with diseases characterized by undesirable presence 
of fibrinous or pleural exudates by local injection of the 
lysing enzymes. These included cases with loculated post¬ 
pneumonectomy hemothorax, traumatic hemothorax, 
sterile loculated empyema, bacterial empyema, miscel¬ 
laneous chronic ulcerative lesions, and local infections, 
such as osteomyelitis and sinusitis. The method of treat¬ 
ment referred to as streptococcic enzymatic debridement 
was successful in this type of lesion. A marked thin¬ 
ning of the exudate, and outpouring of viable leuko¬ 
cytes, decrease in the number of or disappearance of the 
locally infecting bacteria, subsequent decrease or disap¬ 
pearance of exudate, and rapid regrowth of tissues and 
epithelium was noted. It was suggested that the effective 
clearing of the site of infection through enzymatic action 
renders the area permeable to humoral and cellular 
forces of both natural and specifically acquired immu¬ 
nity, or to circulating antibiotics that are capable of 
eliminating the organisms. 

Miller and his co-workers ^ reported on the use of 
streptokinase and streptodornase in 85 patients with 80 
excellent results and 5 poor results, the latter principally 
due to the fact that the blood supply to the areas treated 
in these cases was so poor that the streptokinase and 
streptodornase could not have acted. They have found 
these substances to be therapeutically active in serous, 
purulent or hemorrhagic exudates when the com¬ 
pounds could be brought into direct contact with fibrin 
or pus for a sufficiently long period. They feel that these 
enzymes offer the surgeon a new biologic approach to the 
therapy of infections and clotted hemothorax. Secondary 
closure of infected wounds and of cold abscesses can be 
carried out at an earlier period; infected denuded areas 
can be cleaned up preparatory to skin grafting, and ac¬ 
cessible clots and fibrin coats can be liquefied promptly. 
The hydrolysis of fibrin in clotted hemothorax by the 
catalytic action of streptokinase provides an effective 
means of decortication. 

Adie and Childress “ report, in a recent communica¬ 
tion, on the use of these enzymes in treatment of 23 pa¬ 
tients. The cases in which the results were distinctly 
beneficial were those of hemothorax after thoracoplasty, 
infected hemothorax after thoracoplasty, infected ab¬ 
dominal wound after laparotomy, subcutaneous tubercu¬ 
lous sinus in chest wall incision, infected hemothorax 
after stab wound, empyema after lobectomy, and tuber¬ 
culous pleural effusion. The effect was rapid and final in 
properly treated early hemothorax. In most purulent exu¬ 
dates the response was liquefaction of the thick pus, so 
that aspiration or drainage was improved. It was found 
essential that the enzymes be placed in intimate contact 
with the substrate and that a provision for adequate re¬ 
lease of the increased fluid accumulation be instituted. 
Addition of antibiotics to the enzyme solution, they be¬ 
lieve, will aid in reducing the infection in purulent proc¬ 
esses and will prevent infection in sterile hemothorax. 

DcBakey,® in his experience with 45 cases, found that 
the employment of streptokinase and streptodornase was 
particularly useful in the infected form of hemothorax, 
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because loculations are likely to occur following such 
a complication. The enzymes produced here a striking 
dissolution of the loculated areas and permitted removal 
of the material collected in the pleural cavity by means xsf 
a catheter rather than by means of open thoracotomy. 

As yet no serious toxic effects have been reported fol¬ 
lowing the use of streptokinase and streptodornase and 
since these enzymes do not affect living tissue they do not 
interfere with the formation of healthy granulation tis¬ 
sues. This new therapeutic method appears thus to offer 
a new and promising approach to the control of sup¬ 
purative infections and of hemothorax. 

MYOCARDIAL INFARCTION VERSUS 
PULMONARY EMBOLISM 

The differentiation between acute coronary throm¬ 
bosis and acute pulmonary embolism is not always 
readily established clinically. A recent report by Levine 
and Vazifdar^ emphasizes a unique medicolegal problem 
presented by two very similar cases in which death from 
acute pulmonary embolism was first erroneously attrib¬ 
uted to coronary thrombosis. The first case was that of 
a 37-year-old workman who fractured his ankle at work. 
About two weeks after a cast was applied, upper abdomi¬ 
nal pain developed, and the man collapsed and died 
within a week. Electrocardiographic findings shortly 
before death were consistent with the clinical impression 
of coronary thrombosis, and since the diagnosis was 
apparently obvious, no postmortem examination was 
performed. In the second case, a 45-year-old engineer 
suffered a painful, crushing injury to his foot and subse¬ 
quently underwent two surgical procedures. He was 
confined to bed for some five months, after which he got 
around on crutches. Nine months after the injury, pain 
developed in the chest, and he died the following day. 
An electrocardiogram taken shortly before death was 
interpreted as confirming the diagnosis of acute coronary 
thrombosis with anterior myocardial infarction. In both 
cases, the question arose as to whether the widow was 
entitled to receive compensation for the death , of her 
husband. Since it was questionable whether an accident 
could be established as the cause of a subsequent fatal 
coronary thrombosis, and since both histories seemed 
more typical of pulmonary embolism then of a coronary 
attack, at the authors’ suggestion, the bodies were dis¬ 
interred, two and one-half and five months respectively 
after death.-In each case evidence of phlebitis and of 
pulmonary embolism was sought for and found, while 
in neither was there any evidence of myocardial infarc¬ 
tion or coronary artery disease. Thus, the probable cause 
of death could reasonably be assumed to be pulmonary 
embolism, and compensation was awarded. 

3. Tillett, W. S., and others: Streptococcal Enzymatic Debridement. 
Ann, Surg. 131:12-22 vJan.) 1950. 

4, Miller, J.' M.; Ginsberg, M.; Lipin, R. J., and Long, P. H.: Clinical 
Experience with Streptokinase and Streptodornase, J. A. M. A. 145:620- 
624 (March 3) 1951. 

5. Adie, G. C., and Childress, W, G.: Experiences with Streptokinase 
and Streptodornase, Anh. Surg, 134:659-671 (Oct.) 1951, 

6, DeBakcy, M. E., in discussion on Adie, G. C., and Childress, W. G.; 
Experiences with Streptokinase and Streptodornase, Ann. Surg. 134:659*. 
671 (Oct.) 1951. 

1: Levine, S, A., and Vazifdar, J. p.; Confusion Between Acute Myo- 
cardial Infarction and Acute Pulmonary Embolism, Clarified at Autopsy 
Months After Death: An Important Medicolegal Problem, Am. J. M, Sc. 
22:623, 1951. 
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ORGANIZATION SECTION 


FEDERAL MEDICAL LEGISLATION 
The Second Session of the 82nd Congress assembled for its 
first meeting on Jan. 8, 1952. All bills introduced during the 
first session are still alive, except those on which final action 
has already been taken. The following bills of importance to 
the medical profession were introduced on the first day of the 
Second Session. —Ed. 

Emergency Maternity and Infant Care 
Representative Bosone of Utah introduced H. R. 5871 pro-’ 
posing to provide for the national defense by enabling the states 
to make provision for maternity and infant care for wives and 
infants, and hospital care for dependents of enlisted members 
of the armed forces during the present emergency. This bill 
would establish a federal-state program on a fifty-fifty matching 
basis for paying the cost of maternity and infant care for de¬ 
pendents of military service personnel up to the grade of war¬ 
rant officer. Established also on the same financial basis would 
be a program to cover the expenses of any hospital service for 
dependents. In both programs the states would be permitted 
“consistent with economy and efficiency . . . to . . . utilize 
the services of voluntary nonprofit agencies or organizations in 
the health or medical field. ...” The bill is identical with 
Senator Lehman’s S. 2237, introduced during the first session. 

Veterans—Presumption of Service Connection 

A bill proposing to liberalize the basis for establishing war¬ 
time service connection for active tuberculosis, the psychoses, 
and multiple sclerosis was introduced as H. R. 5892 by Repre- 
■sentative Rankin of Mississippi. This bill would create a pre¬ 
sumption of service connection if any of these three conditions 
developed within three years from date of discharge. At the 
present time, multiple sclerosis appearing within one year, psy¬ 
choses appearing within two years, or tuberculosis appearing 
within three years from date of discharge developing a 10% 
or more disability, establish the basis for presumption of service 
connection. 


'Mniversal Military Training 

Representative Van Zanctt of Pennsylvania introduced H. R. 
03, which would provide for the administration and discipline 
of the National Security Training Corps authorized by Public 
Law 51 of the first session of this Congress. The provisions of 
this bill are virtually the same as those of H. R. 5904, which 
was introduced by the chairman of the House Armed Services 
Committee, Representative Vinson of Georgia. 

Representative Vinson’s bill, H. R. 5904, will probably form 
the basis for a committee bill following public hearings that 
have been scheduled. Provisions in this bill of most concern to 
the medical profession follow. I. Trainees during their six 
months training period in the corps will be furnished, among 
other things, with hospitalization, medical, surgical, and dental 
care. 2. Trainees who become disabled or die in the line of 
duty would not receive benefits from the Veterans Administra¬ 
tion as do members of the military services; instead, after re¬ 
lease from the corps cash benefits would be paid them or their 
beneficiaries under the Federal Employees Compensation Act, 
which is administered by the Department of Labor. The training 
agency would not be responsible for making any determinations, 
except as to whether the injury or death was training-connected. 
3, The six months training period could be extended by the train¬ 
ing agency with the consent of the trainee, or his next of kin 
if he is incompetent,” for the purpose of furnishing hospital, 
medical, surgical, or dental care. The trainee would be trans¬ 
ferred to the jurisdiction of the Department of Labor for benefit 
determination at the earliest time consistent with the health and 
well-being of the trainee, 
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CONTRIBUTORS TO THE AMERICAN MEDIC tl 
EDUCATION FOUNDATION 

Following are the names of all individuals and orcani 7 V 
who contributed to the American Medical Education FnimiT' 
between Oct. 1, 1951, and Dec. 31, 1951. In 1952 it isp]^; 
to publish a single list of contributors to the Foundation at o' 
end of the year instead of the periodic listings that arnev^ 
during 1951. 

Contributions received at the Foundation offices after Dec 11 
1951, are being credited to the 1952 campaign. ' 


PHYSICIANS 


Alabama—1 
Tom D. Spies 

California—16 
Bruce N. Balding 
Sherman J. Beers 
Herbert C. Behrens 

F. E. Blavsdell, Jr. 
Haynes C. Byrne 
David Falk 

L. Vincent Gorrilla 
Berthel H. Henning 
Samuel C. Kahlstrom 
Clayton R. Johnson 

D. H. Murray 
R. Mel Perry 

M. A. Schmutz 
Avery E. Sturm 
Stanley R, Truman 
Stan J. Watson 

Colorado—11 
William C. Black 
Harry C. Bryan 
J. Laurence Campbell 
Joseph D. Friedland 
Garfield Hawlick 
J. G. Hemming, Jr. 

Louis U. Hewlett 
Robert C. Lewis 

G. Paul Smith 
Carl W. Swartz 
Lester L. Ward 

Connecticut—1 

E. Myles Standish 

Delaware—4 
Eugene J. Szatkowski 

B. Richard Vincent 

C. E. Wagner 
Victor D, Washburn 

District of Columbia— 1 
Ervin N. Chapman 
Florida—14 
Russell B. Carson 
Merritt R. Clements 
Julius C. Davis 
George H. Garmany 
Walter J. Glenn 
Taylor W. Griffin 
Anne L. Hendricks 
Walter B. Johnston 
William King Peck 
Francis D. Pierce 
William C. Thomas, Sr. 
Alvord L. Stone 
William Dotson Wells 
George Ashby Winstead 

Georgia—4 

Walter W. Daniel 
W. L. Pomeroy 
C. H. Richardson 
Cleveland Thompson, Sr. 

Hawaiian Islands—1 
William P. Patterson 
Idaho—I 

Harold F. Holsinger 


Illinois— it 
Otho F. Ball 
Miles J. Bielek 
, James P. Campbell 
Don L. Fisher 
Saul Halpern 
Anne H. Hopwood 
William F. Hutson 
Edward H. Leveroos 
Gordon L. Riclwrds 
Leslie O. Sale 
Matthew M. Steiner 

Indiana—4 
Alfred H. Ellison 
John J. Farris 
Forrest R. LaFolletle 
Harry D. Schell 

Iowa—7 
Paul F. Chesnul 
Arthur P. Echtern.icht 
Edward F. Hagen 
Arthur C. Richmond 
Robert S, Shane 
Clement A. Sones 
John A. Thotson 

Kansas—8 

Harwin J. Brown 
Laslo K, Chonl 
Marshall E. Clirisimann 
Franklin D. Murphy 
Laurence S, Nelson 
Wirt A. Warren 
Charles K. Wier 
Jay K. Wisdom 

Kentuckv—2 
Carl Pigman 
Fred W. Rankin 

Louisiana—2 
Guy A, Caldwell 
Harry S. Morris 

Maryland—5 
Joseph H. Bragdon 
Jacob H. Conn 
Cyrus H. Maxwell 
Lee A. Rademaker 
Harvey B. Slone 

Massachusett-s—7 
Edward B, Benedict 
Cyril E. Bonsfield 
Earl M. Chapman 
Albert A. Hornor 
Richard E. Hunter 
Stephen D. Peabody 
Harold E. Perry 

Michigan—11 
William Bromme 
Allen E. Brunson 
Kent A. Dewey 
Richard E, Dustin 
Robert J. Frost 
Gerrit J. Kemmc 
Edward D. Mairc 
Walter E. Pelcz.ir 
Gilbert B. SallonstaU 
Robert H. Trimby 
Victor M. Zerbi 
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Minnesota—13 
Donald C Balfour 
Walter G. Benjamin 
David T. Carr 
Stanley S. Chunn 
George A. Earl 
Carle H. Holmslrom 
Ludolf J. Hoyer 
Douglas L. Jacobs 
Frank H. Krusen 
Robert A. Murray 
Roy F. Pierson 
Rose! T. Seashore 
; Waller H. Ude 

Mississippi—2 
:: Isaac C. Knox 

R. A. Street 

Missouri—5 
Joseph Lcderman 

M. B. Perkins 
Wendell G. Scott 
Robert M. Smith 
J, William Thompson 

Montana—2 
Thomas M. Keenan 
Raymond F. Peterson 

• Nebraska—2 

Robert B. Bcnihack 
Joseph D. McCarthy 

Nevada—1 
Roland Stahr 

New Jersey—'13 
David B. Allman 
Raymond E. Banla 
Sidney D. Becker 
Henry Ameroy Hartwell 
Theodore S. Heineken 
Emanuel Kiosk 
Victor Knapp 
Irvinp A. Meeker 
Karl E. Morris 
John L. Olpp 
Dorothy M. Rogers 
Joseph F. SandcIIa 
Frederick J. Tookcr 

New York—57 
Carl U. Ackerman 

E. Henry Alicandri 
Francis E. Barnhart 
Emil C. Beyer 
Ellis M. Black 
Herbert H. Burger 
George A. Burgin 
Bernard J. Burke 
Joseph \V. Conrad 
Edwin C. Coyne 
Rufus D. Crain 
Gilbert Dalldorf 
Edward John Dolan 
Walter F. Duggan 
Samuel Fcdcrman 
Abraham J. Fleischer 
Edward P. Flood 
Emanuel D. Friedman 
Harold T. Golden 
Maurice F. Goldfinger 
Irving Grccnc 
William Hinz 
Morris Lowell Jampol 
William A. Jarrett 
Morris L. Jonas 
Michael Josephson 
Morris LcfT 
Walter Levy 
Vladimir Markovich 
O-scar Muller 
Edwyn W. O’Dowd 
John C. O’Harc 
Anna W. Perkins 
Tlicodorc Perl 
Moses L. Prc.’is 
Abraham Raab 
Leo S. Radwln 
William A. Roberts 


Fred V. Rockwell 
Irving R. Sagerman 
Henry M. Scheer 
Nathan Schlossman 
George Schwartz 
Herbert F. Schwartz 
Frederick R. Small 
James W. Smith 
Maxwell Spring 
Marguerite P. Sykes 
Abraham B. Tamis 
Jacob Taub 
James Tesler 
Frank H. Valonc 
Harry Dan Vickers 
Henry Vinicor 
Frederick Weintraub 
Sydney D. Weston 
Joseph R. Wiseman 

North Carolina—7 

William M. Fowlkes, Jr. 
Joseph M. Hester 
Joseph R. Hester 
Frank R, Lock 
George W. Paschal, Jr. 
O. Norris Smith 
Charles R. Welfare 

North Dakota—8 
Kent E. Darrow 
William E. G. Lancaster 
Ernest J. Larson 
Leonard W, Larson 
James T. Marr 
Clarence S. Marlin 
Richard D. Nierling 
Joseph Sorkness 

Ohio—94 

Wilmer D. Abrams 
Russell H. Barnes 
Edward H. Beilstein 
Philmour M. A. Bein 
Clarence H. Bell 
Wendell M, Bell 
Fred P. Berlin 
Paul A. Blackstone 
Theodore L. Bliss 
Lloy D. Bonar 
Max Brown 
Wallace H, Buker 
Charles O. Butner 
Bundle D. Campbell 
Melvin M, Christian 
John J. Clark 
Edward Connor 
Robert R. Crawford 
James T, Cunningham 
Charles F. Curtiss 
Carl R. Damron 
Donald W. Dcwald 
Edward D. Dowds 
Joseph B. Edelstein 
James A. Ellery 
Mabel Emery 
George L. Evans 

D. B. Faust 
Riley Frush 
Max Garber 

C. L. Hannum 
Burr Hathaway 
John Hattery 
L. A. Hautzenroeder 

F. J. Hcringhaus 
John V. Horst 
Elmer Jackson 
Charles Keller 
J. H. King 
Wilson Kingsboro 
R. M. Kiskaddon 
Harlin Knicrim 

C. K. Kuchne 
Karl Langachcr 

D. C. Lavender 
Paul J. Lee 
Florence R. Lcnahan 

N. E, Lenahan 
Raymond S. Lord 
Ernest Afainzer 
Lizabeth Mainzer 
Earl Mast 

Edward J. McCormick 
Harold Mills 

B. H. MofTatt 


Robert Moffatt 
Howard Oliver Musser 
John Noll 
Milton Oakes 
Charles W. Pavey 
Robert Peirce 
Carl Quick 
Myron Reed 

E. A. Riemenschneider 
Fowler B. Roberts 
Robert Scott 
George Searle 
Joseph Seibert 
Albert Seifman 
Charles Shafer 
Byers W. Shaw 
Edward A. Shorten 

B. E. Shreffler 
Hazel P. Simms 
William M. Skipp 
Erling Smedal 
Sigmund Smedal 
L. A. Smith 

P. O. Staker 
John Stevens 
Paul Stoodt 
W. B. Turner 
Albert Voegele 

F. M. Wadsworth 
Harry Wain 
Jacob M. Werle 
Kenneth Werts 

C. F. Wharton (In honor of 
Cloyd Franklin Wharton) 

Ralph Wharton 
Hall Wiedemer 
Ralph Wise 
Louis A. Witzeman 
Robert Wolford 
W. E. Wygant 

Oklahoma—9 
Howard A. Bennett 
Harold W. Buchner 
Edward D. Grcenberger 
Lewis J. Moorman 
R. G. Obermiller 
Lucien M. Pascucci 
Howard B. Shorbe 
James Stevenson (In Memory of 
A. W. Adson, M.D.) 

Hays R. Yandell 

Oregon—3 
Robert F. Day 
Edward H. McLean 
F. B. Packard 


Pennsylvania—679 
Enoch H. Adams 
Albert Adlin 
Norberl F. Albersiadl 
Dill J. Albright, Jr. 

F. C. Aldridge 

I. Hope Alexander 
John H. Alexander 
Wesley C. Allison 

R. E. Allyn 

H. C. Amacher 

J. Stanley Anderson 
Kenneth E. Appel 
Joseph Appleyard 
W. J. Armstrong 
Ernest J. Aten 
William A. Atlee 
Bruce R. Austin 
John A. Ayres 
Lawrence C. Bachmann 
Martin J, Backenstoe 
Harold A. Baeslack 

J. C, Baier 
Chdrles W. Bair 

S. P. Balcerzak 
William L. Ball 
James V. H. Ballantyne 
Grant W. Bamberger 

T. W. Brackley 
Robert P, Barden 
William W. Barkley, Jr. 
Lewis A. Harness 
Everett S. Barr 
George S. Barrett 
William Bates 
William Baurys 


Helen M. Beck 
Robert H. Beck 
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MEDICAL NEWS 


CALIFORNIA 

Symposium on Chest Diseases.—^This symposium will be held 
February 21-22 at the Los Angeles County Medical Association 
Building, 1925 Wilshire Blvd., Los Angeles. Planned by the 
School of Medicine on the Los Angeles campus of the University 
of California and University Extension, in cooperation with the 
Los Angeles Trudeau Society, the Section of General Practice 
of the Los Angeles County Medical Association, and the Los 
Angeles County Tuberculosis and Health Association, the course 
is open only to graduates of medieal schools approved by the 
Council on Medical Education and Hospitals of the American 
Medical Association. As in the two previous symposiums, fun¬ 
damentals as well as newer developments in the diagnosis and 
treatment of pulmonary diseases will be considered. The topics 
have been selected because of their practical value to physicians 
treating pulmonary diseases. Chairman for morning and after¬ 
noon sessions on February 21 are Drs. Kurt T. Shery, Torrance, 
and Reginald H. Smart, Los Angeles. Chairmen for the second 
day are Dr. Emil Bogen, Olive View, and Marvin S. Harris, Los 
Angeles. The fee for the course is $10 either by check or money 
order made payable at the time of enrollment to the Regents of 
the University of California. Requests for enrollment or appli¬ 
cations for scholarships should be addressed to Dr. Thomas H. 
Sternberg, c/o Medical Extension, University of California, Los 
Angeles 24. 

CONNECTICUT 

Commission to Study Medical and Dental Training.—A com¬ 
mission of seven members to study means of expanding Con¬ 
necticut’s facilities for medical training has been appointed by 
Governor John Lodge. Dr. Creighton Barker, executive secre¬ 
tary, Connecticut State Medical Society, and Dr. Louis P. Hast¬ 
ings, Hartford, a member of the Connecticut Medical Examining 
Board, are members of the commission. The chairman is Henry 
Hicks, D.D.S., Greenwich; other members are Mrs. Arthur 
Iffland, Torrington, the Hon. Luke Stapleton, Chesshire, and 
Gordon W. Lamont, Darien. The commission will study the 
practicability of establishing schools of medicine and dentistry 
through the facilities of the University of Connecticut. The study 
will also concern additional facilities for the training of nurses 
d other medical and dental personnel, and it will explore the 
sibility of collaborating with other states in establishing 
ionally-financed schools for medical and dental training. The 
only medical school now in Connecticut is able to contribute only 
a small proportion of the number of new physicians required 
annually in the state. There is no dental school within the state. 
Other states continue to assume state control of the medical 
schools within their borders and to give preference on admis¬ 
sion to their own citizens. 


ILLINOIS 

Summer Camp for Diabetic Children—^This camp will be 
opened for the fourth season under the auspices of the Chicago 
Diabetes Association, Inc., from July 1 to July 22 at Holiday 
Home, Lake Geneva, Wis. In addition to the regular personnel, 
a staff of dieticians and resident physicians trained in the care of 
diabetic children will be furnished by the association. Boys and 
EMs, ages 8 to 14 years inclusive, will be accepted at a fee of 
' 20, v/hich covers the three week camping period and trans¬ 
portation from Chicago. Fee reductions may be arranged when 
o'?" V u^'^'^essary. Physicians are requested to notify parents 
wr>,.u childiet^ and to supply the names of children who 
Service'it camp. Inquiries should be addressed to The 

. Chicago Diabetes Association, 110 S. Dearborn 


St. 


capacity requires prompt application, 
ruintna and adjacent states may attend the camp. 

cxamwt 'Ws department items of news of general 

' to society activities, new hospitals, 

"'c (late 01 should be received at least three 


Chicago 

Personals.—Dr. Gerald D. Atlas has been named direciar • 
the medical services for the park district, succeeding 

Dr. Lourdes B. Gordon.-Edwin A. Ohler, M S Insm' ' 

m physiology at the University of Illinois College of Med '• 
has been promoted to assistant professor, and Dr. HarrvM' 
Segenreich, clinical instructor in psychiatry, has been nrub ' 

clinical assistant professor.-^The title of Honorart- Fell™ 

was recently conferred on Dr. Max Thorek by the Philinl. 
College of Surgeons. 


Oppenheim Lecture.—Dr. Charles K. Friedberg, lecturer h 
medicine at Columbia University College of Physicians art 
Surgeons, New York, will deliver the third annual Maurice Ob- 
penheim Memorial Lectureship sponsored by Alpha Rho Chap¬ 
ter of Phi Lambda Kappa fraternity at the Chicago Medical 
School. The lecture, “Recent Advances in the Physiology, Dlae- 
nosis and Treatment of Chronic Pulmonary Heart DiWc'" 
will be given at Kling Auditorium, Mount Sinai Hospital, Feb 
ruary 6 at 4:00 p. m. All physicians in the Chicago area arc 
cordially invited. 


Annual Clinical Conference in Ophthalmology.—The Chicago 
Ophthalmological Society’s fourth annual clinical conference 
will be held February 21-23 at the Drake Hotel. The fust day will 
be devoted to surgical clinics at various Chicago hospitals. On 
following days symposiums on cataract surgery and recent ad¬ 
vances in therapeutics will be followed by round table luncheons. 
There will be lectures concerning neuro-ophthalmology, ocular 
pharmacology, nystagmus, and provocative tests in glaucoma. 
Participants include Drs. Alson E. Braley of Iowa City; Justin 
M. Donegan, Joseph S. Haas, Peter C. Kronfeld, Janies E. 
Lebensohn, and Derrick Vail, Samuel J. Meyer, and Maurice D. 
Pearlman, Chicago; Irving H. Leopold, Philadelphia; John M, 
McLean and Joseph A. C. Wadsworth, New York, and C. Wilbur 
Rucker, Rochester, Minn. Information and dinner reservations 
may be obtained from Miss Maud Fairbairn, 8 W. Oak St, 
Chicago 10. The conference will be followed by a banquet and 
the eighth annual Sanford R. Gifford Memorial Lecture to k 
presented by Dr. Braley, head of the department of ophthalmol¬ 
ogy, the State University of Iowa, on “Experimental Studies o( 
the Herpes Simplex Virus.” 


INDIANA 

Professors Resign.—Two members of the Indiana University 
Medical School staff recently resigned to accept positions else¬ 
where. Dr. Versa V. Cole, associate professor of pharmacology 
since 1944, accepted an appointment to the department oi 
pharmacology at the Army Medical Center, Bel Air, Md, Dr. 
Amos C. Michael, who has been associated with the school of 
medicine for the past 18 years and was associate professor oi 
general pathology, resigned to accept an appointment as assocr 
ate professor of pathology at the. University of South Dakoti 
School of Medical Sciences in Vermillion. 


KENTUCKY 

knnual County Medical Society Conference.—^The second am 
lual conference of county society officers will be held ri - 
Irown Hotel, Louisville, February 7. In addition to all ofli«rs 
)f the association and county medical societies, members 01 •- 
jouncil, chairmen of state committees and presidents, and seJj- 
aries and chairmen of the legislative and public relations « 
nittees of each county medical society have been invite. ■ 
Louis H. Bauer, Hempstead, N. Y., President-Elect 0 - 

(kmerican Medical Association, will deliver the luncheon 
Iress. Other speakers are Dr, Carl F. Vohs, St. Louis, a pto 
Blue Shield organizer; Dr. John T. T. Hundley, 

Va., president of the Medical Society of Virginia; Miss un 
lotte Rickman, Raleigh, N. C., consultant on rural health 0 i 
Medical Society of the State of North Carolina, 

Stanford, Louisville, executive secretary, Kentoexy 
Bureau Federation. 
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MASSACHUSETTS 

New Cancer Hospital at Children's Center.—A.five-story build- 
jne, costing about $1,000,000 collected largely from motion 
picture patrons, was dedicated January 7 in the Fenway district 
in Boston. The building will house an outpatient tumor clinic 
and research laboratories. Facilities have been provided in 
the adjacent Children’s Medical Center for patients requiring 
hospitalization. The new building will be knovyn as the Jimrny 
Fund Building in honor of an unidentified child cancer victim 
whose name was used to spur the fund drive, which began three 
years ago. The National Cancer Institute awarded $100,000 to 
the project to pay for equipment. 

MINNESOTA 

Test Herds to Rid State of Brucellosis.—Eradication of brucel¬ 
losis in cattle throughout Minnesota is the aim of a joint project 
launched November 26 by the Minnesota State Live Stock Sani¬ 
tary Board and the United States Bureau of Animal Industry. 
Minnesota will soon face embargoes on its dairy products unless 
they come from brucellosis-free herds. Eradication of human 
brucellosis depends basically on wiping out the disease among 
animals. Three trailer laboratories will conduct the ring test for 
brucellosis every six to eight months in all counties. During the 
past three and one-half years the test has been used in only 
34 counties. 


MISSOURI 

Wintcrstcincr-Elschnig Slide Collection.—This collection of 
some 15,000 slides has been completely cataloged during the 
past year by Dr. Milton R. Israel of the department of ophthal¬ 
mology at St, Louis University School of Medicine. The col¬ 
lection, which has been a possession of the university for over 
thirty years, provides a picture of most types of eye diseases 
recognizable by specialists. Photomicrographs of the slides are 
to be made so that they may be sent to scientists throughout the 
country on request, St, Louis University acquired the collection 
from Dr, Wintersteincr's widow after Drs, Joseph M. Keller and 
William H. Luedde had seen the collection while they were 
studying in Vienna. Although some of the slides were made as 
long ago as 1890, each one is perfectly preserved with the 
original labels still intact. With the collection came a bibli¬ 
ography with a history of the diseases in the eyes which had 
been sectioned, together with a general description of the groups 
of diseases but no description of the individual slides. Dr. Ed¬ 
ward V. L. Brown, professor of ophthalmology at the Univer¬ 
sity of Illinois, Chicago, and this year’s recipient of the Leslie 
Dana medal, recently explained some of the slides at his lecture 
December 8 on “Dr. Wintersteiner, His Teaching Methods and 
Procedures.’’ 


MONTANA 

Society News.—^The organization of the Montana Urological 
Association was completed recently. Dr. Thomas W. Saam, 
Butte, was named president of this new group, and Dr. 
Lawrence M. Arthur, Great Falls, was elected secretary- 
treasurer. 


NEW HAMPSHIRE 

Blood Collection Propam.—The Red Cross Blood Bank Su 
pntcr, which opened in Manchester in October, 1950, is open 
ing so elTicienlly that the entire population of the state mi 
repive blood when needed. The present program is designi 
primarily for local civilian needs, although there is still 
militaiy priority. The New Hampshire Medical Society’s Blot 
Bank Committee is composed of Dr. Samuel M. Brooks Ma 
Chester, chairman, and Drs. Robert D. Sail, Dover; John 1 
Mcany, Keene; John B. Holyoke, Hanover; Lawrence 1 
Hazzard Jr., Nashua; Angus M. Brooks, Concord; Robert 1 
Hiron, Manchester, and James T. Heyl, Exeter. 


NEW YORK 

Appointmenb in Pciliatrics.—Dr. Charles Upton Lowe of 

!icd7'tr-''^ ^Minneapolis, has been named rose 

pcdiatncian in charge of laboratories at Children’s Hos 
and associate professor of pediatrics in the University of Bu 


School of Medicine. Dr. Loren G. MacKinney, Johnson City, 
Tenn., is the newly appointed director of the outpatient deppt- 
ment at the hospital and instructor in pediatrics at the medical 
school. _ 

New 'York City 

Further Lectures in Neoplastic Diseases.—^The next five lectures 
and clinical conferences in a series being given by the division 
of neoplastic diseases at Montefiore Hospital for Chronic Dis¬ 
eases are as follows; 

February I, Experimental Chemotherapy in Treatment of Neoplastic 
Disease, Emanuel B, Schoenbach, Brooklyn. 

February 15, Presentation of Cases, with discussion, Hospital Staff. 

March I, Carcinoma of the Pancreas, Charles B. Ripstein, Brooklyn. 

March 21, Presentation of Cases, with discussion, Hospital Staff. 

April 4, Management of Hodgkin’s Disease, W. Edward Chamberlain, 
Philadelphia. 

First Appointment to New Medical School.—Dr. Harry M. 
Zimmerman, chief, laboratory division, Montefiore Hospital for 
Chronic Diseases, has been appointed director of Yeshiva Uni¬ 
versity Medical School. It is the first appointment made to the 
new school, which is to open in Brooklyn in the fall of 1953. 
Dr. Zimmerman, who will be in charge of academic organization 
and administration, is professor of pathology at Columbia 
University College of Physicians and Surgeons, and has been 
a consultant in neuropathology at the U. S. Naval Hospital at 
St. Albans, Queens. 

Pilot Study in Morbidity Reporting.—Inauguration of a study 
to develop a method for continuous reporting of hospitalized 
cases of disease and injury was recently announced by the 
Russell Sage Foundation, which is financing the study, and Dr. 
Marcus D. Kogel, commissioner of hospitals. The study, a pilot 
project in morbidity reporting, is expected to result in the estab¬ 
lishment of a permanent hospital morbidity reporting system in 
New York City. In contrast to progress made in reporting 
mortality data, morbidity statistics are still confined almost en¬ 
tirely to communicable diseases, the reporting of which is 
required by law. Under a permanent hospital morbidity reporting 
system all hospitals would regularly forward to a central agency 
reports on all. discharged patients for processing, analysis, and 
evaluation. Need for a morbidity reporting system has been 
stressed for years by the board of health, the board of hospitals, 
the New York Academy of Medicine, the Hospital Council of 
Greater New York, and the Greater New York Hospital Associ¬ 
ation. As planned, the system in New York will actually present 
a picture of hospital patient populations on discharge, rather 
than during hospitalization. This is necessary because diagnoses 
arc so frequently tentative in the early stages of hospitalization. 
The pilot project will cover all municipal hospitals and a limited 
number of voluntary hospitals for a period of six months. It is 
expected this will produce a sample of 160,000 discharge reports. 
Co-directors of the pilot study are Dr. Marta Fraenkel, director 
of the medical statistics and records service of the department 
of hospitals; and Mr. Carl L. Erhardt, director of the health 
department’s Bureau of Records and Statistics. Dr. George Baehr 
will be chairman of an advisory committee for the project. 

NORTH CAROLINA 

Mobile Institutes for Care of Premature Infants.— The pre¬ 
mature infant care training program recently begun at Duke 
University School of Nursing in Durham has been converted 
to a mobile Institute. Two-day mobile institutes, under the 
direction of Eileen Kiernan, head of the program at Duke, will 
be open to public health and hospital nurses. Dean Florence K. 
Wilson of the Duke Nursing School said this arrangement makes 
the course available to many nurses in the state who otherwise 
would not be able to take advantage of this training. The course, 
sponsored by the North Carolina Pediatric Society and adminis¬ 
tered by the State Board of Health through pediatric consultant 
Dr. Robert J. Murphy, Chapel Hill, is designed to meet the 
special needs of premature infants and their parents in the 
hospital and in the home. The program, also sponsored in part 
by the North Carolina League of Nursing Education, is the only 
teaching program of its kind in the state, although there are 
several premature centers. The two-day institute will be in Char¬ 
lotte January 29-30 before returning to Duke for the more 
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intensive courses. Other mobile institutes in the spring', between 
courses at Duke, will be held in Asheville and Elizabeth City. 
The State Board of Health pays the nurses’ room, board, and 
tuitioji while they are taking this training. 

Watts Hospital Symposium.—The annual Watts Hospital medi¬ 
cal and surgical symposium will be held at the Carolina Theater 
in Durham, February 13-14. The first morning will be devoted 
to a clinical pathological conference, the participants being Dr. 
Shields Warren, professor of pathology, and Dr. George Van 
S. Smith, Baker Professor and head of the department of 
gynecology. Harvard Medical School, Boston, and Dr. Hugh F. 
Hare, radiologist at the Lahey Clinic, Boston. Papers to be 
presented by visiting speakers include: 

Albert Faulconer Jr., Rochester, Minn., Choice of Anesthetic Agents in 
Certain High Risk Patients. 

Frank E. Adair, New York, Breast Cancer Complicating Pregnancy. 
Shields Warren, Acute Radiation Syndrome and Its Therapy. 

Edward C. Reifenstein Jr., Oklahoma City, Treatment of Osteoporosis 
with Steroid Hormones. 

George Van S. Smith, Clinical Application of Endocrine Therapy in 
Menstrual Irregularities, 

E. Perry McCullagh, Cleveland, Clinical Value of Testosterone. 

Hugh F. Hare, Cancer of the Thyroid. 

The evening program for February 13 will be a panel discussion 
on endocrinology with Dr. Edwin C. Hamblen of Durham 
serving as moderator. The speakers are as follows: 

Edward C. Reifenstein Jr., Classification of Metabolic Bone Disease in 
Terms of Pathologic Physiology. 

E. Perry McCullagh, The Male Climacteric. 

Nathan A. Womack, Chapel Hill, Endocrine Factors Involved in Pro¬ 
duction of Benign Lesions of Breast. 

Frank E. Adair, Use of Hormones in Cases of Advanced Breast Cancer. 
George Van S. Smith, Progesterone Metabolites in Pregnancy, 


PENNSYLVANIA 

Statistical Research Study of Smoking.—The Pennsylvania Di¬ 
vision of the American Cancer Society has approved a volunteer 
statistical research study in 34 counties to determine whether or 
not smoking is a contributing factor to lung cancer and if so to 
what degree. The study will be confined to Caucasian men be¬ 
tween the ages of 50 and 69 years. Each volunteer researcher 
will be asked to obtain the smoking history of five or more men, 
after which the questionnaire will be forwarded to the Penn¬ 
sylvania Division for compilation. Once a year thereafter each 
■ '.archer will report on each person interviewed. In the event of 
caths the county medical officers will study the death certifi¬ 
cates and verify all deaths from lung cancer. Later the national 
society will analyze the data to determine if death rates from 
lung cancer are any greater in heavy smokers than in non- 
smokers and light smokers. 

Philadelphia 

Alpha Omega Alpha Lecture.—The annual lectureship of the 
Alpha Omega Alpha Honor Medical Society, Jefferson Medical 
College Chapter, will be delivered by Dr. William Dameshek, 
professor of clinical medicine. Tufts College Medical School, 
Boston. Dr. Dameshek will speak on “An Introduction to 
Hemolytic Anemias” at 8:30 p. m. February 4 in McClellan 
Hall. 

TEXAS 

Grant for Research_^The Williams-Waterman Fund of the Re¬ 

search Corporation of New York has made a grant of $3,700 
for the support of research in biochemistry, und,er the direction 
of John G. Bieri, Ph.D., associate professor of biochemistry and 
nutrition, at the University of Texas Medical Branch, Galveston. 

Dr. Bessey to Head Department.—Otto A. Bessey, Ph.D., 
Chicago, has accepted appointment as professor of biochemistry 
and nutrition and chairman of the department at the University 
of Texas Medical Branch, Galveston. Prof, Bessey is serving in 
a similar position at the University of Illinois College of Medi¬ 
cine, Chicago. Formerly he was a research fellow in pathology 
and in biochemistry and nutrition at Harvard Medical School, 
Boston. He has been director of the division of physiology and 
nutrition of the Public Health Research Institute of the City of 
New York. 


UTAH 

Society News.—The South Central Utah Medical Society 
mg m Richfield early in December, was addressed b\- 
Woolsey of Salt Lake City on “Inflammatory Condit on/' ^ v' 
Pelvis and Endometriosis.” Officers elected for the comin 
included Dr. Dean Rigby, Moroni, president, and Dr 
H. Sears, Manti, secretary-treasurer. ’ 

WYOMING 

Personal—Dr. Charles Varga has been appointed nedintr:-' 
at the Schunk Clinic in Sheridan. Dr. Varga was former! ■'•/ 
structor in pediatrics at the New York University Post Crj!- 
ate Medical School and assistant attending pediatrician at t!- 
University Hospital in New York City, both divisions of the 
York University-Bellevue Medical Center. Dr. Varga is ti,> 
only pediatrician in a wide area, as well as the first pediatriciii 
in Sheridan. 

Postgraduate Courses to Wyoming for General Practitioners- 
The University of Colorado School of Medicine, Denver 1 
sending 12 members of its faculty to Cheyenne, Wyo,, wh'eri 
they will conduct postgraduate lectures for family doctors 
February 20 through March 26. The lectures are co-sponsor'et 
by the university Office of Graduate and Postgraduate Medical 
Education and the Wyoming Chapter of the American Academr 
of General Practice, and they will be held every Wednesdr 
from 7:30 p. m. to 9:30 p. m. in the Veterans Administratioi 
Center. The course is as follows: 

February 20, Diagnosis and Management of Diabetes and Diatai 
Coma, Robert W. Gordon; Frequent Errors in Gynecologicat Surgtn 
E. Stewart Taylor. 

February 27, Diagnosis of Common Chest Conditions, Robert S. Lipp.'il 
Treatment of Fractures by General Practitioners, John T. Jacobs. 

March 5, Management of Ulcerations of the Gastro-lntcstinal Tna 
Frank B. McGlone; Initial and Follow-Up Treatment of Severe Beici 
Mordant E. Peck. 

March 12, Recognition of Complicating Factors in Pregnancy, Fr« 
man H. Longwell; Diagnosis of Common Neurological Condito 
G. Milton Shy. 

March 19, Treatment of Hernia, Inguinal, Umbilical and Posl-Operatiu 
Edgar W. Barber; Fluid Balance in the Very Ill Patient, MacDoml 
Wood.. 

March 26, Surgical Treatment of Vascular Lesions of the Lower Estrtml 
ties, Henry Swan II; Anesthesia, Use of Sodium Pentothal, Cutirt 
NsO and Oe, Maintaining Blood Pressure at Normal Levels, Robert W 
Virtue. 

The instructors, in addition to being faculty members, ail arc la 
active practice. The courses will be approved for 12 hours of 
credit by the Wyoming Chapter of General Practice. 


GENERAL 

Sharp Increase of Measles.—For the week ending January 12 
a total of 16,331 cases of measles was reported, which wa 
75.9% higher than for the previous week and nearly 127.ff 
greater than the number reported for the same week of 1951 
Substantial increases were reported in the New England, MM' 
Atlantic, East North Central, South Atlantic, and East Souli 
Central states. 


U. S. Physicians to Serve on Argentine Journal Board.-Tl 
following physyicians from the United States have been si 
pointed members of the editorial board of the jouriial 
ropsiquiatria p'ublished in Buenos Aires by the Argentine Mn 
istry of Public Health: Walter L. Bruetsch, Indianapolis; W; 
Freeman, Washington; Paul H. Hoch, New York; Matthew i 
Moore, Philadelphia; Tracy J. Putnam, Beverly Hills, Cs- 
and Robert Wartenberg, San Francisco. 


American College Regional Meeting.—A- regional me _ 
sponsored by the American College of Physicians win 0 ®“' 
in New Orleans on February 15-16. States to be r^pre. > 
include Louisiana, Texas, Tennessee, Arkansas, Mississippu 
Oklahoma. Morning sessions will consist of clinical . 

at Charity Hospital of Louisiana by staff members OV?® 
University of Louisiana School of Medicine, the l^uisia 
University School of Medicine, and the Ochsner C 
papers and a special panel discussion of new drugs wi 
noon features of the meeting. Guest of ejee 

on February 15 will be Mr. E. R. Loveland, Pfiladc^ 
tive secretary, and Dr. Maurice C. Pincoffs of , 

dent of the college. All physicians are welcome to 
meeting without registration fee. 
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'Sew Assistant Director for PASB.—^Dr. Paulo C. A. Antunes, 
assistant director, Parr Arrrericatr Sarritary Bureau, Regional 
Office of the World Health Organization, Washington, D. C., 
has resigned to become dean of the School of Hygiene and 
Public Health of the University of Sao Paulo, Brazil. To succeed 
him as assistant director of the bureau is Dr. M. G. Candau, 
formerly an assistant director-general of the World Health 
Organization in Geneva, Switzerland. Dr. Antunes joined the 
staff of the PASB in 1949. Since 1945 he has been professor of 
rural health practice and parasitology at the School of Hygiene 
and Public Health in Sao Paulo. Dr. Candau served for two 
years at WHO headquarters. Formerly he was superintendent 
of the “Servico Especial de Saude Publica,” a cooperative public 
health program of the Brazilian Government and the Institute 
of Inter-American Affairs. 

Regional Cancer Society Program.—Region II of the American 
Cancer Society will meet at the Greenbrier in White Sulphur 
Springs, W. Va., February 23-24. Representatives will be present 
from the divisions in Delaware, District of Columbia, Maryland, 
New Jersey, Ohio, Pennsylvania, Philadelphia, and West Vir¬ 
ginia. The annual business meeting is scheduled for 4 p. m., and 
the annual dinner for 7 p. m. on Saturday. The following pro¬ 
gram will be presented on Sunday morning; 

Raymond F. Kate, Washington, D. C., An Orientation to the Environ¬ 
mental Cancer Problem. 

George H. Gehrman, Wilmington, Del., Experiences of the Dupont 
Company with Environmental Cancer. 

Newman H. Dyer, Charleston, Cancer as Related to the Mining Indus¬ 
try in West Virginia. 

The West Virginia Division will open the discussion on the sub¬ 
ject “How Can the American Cancer Society Aid in the Handling 
of the Problem of Environmental Cancer in Our Division.” 


crease its prize to a maximum of $5,000. Papers to be considered 
must have been either published or accepted for publication by 
a reputable journal in or outside of the United States between 
January 1, 1951, and October 20, 1952. Authors residing in 
countries outside the Western Hemisphere are requested to 
submit five copies of each paper to the Secretary-General P. D. 
Sven Moeschlin, M.D., Societe Internationale Europeenne 
d’Hematologie, Kantonsspital, Zurich, Switzerland. Authors re¬ 
siding in countries of the Western Hemisphere are requested to 
submit five copies of each paper to Secretary-General Sol 
Haberman, Ph.D., of the International Society of Hematology, 
3301 Junius St., Dallas, Texas, Papers must be received not 
later than October 20, 1952. 

Orthopedic Surgeons Meeting in Chicago.—The American 
Academy of Orthopaedic Surgeons will hold its annual meeting 
at the Palmer House January 26-31 under the presidency of Dr. 
Joseph S. Barr, Boston. The meeting will open Saturday with an 
audiovisual program that will continue through Sunday morning. 
A series of 16 instructional courses will be given Sunday after¬ 
noon. Single authors of papers being presented by invitation on 
the scientific program include: 

P. K. Duraiswami, New Delhi, India, Experimental Causation of Con. 
genital Skeletal Defects. 

Robert Judet and Jean Judet, Paris, France, Results of Resection- 
Reconstruction of the Hip with Acrylic Prosthesis. 

Herbert vH. Thatcher, Portland, Oregon, An Operative Procedure for 
Treatment of Dupuytten’s Contracture. 

Erik Severin, Goteborg, Sweden, Studies on Congenitally Dislocated 
Hips. 

Gunnar Wiberg, Lund, Sweden, Shelf Operation for Dysplasia of the 
Acetabulum, Congenital Subluxation and Luxation of the Hip Joint. 

Thomas D. Yocum, Newport, R. I., Subtrochanteric Osteotomy Cor¬ 
rection of Slipped Upper Femoral Epiphysis. 


Mississippi Valley Essay Contest.—The Mississippi Valley Medi¬ 
cal Society will offer for 1952 a cash prize of $200, a gold medal, 
and a certificate of award for the best unpublished essay on any 
subject of general medical interest (including medical eco¬ 
nomics and education) and practical value to the general prac¬ 
titioner of medicine. Certificates of merit may also be granted 
to the physicians whose essays win second and third prizes. 
Contestants must be members of the American Medical Associa¬ 
tion and residents and citizens of the United States. The winner 
will be invited to present his contribution before the annual 
meeting of the society in October, the society reserving the ex¬ 
clusive right to publish the essay first in its official publication, 
the Mississippi Valley Medical Journal. All contributions must 
be typewritten in English in manuscript form, be submitted in 
five copies, not exceed 5,000 words, and must he received not 
later than May 1. Further details may be secured from Harold 
Swanberg, M.D., secretary of the society at 209-224 W. C. U. 
Building, Quincy, 111. 


Fellowships at Woods Hole.—The Lalor Foundation is under¬ 
writing a scries of annual awards for summer fellowships at 
the Marine Biological Laboratory, Woods Hole, Mass., for ad¬ 
vanced research in the fields of physiological chemistry, bio¬ 
chemistry, and biophysics. Inquiries should be addressed to (he 
director of the laboratory. Dr. Philip B. Armstrong, Syracuse 
University, Syracuse, N. Y., or to Homer P, Smith, General 
Manager, Marine Biological Laboratory, Woods Hole, Mass. 
The foundation will also provide predoctoral fellowships in (he 
natural sciences, with emphasis on their biochemical and bio¬ 
physical aspects, at the University of Delaware, Harvard, Johns 
Hopkins, and the University of Pennsylvania. Information re¬ 
garding these fellowships should be addressed to a member of 
the selections committees at the respective universities. It is 
estimated that the funds available will permit the yearly appoint¬ 
ment of six or more Lalor Research Fellows for summer work 
at the Marine Biological Laboratory and a yearly total of about 
10 to 12 predoctoral fellows at the universities named. 


Prize for Paper On Leukemia.—The Robert Roesler de Villier- 
Foundation, Inc., offers a prize of $1,000 to $1,500 for the papei 
making the most significant contribution to knowledge of th< 
nature, causes, origin, treatment, or cure of acute leukemia anc 
allied conditions. Should such a paper describe a cure or effcctivi 
therapy, (he jurj' of judges may suggest that the foundation in 


Academy of Allergy Meeting,—^The American Academy of 
Allergy will hold its annual meeting at the Hotel Sherman, 
Chicago, February 18-20 under the presidency of Dr. Horace S. 
Baldwin, New York. A series of postgraduate courses, beginning 
on the afternoon of February 15, will precede the scientific 
program. Invited speakers include: 

Edward H. Leveroos, Chicago, Graduate Training and the Specialties. 

Charles M. Pomerat, Ph.D., Galveston, Texas, Use of Tissue Cultures 
in the Study of Allergic Reactions. 

Elvin A. Kabat, Ph.D., New York, Contributions of Itnmunochemistry 
to the Study of Allergic Reactions. 

A panel discussion on ACTH and Cortisone and Their Use in 
the Allergic Diseases will be given Wednesday morning with 
Dr, William B. Sherman, New York, as moderator. The par¬ 
ticipants will be Drs. Carl E. Erbesman, Buffalo; Walter S. 
Burrage, Boston; Samuel M. Feinberg, Chicago; Leslie N. Gay, 
Baltimore; Jerome Glaser, Rochester, N. Y.; Stanley F. Hamp¬ 
ton, St. Louis; Francis C. Lowell, Boston, and Ben Z. Rappaport, 
Chicago. Thirty papers are to be presented; 31 others will be 
read by title. 

Common Cold Foundation Established.—This foundation has 
been formed as a nonprofit, free enterprise and has been in¬ 
corporated under the laws of the State of Illinois to create and 
disburse funds “for use in developing research and investigation 
to the end that the common cold and its complications may be 
more adequately controlled, minimized, or eliminated from our 
national life.” The foundation is endorsed by the Industrial 
Medical Association and the American College of Chest Physi¬ 
cians, which is providing office space at 112 E. Chestnut St., 
Chicago 11. Officers of the group include Dr. William A. Sawyer, 
medical consultant, Eastman Kodak Company, Rochester, 
N. Y., president; Dr. Frank R. Ferlaino, medical director, 
General Motors Corporation, New York, secretary; R. King 
O’Hara, vice-president of the First National Bank of Chicago, 
treasurer, and Dr. Charles M. Hendricks, Chicago, executive 
director. There is a board of directors of physicians and business 
men, a 16-member scientific advisory committee of university 
physicians in the United States and one from England, and an 
18-member medical advisory committee of university physicians 
and eight medical directors of large industrial companies in the 
United States. Industry and business are being asked to con¬ 
tribute yearly sums to support this project to sustain a concerted 
and continuous research effort to solve the problem of the 
common cold. 
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LATIN AMERICA 

Dpcfors’ Portraits on Postage Stamps.—Peru has issued a 2-soles 
postage stamp carrying portraits of Jose Hipolito Unaune y 
Pavon (1755-1833), “father of Peruvian medicine,” and Jose 
Cayetano Heredia y Garcia (1797-1861), physician who founded 
the faculty of medicine at Lima’s University of San Marcos. 


FOREIGN 

WHO Appoints Adviser to Iran.—^Dr. H. L. Larsen of Copen¬ 
hagen, Denmark, World Health Organization appointee, has 
gone to Teheran to serve as a senior adviser of the Public Health 
Administration of Iran, in coordination of various international 
health programs being initiated there. In addition to his work 
in public health. Dr. Larsen is a specialist in tropical medicine 
with 26 years of experience in the Western Pacific. He was for¬ 
merly chief medical officer of a mission sent by the League of 
Red Cross Societies to aid Palestine refugees. 

German Society of Otorhinolarj'ngology Meeting.—The 23 rd 
annual convention of this German society under the chairman¬ 
ship of Prof. Frenzel of Gottingen will be held May 28-31 in 
Bad Reichenhall. The following subjects will be discussed: 

Bronchology: Its Methods and Possibilities, Prof. Riecker, Wuppertal- 
Barmen. 

Indications and Technique to Intrathoracic Surgical Interventions on the 
Bronchial System, Prof. Lezius, Hamburg. 

Evaluation by the Otologist with Particular Consideration of Reduction 
in Working Capacity, Prof. Mittermaier, Marburg-Lahn, Prof. Bogs, 
Wilhelmshaven. 

Yellow Fever Epidemic in Costa Rica.—The Air Rescue Service 
of the U. S. Air Force has been commended by the Costa Rican 
government for aid.in halting a threatened yellow fever epidemic. 
A helicopter and six persons were assigned in order to reach 
Costa Ricans in the difficult north central interior. The ARS 
group made 42 landings over an area covering more than 6,000 
square miles during a period of 11 days. Thirty-seven different 
villages, settlements, and farms were visited. The plane helped 
to congregate farmers for inoculation as well as to carry physi¬ 
cians and necessary medical supplies. 

The ARS has 1 1 such rescue squadrons assigned to worldwide 
search and rescue duty under all conditions. The Costa Rican 
government has not reported any further human deaths from 
the disease since September 20. Thirty-one had died previously. 
It is reported that monkeys dead from yellow fever indicate a 
slow movement of the disease in a northerly direction in the 
"nterior. 

‘cate Liberian Institute for Tropical Medicine.—Brigadier 
ral James S. Simmons, U. S. A. (retired), dean. Harvard 
ool of Public Health, Cambridge, Mass., was scheduled to 
ive an address in Liberia January 11 at the dedication of the 
Liberian Institute of the American Foundation for Tropical 
Medicine. Other speakers included Harvey S. Firestone Jr., 
President Tubman of Liberia, and Dr. Joseph N. Togba, di¬ 
rector of public health and sanitation of Liberia. The institute 
is an outgrowth of an investigation of disease by the foundation 
and the Harvard School of Public Health and the Medical 
School. Mr. Firestone of The Firestone Tire & Rubber Co. 
created a $250,000 fund to establish the institute as a memorial 
to his father. The Republic of Liberia gave the land. The in¬ 
stitute is designed for research in diseases of man and domestic 
animals and in agriculture in the tropics. Fifty major industries 
are contributing to its support, and its operations will be super¬ 
vised by at least 10 leading university medical schools. 

Dr. Mann to Direct Hadassah in Israel.—Dr. Kalman J. Mann 
of Jerusalem has just been appointed director-general of the 
Hadassah Medical Organization in Israel. The organization will 
inaugurate a new community health program, which will in¬ 
volve drastic revision in the training of Israel’s physicians. The 
program was evolved after a long series of discussions between 
Dr. Mann and the medical advisory board of the Hebrew Uni¬ 
versity and Hadassah. Dr. Mann succeeds Dr. Eli Davis, who is 
returning to his specialty of internal medicine in Hadassah’s 
outpatient department. 

Hadassah conducts a health and medical program in Israel, 
which includes operation of seven hospitals, joint operation of 
the Hebrew University Hadassah Medical School, 72 health wel¬ 
fare stations, a health center in Jerusalem, and a country- 
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wide program of child hygiene. Hadassah is currentu- • ■ 
$5,500,000 for a new medical center in Jerusalem tha Ja'''-" 
elude a 430-bed-university teaching hospital and a nurs.v, 
mg school. In addition, funds are being raised for new s,,-!.'" 
for the medical school. 

The curriculum of the Hebrew University-Hadassah M-a- 
School will be so revised that the medical student will h 
study community health problems before he is admitted 
diagnostic and curative phases of his training. The health cc ' 
which up to now have been limited to prenatal atid posinM 
care, will become central bases for the establishment of ^ 
new program, which will be “keyed to community health u-v 
rather than to the individual.” Emphasis will be on maintenarv 
of health rather than on diagnosis and cure of disease, imoKb" 
such activities as control of sources of infection and means 
its transfer in a community, immunization of its inhabitants i 
comprehensive sj'stem of health education and other nhns's 
public health. " 

Dr. Mann received his medical education in London and held 
many hospital posts there before returning to Israel in 194910 
pursue his specialty in pulmonary diseases. He has written 
extensively on tuberculosis and pneumoconiosis for Brithh 
medical journals. 

DEATHS IN OTHER COUNTRIES 
Lord CIrristopher Addison, F.R.C.P., F.R.C.S., Radnage, IVesi 
Wycombe, Bucks, chairman of the Medical Research Counci! 
since 1948, who devoted his early medical career to the teachini 
of anatomy at the University College in Sheffield and the latte 
half of his life to politics, serving as the first minister of healtf 
in Great Britain, died on December II, aged 82. Lord Addisoi 
wrote papers and books on anatomical subjects and for somi 
years was editor of the Quarterly Medical Journal; he was alst 
editor of the twelfth edition of Ellis’ “Demonstrations ol 

Anatomy.”-Prof. Henry Raper, dean of the medical schoo 

and professor of chemical physiology at Manchester (England; 
University, died December 13, aged 69, after a brief illness.— 
Dr. Cesar Uribe Piedrahita, Bogota, Colombia, who served 01 
the medical faculty of the National University and was authoi 
of medical books, died in Bogota, December 17, aged 64, ac 
cording to the New York Times. 

CORRECTION 

Postgraduate Courses.—In the list of postgraduate courses in 
The Journal, Dec. 8, 1951, page 1473, under the heading of 
Biochemistry, the course in Clinical Biochemistry should have 
been listed as given at Beth El Hospital, Brooklyn, and no! 
at the Jewish Hospital. 

On page 1477, the course in Internal Medicine given unde 
the auspices of the Joint Committee on Post-Graduate Educa 
tion, 1313 Bedford Ave., Brooklyn, should have been listed a 
being given at the Jewish Sanitarium and Hospital for Chroni 
Diseases. 


EXAMINATIONS 
AND LICENSURE 


CARDS OF MEDICAL EXAMINERS 

iLabama: Examination. Montgomery, June 24-26, 1952. Sec., Dr. D. 
Gill, 537 Dexter Ave., Montgomery 4. 

iRKANsAs:'* Regular. Little Rock, June 5-6. Sec., Dr. Joe 
burg. Eclectic. Little Rock, June 5-6, Sec., Dr. Frank C. Smi . 
Broadway, Little Rock. 

Ialifornia; Written. Los Angeles, Feb. 18-21; San Francisco. June ,3 
Los Angeles, Aug. 18-21; Sacramento, Oct. 20-23. APPltwlion mun 
received at least two weeks prior to date of examination, ta t 
procity Applicants. Los Angeles, Feb. 16; San Francisco, t ^ 

Angeles, Aug. 16; San Francisco, Nov. 8. Applicants f,c 

to arrange to come to an oral examination until they 
the Credentials Committee. Oral and Clinical for Foreign, t 
Graduates. Los Angeles, Feb. 17; San Francisco, June 2.,^ 

Aug. 17; San Francisco, Nov. 9. Sec., Dr. Frederick N. 

St., Sacramento. 
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CovNEcncuT-.* Keaular Examination. Hartford, March 11-12. Sec. to the 
Board, Ur. Creighton Barker. 160 St. Ronan St.. New Haven. Hoineo- 
politic Examination. Derby, March 11. Sec., Dr. Donald A. Davis, 38 
Elizabeth St., Derby. 

Georgia; Atlanta and Augusta, June. Sec., Mr. R. C. Coleman, 111 State 
Capital, Atlanta 3. 

Guam: The Commission on Licensure wilt meet whenever a candidate 
appears or submits his credentials. Ex. Sec., Dr. John K. GattenOeld, 
Agana. 

Indiana: Indianapolis, June 1952. Sec., Dr. Paul U. Tindall, 1138 K of P 
Bldg., Indianapolis 4. 

Mai.se: Portland, March 11-12. Sec., Dr. Adam P. Leighton, 192 State St., 
Porliand. 


MiCHtGAN:* Examination. June. Sec., Dr. J. E. McIntyre, 100 W. AUegan 
St., Lansing 8. 

Missouri; Examination. Jefferson City, Feb. 19-21. Rcciprociiy. Jefferson 
City, Feb. 11. Exec. Sec., Mr. John A. Hailey. Box 4, State Capitol 
Bldg., Jefferson City. 

Montana; Helena, April 1. Sec,, Dr. S. A. Cooney, 214 Power Block, 
Helena. 


Nevada:* Carson City, Feb. 4. Sec,, Dr. George H. Ross, 112 Curry St., 
Carson City. 

New Hampshire: Concord, March 12-13. Sec., Dr. John S. Wheeler, State 
House, Concord. 

New Jersey: Examination, Trenton, June 17-19. Sec., Dr. E. S. Hallingcr, 
28 W. State St., Trenton. 

New Mexico:* Santa Fe, April 7-8. Sec., Dr. Charles J. McGoey, Coro¬ 
nado Bldg., Santa Fc. 


New York: Examination. Albany, Buffalo, New York City and Syracuse, 
Feb. 5-8. Sec., Dr. Jacob L. Lochner, Jr., 23 S. Pearl St., Albany. 
Oklahoma:* Examination. Oklahoma City, June 4-5. Sec.. Dr. Clintou 
Gallahcr, 813 Braniff Bldg., Oklahoma City. 

Pennsylvania: Philadelphia, Jan 22-25. Acting Sec., Mrs, M. G. Steiner, 
351 Education Bldg., Harrisburg. « 

Puerto Rico: Exnniinnffon. San Juan, March 4. Sec., Mr. Luis Cueto 
Coll, Box 3717, Santurce. 

Vermont: Burlington, Jan. 31-Feb. 2. Sec., Dr, F. J. Lawliss, Richford. 
Wyomwg: Cheyenne, Feb. 4. Sec., Dt. Franklin D. Yoder, Capitol Bldg., 
Cheyenne. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 
Alaska: Examination, On application. Juneau or other towns in Territory 
as decided by Board. Reciprocity. On application. See., Dr. C. Earl 
Albrecht, Box 1931, Juneau. 

Colorado: Denver, March 5-6. Examination. Sec,, Dr. Esther B, Starks, 
1459 Ogden St., Denver 18. 

ConhCCticut: New Haven, Feb. 8. Examination. Miss Mary G. Reynolds, 
Executive Assistant, State Board of Hcaiing Arts, 110 Whitney Ave., 
New Haven 10. 

District of Columbia; Examination. Washington, April 21-22. Sec., Dr. 

Daniel L. Scckingcr, 4130 E. Municipal Bldg., Washington, D. C. 
Florida: Gainesville, June 7. Examination. Sec,, Mr. M. W. Emmcl, Box 
340, University of Florida, Gainesville. 

Oklahoma: Examination. Oklahoma, April 14. Sec., Dr, Clinton Gallaher, 
813 Braniff Bldg., Oklahoma City. 

Rhode Island: Providence, Feb. 13. Examination. Administrator of Pro¬ 
fessional Regulation, Mr, Thomas B. Casey, 366 State Office Bldg., 
Providence. 

j Texas: Austin, April. Examination. Sec., Bro. Raphael Wilson, 306 Nalle 
I Bldg., Austin. 

• Basic Science Ccctiffcate required. 


MEETINGS 


American Acadlmy of Allergy, Hotel Sherman, Chicago, Feb. 18-2i 
Dr. Ben Z. Rappaport, 208 East Wisconsin Avc„ Milwaukee 2, Sccretar 
American Academy op Forensic Sciences, Biltmorc Hotel, Atlanta, Oa 
March 6-8. Prof, Ralph F. Turner, Michigan State College Dept, c 
Police Administration, E.ast Lansing, Mich., Secretary, 

American Academy or General Practice, Cleveland, March 22-25 M: 
hiac F, Cahaf, 406 West 34lh St.. Kansas City 2, Mo., Exccutiv 
Secretary. 

American Academy or OR-niorxtDic Surgeons, Palmer House Chicage 
Jan. 26-31. Dr. Harold B. Boyd, 122 South Michigan Ave., Chicago • 
Secretary, 

Amirican association of Anatomists, Providence, R. I March 19 ti 
D r. Normand L. Hoerr. 2109 Adclbcrt Ro.id, Cleveland 6 Secretary 
Palmer House, Chicago, Feb. 8. Mi 
SecKl^ry®’ 6, Executtv, 

RiIINOIOGICAI, ANr> OlOlOGICAt SOCIETY' 
Middle Section, Indianapolis Athletic Oub. Indianapolis, Jan. 28 Di 
Halph J. McQuiston, 20 North ^fcridian St., Indianapolis 4, Chairman 


Annuat Congress on Medtcat Education and Licensure, Palmer House, 
Chicago, Feb, 11-12. Dr. Donald G. Anderson, 535 N. Dearborn St., 
Chicago 10, Secretary, 

Central Surcical Association, Toronto, Can., March 6-8. Dr. James T. 
Priestley, 102 Second Avenue S.W., Rochester, Minn,, Secretary. 

Chicago Medical Society Annual Clinical Conference, Palmer House, 
Chicago, March 4-7. Dr. Walter C. Bornemeier, £6 East Randolph St., 
Chicago 1, Secretary. 

Michigan Clinical Institute, Book-Cadillac Hotel. Detroit, March 12-14. 
Dr. H. G. Cummings. 606 Toivnsend SL, Lansing 15, Chairman. 

National Conference on Medical Service, Palmer House, Chicago, Feb. 
10. Dr. Harlan A. English, 139 North Vermilion St., Danville, Ill., 
Secretary. 

National Conference on Rural Health. Shirley-Savoy Hotel, Denver, 
Feb. 2S-Mat. 1, Dr. F. S. Ctockcu, 535 North Dearborn St., Chicago 10, 
Chaitman. 

New Orleans Graduate Medical Assembly, Municipal Auditorium, New 
Orleans, March 10-13. Dr. Woodard D. Beacham, 1430 Tuiane Ave., 
Room 105, New Orleans 12. Secretary. 

Sectional Meetings, American College of Surgeons; 

Dallas, Texas, Hotel Adolphus, Feb. 4-6, Dr. John V. Goode, 2618 Oak 
Lawn Ave., Dallas 4. Chairman. 

Atlantic City, N. I., Chalfortte-Haddon Halt, Feb. tI-12. Dr. David B. 

Allman, 104 St. Charles Place, Atlantic City, Chairman. 

Quebec, Can., Chateau Frontenac, Feb. 18-19. Dr. Paul A. Poliquin, 
71 St. Arm St., Quebec, Can., Chairman. 

Southeastern Allergy Association, Augusta, Ga., March 21-22. Dr. 
Katharine B. Maclnnis, 1515 Bull St., Columbia 49, S. C., Secretary. 

Southeastern Surgical Congress, Atlanta, Ga., March 10-13. Dr. 
Benjamin J, Beasley, 701 Hurt Bldg., Atlanta 3. Ga., Secretary. 

Southwest Allergy Forum, Hotel Baker, Dallas, Texas, March 2-4 Dr, 
James Holman, Medical Arts Bldg., Dallas, Secretary. 

Tri-States Medical Association of the Carolinas and Virginia, Roan¬ 
oke, Va., Feb. 18-19. Dr. James N. Northington, 305 North Ttyon St., 
Charlotte 2, N. C., Secretary. 

INTERNATIONAL 

Australasian Medical Congress, Melbourne Victoria, Australia, Aug. 
22-30. Dr. C. H. Dickson, Medical Society Hall, 426 Albert St., East 
Melbourne. Victoria, Australia, Hon. General Secretary. 

Commonwealth and Empire Health and Tuberculosis Conference, 
Central Hall, London, England, July 8-13. Dr. J. H. Hailey Williams, 
Tavistock House North, Tavistock Sq., London, W.C.l, England, Sec¬ 
retary General. 

Congress of the International Diabetes Federation, Leyden. Nether¬ 
lands, July 7-12. Dr. p. Gerritrcn, 33. Prinsegracht, The Hague, Nether¬ 
lands, Secretary, 

Eurofean Society of Cardiovascular Surgery, Strasbourg, France. Oct. 
3-4. Sir James Learmonih, Department of Surgery. University New 
Buildings, Edinburgh 8, Scotland. 

Interamerican Cardiological Congress, Buenos Aires, Argentina, Aug. 
31-Sept. 7. Dr. Bias Moia, Larrea 1132, Buenos Aires, Argentina, 
Sccrefarj'-General. 

Inter-American Congress op Radiology, Mexico City, Mexico, Nov. 2-6. 
Dr. Guido Torres Martinez. Marsella No. 31, Mexico. D.F., Secielaiy- 
Gencrai. 

Interhattonal College op Surgeons, Madrid, Spain, May 20-24. Dr. 
Max Thorek, S50 West Irving Park Road, Chicago, Ill,, U. S. A.” 
Secretary-General. ' 

International Congress of Haematology, Mar del Plata. Argentina 
Sept. 21-26. Dr. Carlos Reussi, Anchorena 1710, Buenos Aires. Argent 
tina. Secretary, 

International Congress op Internal Medicine, Friends House, London 
N.W.l, Eng. Sept. 15-16. Sir Harold Boldero, 12 Pall Mall East' 
London, S.W.I, England, Secretary. * 

International Congress on Neuropathology, Rome, Italy, SepL 8-13 
Dr. Armando Ferraro, 722 W. 168th SL, New York, N. y., U. S. A." 
Secitiaiy General, ' ' ’ 

International Congress of Physical Medicine, London, England. July 
14-19. Dr. A. C. Boyle, 45, Lincoln’s Inn Fields, London, W.C.2 
Engiand. Hon. Stcielaiy. 

International Union Against Tuberculosis. Rio de Janeiro, Brazil 
Aug. 24-27. Prof. EUenne Bernard, 66 Blvd. SL Michel, Paris 6e, France’ 
Secretary-General. ’ 

Latin American Congress of Physical Medicine, Panama City, R. p, 
Feb. 24-29. Dr. Cassius Lopez de Victoria, 176 East 7l5t St., New York 
N. y., U. S. A., Executive Director. ' 

Neuroradiologic Symposium, Stockholm, Sweden, SepL 17-20. Docent 
Ake Lindbom, Symposium Neuroradiologicum, Serafimerlasatettet, Slock- 
holm K., Sweden, Secretary, 

Pan-American Congress or Gastroenterology, Me.xico City, D,F„ May 
11-17. Dr. R. FIores-Lopez, Caffe Dr. Balmis, No. 148, Mexico City. 
D.F.. Secretary. 

Pan-European Congress of Gastroenterology, Bologna, Florence and 
Rome, Italy, April 20-26. Ptol. Guido Bassi, Policlinic of St. Orsola, 
Bologna, Italy, Secretary. 
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DEATHS 


Lancaster, Walter Brackett @ Boston; born in Newton, Mass., 
May 11, 1863; Harvard Medical School, Boston, 1889; studied 
in Vienna, London, and Edinburgh; associate in ophthalmology 
at his alma mater from 1912 to 1923 and from 1935 to 1940; 
served as lecturer in ophthalmology on the staff of the Courses 
for Graduates at Harvard; from 1940 to 1942 professor of 
ophthalmology at Dartmouth Medical School in Hanover, N. H., 
where he was chief-of-staff at Dartmouth Eye Institute from 1940 
to 1942 and ophthalmic surgeon of the Mary Hitchcock 
Memorial Hospital; long specialized in the field of physiological 
optics and was instrumental in founding at Dartmouth the de¬ 
partment of research in physiological optics, from which the 
Dartmouth Eye Institute grew; in 1919 member of the House 
of Delegates of the American Medical Association and in 1927- 
1928 chairman of the Section of Ophthalmology, which in 1941 
awarded him the Howe Research Medal; in 1935 president of 
the American Ophthalmological Society, which awarded him the 
International Ophthalmic Medal in 1944 and the Lucien Howe 
Medal in 1945; an executive of the Ophthalmological Study 
Council; chairman of the American Committee on Optics and 
Visual Physiology since 1930; three times president of the New 
England Ophthalmological Society, and in 1924 president of the 
American Academy of Ophthalmology and Otolaryngology; in 
1943 received the Leslie Dana Gold Medal of the St. Louis 
Society for the Blind, awarded annually on recommendation of 
the Association for Research in Ophthalmology for outstanding 
achievements in the prevention of blindness and the conservation 
of vision; member of the council of the Association for Re¬ 
search in Ophthalmology; in 1923 member of the committee on 
scientific papers and in 1929 a delegate to the International 
Congress of Ophthalmology in Washington, D. C.; member of 
the American Orthoptic Council, the Optical Society of America 
and one of the editors of its journal, the National Research 
Council, American Association for the Advancement of Science, 
and the Illuminating Engineering Society and its committee on 
research; fellow of the American College of Surgeons; in 1942 
delivered the fifth De Schweinitz lecture of the College of 
Physicians of Philadelphia; one of the original members and 
several times president of the American Board of Ophthalmology 
d member of the executive committee of the Advisory Board 
edical Specialties; chairman of the ophthalmology section 
the National Conference on Nomenclature of Disease; gave 
e name “aniseikonia” to the disease of unequal vision, for 
which the Dartmouth Eye Institute had discovered methods of 
diagnosis and treatment; during World War I was a major in 
the Medical Corps of the U. S. Army Air Force and served as 
head of the department of ophthalmology in the aeronautical 
research laboratories at Mitchel Field, N. Y.; an official of the 
Foundation for Vision, Inc.; for many years ophthalmic surgeon 
at the Boston City Hospital, Massachusetts General Hospital, 
and the Massachusetts Eye and Ear Infirmary and continued 
his work in a consulting capacity; consulting ophthalmic surgeon 
at the New England Hospital for Women and Children; instru¬ 
mental in founding the Boston Nursery for Blind Babies and was 
its first consultant; in May, 1943, the American Journal of Oph¬ 
thalmology was designated the Lancaster Testimonial Issue to 
commemorate his 80th birthday; received the honorary degree 
of doctor of science from Dartmouth in 1939; published numer¬ 
ous papers in the field of physiological optics; died December 9, 
aged 88, of heart disease. 

Maguire, Daniel Laurence ® Charleston, S. C.; born Nov. 15, 
1882; Medical College of the State of South Carolina, Charleston, 
1907; joined the teaching staff of his alma mater in 1914 and 
served as professor in the department of surgery until his resigna¬ 
tion; clinical professor of surgery emeritus at the medical col¬ 
lege; vice-chairman of the board of trustees of the College of 
Charleston and physician to that college; past president of the 
county board of health; formerly member of the state board of 



medical examiners; member of the Southeastern Surcicil r 
gress; fellow of the American College of Surgeons-ch 
of the executive staff of St. Francis Xavier Infirmary and'f-' 
itmg surgeon to Roper Hospital; died October 6, accd eV'' 
hypertensive cardiovascular disease. ’ " ^ 

Milbum, Conn Lewis ® San Antonio, Texas; born in 11 .- 
ville. Mo., Sept. 20, 1876; University of Texas School of m J 
cine, Galveston, 1905; also a graduate in pharmacy; at one li¬ 
on the faculty of his alma mater; past president and vice-pr- 
dent of the Bexar County Medical Society; fellow of the Am-r 
can College of Surgeons; chairman of the city board of hcali 
and member of the county board of health; member 0111 ) 
Council on Medical Education and Hospitals of the State Med 
cal Association of Texas; affiliated with the Robert B. Gree 
Memorial, Baptist Memorial, and Santa Rosa hospitals; medic; 
director and owner of the Central Clinic Hospital, where 1 
died recently, aged 74, of coronary thrombosis. 

Yates, Earl Carroll, Lexington, Ky.; born in Wheeling, W. Va 
April 11, 1898; University of Michigan Medical School, An 
Arbor, 1922; member of the American Medical Associatioi 
specialist certified by the American Board of Otolaryngoloe 
past president of the Fayette County Medical Society; memb 
of the county board of education; affiliated with Good Samarita 
Hospital, where he was past president of the staff, Shriners Ho 
pital for Crippled Children, U. S. Public Health Service Ho 
pita], and St. Joseph Hospital; served as a member of the boai 
of directors of the Kentucky State Medical Mutual Insurani 
Company; died September 2, aged 53, of carcinoma of tl 
pancreas. 

Blake, Herbert Claude @ Baltimore; born in 1882; Ballimoi 
Medical College, 1905; fellow of the American College of Su 
geons; in 1909 was appointed assistant surgeon of the Foutl 
Infantry National Guard and later served with it in the Mexica 
border campaign; served overseas during World War 1; duria 
World War II joined the Maryland State Guard and was a; 
pointed chief surgeon with the rank of colonel; formerly s'al 
commander of the American Legion and the Veterans of Ford: 
Wars; affiliated with Maryland General Hospital, where he di: 
November 20, aged 69, of coronary thrombosis. 

Agnew, William, Cleveland; Ohio Medical University, Colun 
bus, 1900; died November 18, aged 81. 


Alden, Alberfus Holmes ® North Lima, Ohio; University i 
Wooster Medical Department, Cleveland, 1903; formerly met 
ber of the North Lima Board of Education; died November 
aged 83, of carcinoma of the prostate with metastases. 

Alexander, Isador Henry, New York; University of the Ci 
of New York Medical Department, New York, 1892; special 
certified by the American Board of Otolaryngology; for ma 
years on the faculty of the New York Post-Graduate Medic 
School and Hospital; affiliated with Harlem Eye and Ear R 
pital; on the staff of Lenox Hill Hospital, where he died b 
vember 23, aged 79, of heart disease and complications folio 


ing a fall. 

Arends, Katharine Wanda, New York; New York Medical 0 
lege and Hospital for Women, Homeopathic, New York, H' 
died in Presbyterian Hospital November 21, aged 90. 


Wmsfrong, Thomas Blake, Atlanta; Atlanta College of 
nans and Surgeons, 1913; member of the Ainerican b o 
\ssociation; affiliated with the Veterans Administration, ou t 
VIemorial Hospital, Georgia Baptist Hospital, and Crawtoro • 
-ong Memorial Hospital; served during World War I, 

>t. Simons Island December 2, aged 67, of ruptured ao 

\xley, Harold ® Cottage Grove, Ore.; RuJ ‘ j hcS 

Chicago, 1922; served during World War I; died in 
Hn-snital. Eueene, November 16, aged 58, of myocar 


tion. 


® Indicates FcUow ot the American Medical Association. 
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Baker, Luther P., Atlanta; Hospital Medical College, Eclectic, 
Atlanta, 1909; member of the American Medical Association; 
died November 13, aged 69, of peritonitis, diverticulitis, and 
coronary disease. 

Banks, Harry Barnet ® San Francisco; University of Califor¬ 
nia Medical School, San Francisco, 1935; served during World 
War II; on the staffs of Mount Zion, French and Doctors hos¬ 
pitals; died October 29, aged 54, of carcinoma. 

Beall, Ch.'irlcs Middleton ® Washington, D. C.; Columbian Uni¬ 
versity Medical Department, Washington, 1900; for many years 
on the staff of Garfield Memorial Hospital; associate medical 
director of Acacia Mutual Life Insurance Company; died 
November 20, aed 74, of lymphatic leukemia. 

Beckett, George M., Washington, D. C.; National University 
Medical Department, Washington, 1889; also a dentist; retired 
medical examiner for the United States Pension Service; died 
December 1, aged 88, of myocarditis. 

Benninghoff, George Edward, Lakewood, N. Y.; University of 
Wooster Medical Department, Cleveland, 1879; member of the 
American Medical Association and the Medical Society of the 
State of Pennsylvania; fellow of the American College of Sur¬ 
geons; served on the staff of Bradford Hospital in Bradford, 
Pa., where he died November 14, aged 97. 

Bigham, John Christosteni, Batesville, Ind.; University of Louis¬ 
ville (Ky.) Medical Department, 1920; city health officer; on the 
Staff of the Margaret Mary Hospital; died November 24, aged 
58, of coronary occlusion, hypertension, 'and arteriosclerosis. 

Bower, Raymond E. ® Chillicothe, Ohio; Rush Medical Col¬ 
lege, Chicago, 1901; county health commissioner; died Novem¬ 
ber 10, aged 84. 

Bowles, George William ® York, Pa.; Howard University Col¬ 
lege of Medicine, Washington, D. C., 1906; past president of the 
National Medical Association; died October 7, aged 72, of car¬ 
cinoma of the stomach. 

Boynton, Vincent Russell, Denver; Rush Medical College, Chi¬ 
cago, 1906; chief resident physician at Denver General Hos¬ 
pital, where he died November 9, aged 72. 

Brickclt, Beatrice Hannah ® Newton, Mass.; Woman’s Medical 
College of Pennsylvania, Philadelphia, 1898; retired superin¬ 
tendent of the Massachusetts Women’s Hospital in Boston; 
served on the courtesy staff of the Quincy City (Mass.) Hospital; 
died December 10, aged 88, of cholecystitis. 

Bromberg, Charles Bernard ® Passaic, N. J.; Jenner Medical 
College, Chicago, 1915; died recently, aged 61, of coronary 
thrombosis. 


Buck, Elmer Robert, Sioux Falls, S. D.; Keokuk (Iowa) Medi¬ 
cal College, 1898; died in Sioux Valley Hospital October 19, 
aged 81, of pulmonary embolism. 

Ciervo, Salvatore ® Brooklyn; University and Bellevue Hospi¬ 
tal Medical College, New York, 1921; died October 13, aged 52, 
of heart disease. 

Dankbcrg, Julius ® New York; George Washington University 
School of Medicine, Washington, D, C., 1929; served during 
World War II; died recently, aged 50, of a heart attack. 

Di Stasio, Frank ® New Haven, Conn.; University of Mary¬ 
land School of Medicine and College of Physicians and Sur¬ 
geons, Baltimore, 1933; specialist certified by the American 
Board of Radiology; member of the American College of Radi¬ 
ology; chief of the department of roentgenology at the Hos¬ 
pital of St. Raphael; died in New Haven Hospital October 20, 
aged 45. 


Dolman, Pcrcival, San Francisco; Cooper Medical College, 
San Francisco, 1905; member and past president of the slate 
board of medical examiners; member of the American Medical 
Association; died recently, aged 76, of a heart attack. 


Giesslcr, Paul William, Minneapolis; University of Minnesot 
Medical School, Minneapolis, 1913; clinical assistant professo 
of surgery at his alma mater; member of the American Medica 
Association. Clinical Orthopaedic Society, and the Americai 
Academy of Orthopaedic Surgeons; fellow of the American Col 

rcecn'tly^a3d°66 


Holcomb, John Levi, Vian, Okla.; College of Physicians and 
Surgeons, Keokuk, Iowa, 1898; died October 9, aged 75, of coro¬ 
nary thrombosis. 

Holcombe, George Molfon, Okeene, Okla.; Washington Uni¬ 
versity School of Medicine, St. Louis, 1916; served during World 
War I; died recently, aged 66. 

Lane, Winfred Howard, Brattleboro, Vt.; University of Ver¬ 
mont College of Medicine, Burlington, 1899; died October 23, 
aged 75, of pneumonia. 

Lyon, Don Dee @ Olympia, Wash.; Harvard Medical School, 
Boston, 1920; certified by the National Board of Medical Ex¬ 
aminers; on the staff of St. Peter’s Hospital; died October 27, 
aged 58, of carcinoma of the cecum. 

Meyers, Judson Melvin, Superior, Wis.; College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Illinois, 1902; member of the American Medical Association; 
fellow of the American College of Surgeons; served on the 
staff of St. Mary’s Hospital, where he died recently, aged 74, 
of cerebral vascular disease. 

Orr, James Arthur, Paris, Ky.; Vanderbilt University School 
of Medicine, Nashville, Tenn., 1914; member of the American 
Medical Association; served during World War I; past president 
of the Bourbon County Medical Society; served as president of 
the Massie Memorial Hospital staff; for many years surgeon for 
the Louisville and Nashville Railroad Company; died September 
24, aged 72. 

Thomas, Norman Goodsell, Madison, Wis.; University of Wis¬ 
consin Medical School, Madison, 1931; member of the Ameri¬ 
can Medical Association; formerly on the faculty of his alma 
mater; died September 22, aged 46. 

Trigg, Ross B., Fort Worth, Texas; Fort Worth School of 
Medicine, Medical Department of Fort Worth University, 1908; 
Jefferson Medical College of Philadelphia, 1909; member of 
the American Medical Association; past president and secretary 
of the Texas Railway Surgeons’ Association and when it changed 
its name to Texas Railway and Traumatic Surgical Association, 
continued to serve as secretary-treasurer for many years; died 
recently, aged 66, of cerebral hemorrhage. 

Wells, Edgar Kennard, Masontown, Pa.; Jefferson Medical Col¬ 
lege of Philadelphia, 1907; died in the Uniontown (Pa.) Hos¬ 
pital October 12, aged 68. 

Whitlatch, Irving Alcedo, Milan, Ind.; University of Louisville 
(Ky.) Medical Department, 1911; member of the American 
Medical Association; served during World War I; medical ex¬ 
aminer for the Selective Service System during World War II; 
for many years member of the school board; died November 13, 
aged 69, of coronary thrombosis. 

Wilson, Henry, Clearwater, Fla.; Western Pennsylvania Medical 
College, Pittsburgh, 1894; formerly practiced in Somerset, Pa., 
where he was president of the Somerset County Medical Society; 
died November 13, aged 94. 

Wilt, Lazarus L., Indianapolis; Baltimore Medical College, 
1893; died in General Hospital November 13, aged 87, of 
heart disease. 

Woods, Hugh Bcchtcll ® Des Moines, Iowa; Drake University 
College of Medicine, Des Moines, 1903; on the staffs of Iowa 
Methodist Hospital, Mercy Hospital, and Iowa Lutheran Hos¬ 
pital, where he died November 17, aged 74, of ruptured aortic 
aneurysm. 

IVosika, Paul Henry ® Chicago; Northwestern University Medi¬ 
cal School, Chicago, 1931; associate professor of medicine at 
Chicago Medical School; specialist certified by the American 
Board of Internal Medicine; member of the Central Society for 
Clinical Research; fellow of the American College of Physicians; 
president of the staff of the Illinois Masonic Hospital; cardiac 
consultant. Cook County Infirmary in Oak Forest, Ilk; died re¬ 
cently in Crete, Ill., aged 46, in the crash of his private plane. 

IVrighI, Walter Edgar, Tulsa, Okla.; University of Louisville 
^y.) Medical Department, 1906; past president of the Tulsa 
County Medical Society; Tulsa’s first city superintendent of 
public health; died in Bardstown, Ky., October 21, aged 
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GOVERNMENT SERVICES 


SELECTIVE SERVICE SYSTEM 

Priorities.—^The National Advisory Committee to the Selective 
Service System, 1712 G Street Northwest, Washington 25. D, C, 
released January 9 the following information: The priorities 
of individual registrants are determined by the Selective Service 
System, whereas the priorities of reserve officers, once they are 
commissioned, are determined by the Department of Defense. 
By and large, these two systems are identical. One difference in 
them has just come to our attention. 

It seems that when the Department of Defense established 
their priorities at the request of the President, in referring to 
the service rendered subsequent to participation in government 
educational programs, or deferment by Selective Service for edu¬ 
cation, they included the phrase; “as a commissioned officer.” 
This means, for example, that a man who had 94 days of active 
duty as a seaman, first-class, following the completion of his 
V-12 training, is in Priority 2 if he is a special registrant, and 
Priority 1 if he is a reserve officer. 

There are two other points in connection with priorities which 
may be of assistance; 

Internship, whether or not it occurred in a civilian hospital, or a service 
hospital while the officer was on active duty, does not count as active 
duty in determining priority. 

An individual who enjoyed a 4-F classification throughout his attendance 
in school during the period between Dec. 7, 1941, and March 31, 1947, is 
not considered to have been deferred, and therefore is in Priority 3. 
In this connection it should be noted that many of them held, at various 
times, different classifications. In some cases, at one time a 4-F; at 
another time, a 2-A. If they held a 2-A classification at any time during 
this specified period and were pursuing their educational endeavors, they 
are considered to have been deferred for that purpose. 

Alien Physicians.—Citizens of Canada and some other countries 
that do not have special treaty arrangements who enter this 
country as aliens on a visa to accept employment such as resi- 
' '• tcy and who hold the degree of Doctor of Medicine, must 
.er as special registrants within five days of the time of their 
* . j into this country if they have not attained their 50th birth- 

y. Such aliens who have not attained their 26th birthday must 
also register as regular registrants within six months from the 
date of their entry into this country. After registration and unless 
otherwise entitled to a deferment, they will be liable for induc¬ 
tion into the armed forces on the same basis as citizens of the 
United States. 

In addition, as special registrants who presumably had no 
prior service or training during World War II in the armed forces 
of the United States, they fall into Priority 3. 


ARMY 

Chief of Women’s Specialist Corps Retires.—Col. Emma E. 
Vogel, Chief of the Women’s Medical Specialist Corps, was 
honored by the Military District of Washington at a retirement 
ceremony at Fort Meyer, Va., Nov. 29, 1951. 

Colonel Vogel’s Army career began in 1919 when she was 
appointed a physical therapist at Army General Hospital No. 24, 
near Pittsburgh, Pa. After World War I she helped organize 
the first postwar training course in the country for physical 
therapists. This course at Walter Reed Army Hospital was 
among the first such courses to receive professional recognition 
from the American Medical Association. 

In 1942 Colonel Vogel was transferred to the Office of The 
Surgeon General of the Army. She was awarded the Legion 
of Merit for effectively organizing the Physical Therapist Branch 
and for formutaUng policies and plans to insure the highest 
standards tor treatment for the sick and wounded. As the first 
chief of t\m Women’s Medical Specialist Corps, Colonel Vogel 
i was formerly three separate groups in the Army 

. Medical Seryicc-^lctvtians, physical' therapists, and occupa- 
tional hcrapists. She is a charter member of the American Physi¬ 
cal Therapy Association. 


General Armstrong, The Surgeon General, said: “Herch- 
pionship of the ever wider use of women’s professional lu' 
in the Army Medical Service has contributed imme.wunL' 
towards the high esteem enjoyed by the Women’s Medical S 
cialist Corps today.” Maj. Gen. Norman T. Kirk, retired 
Surgeon General, stated: “No woman, either as a civilian em 
ployee of the Medical Department, or a commissioned* oniccr 
m one of its Corps, has made the contribution to the Medbl 
Department that you have made.” Colonel Vogel’s presen 
address is 3901 Connecticut Ave., N.W., Washington D C 


NAVY 

Course in Medical Aspects of Special Weapons and Radioarlhc 
Isotopes—A course of instruction in the medical aspects of 
special weapons and radioactive isotopes will convene at (he 
Naval Medical School, Bethesda, Md., on February 11, and 
continue through February 16, The course is primarily for the 
benefit of inactive reserve medical department officers. A limited 
number of officers of the Medical Department on active duty 
will attend also. Problems likely to be confronted by medical 
and dental officers in the field of radioactivity will be presented 
and techniques employed to counteract these problems will he 
discussed. 

Inactive reserve medical, dental, medical service corps, and 
nurse corps officers who reside in the 1, 3, 4, 5, 6, 8, and 9ih 
Naval Districts and the Potomac River Naval Command may 
attend this course. Officers residing in these districts should sub¬ 
mit a request for this training duty to the commandant of their 
respective districts at the earliest practicable date. Meals and a 
limited number of sleeping quarters are available. Quarters will 
be available on a first come, first served basis. The Surgeon 
General stated that the acceptance of orders to attend this course 
will not increase the possibility of involuntary recall to active 
duty of the personnel concerned. 


AIR FORCE 

Commendation for Dr. Samuel J. Crowe.—Dr. Samuel J. Crowe, 
consultant to the Surgeon General, has received a citation from 
the Secretary of the Air Force in appreciation of service ren¬ 
dered. Dr. Crowe, an otolaryngologist, volunteered his service 
to Wiesbaden Military Post and Hospital, Germany, while on 
leave from his duties in America. At a time of critical need in 
the European Command, he gave time to treat numerous com¬ 
plicated cases, to conduct lectures in the field of his specialty, 
and to instruct medical personnel. As a direct result of his efloits, 
the professional services provided for military and civilian mem¬ 
bers of the U. S. occupation were improved. Dr. Crowe’s gen¬ 
erous assistance and professional achievements, according to the 
citation, “reflect the highest credit on himself and the medical 
profession.” 

Today he is the director of the nose, throat, and ear clini- 
at Johns Hopkins University and Hospital—a post which he hai 
held since 1912. He has been president of the American 0(o- 
iogical Society. Dr. Crowe has dealt primarily with radiuia 
treatment of conditions causing deafness in children, and aero.) 
tis in flying personnel of the Armed Forces. 

American Board Visits Air Force School.—The American Boati 
of Preventive Medicine and Public Health and two 
from (he Council on Medical Education and Hospitals o ^- 
American Medical Association spent three days (January - 
at the Air Force School of Aviation Medicine at an 
Field, Texas. Headed by Dr. Walter L. Bierring. ’ 

Iowa, board chairman, the group gave three days o , 

study and examination of the school’s educational an 
facilities and activities. The group was accompanied oy 
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W. Tomlinson, a New York City attorney and legal counsel 
10 the preventive medicine board, by a group of military digni¬ 
taries and by Dr. Conrad Berens, New York, consultant to 
the Surgeon General, and Dr. John Hume of Baltimore. 

The agenda for the three-day conference included a resume 
of aviation medicine in its broader aspects; a briefing on the 
educational and research missions of the School of Aviation 
Medicine; a detailed analysis of the new five-year program of 
education and training in aviation medicine; and a complete 
tour of all the laboratories at the school. 


VETERANS ADMINISTRATION 

Residents Wanted.—^Approved three-year residencies in internal 
medicine are available at the Veterans Administration Hospital, 
Augusta, Ga. These residencies are under the supervision of the 
dean's committee and Virgil P. Sydenstricker, M.D., professor of 
medicine at the Medical College of Georgia in Augusta. A one, 
two, or three-year training program may be arranged with sal¬ 
aries ranging from $2,400 to $3,000 per annum. 

Approved two-year residencies in psychiatry are also avail¬ 
able. These residencies are under the supervision of the dean’s 
committee, and Hervey M. Cleckley, M.D., professor of neuro¬ 
psychiatry at the Medical College of Georgia in Augusta. A one 
or two-year program may be arranged, with salaries depending 
on experience, ranging from $2,400 to $3,000 per annum. 

For information, write William V. Walsh, M.D., Chief of - 
Professional Services, Veterans Administration Hospital, Au¬ 
gusta, Ga., or William J. Cranston, M.D., Chairman, Dean’s 
Committee, 1345 Greene St., Augusta, Ga. 

Personal.—^Dr. Henry W. Walters, manager of the Veterans Ad¬ 
ministration Hospital, Sunmount, N. Y., has become chief of 
the tuberculosis section in the area medical office at Fort Snell- 
ing, Minn. He will supervise all tuberculosis hospitals and tuber¬ 
culosis sections in general medical hospitals in the 10-state area 
having headquarters at Fort Snelling. Dr. Walters has been with 
the VA since January, 1938. 

Hospital News.—On November 15, Dr. Sandor Lorand, clinical 
professor of psychoanalytic psychiatry. New York University 
College of Medicine at New York City, conducted a seminar at 
the Veterans Administration Hospital, Northport, L. I., New 
York. 


PUBLIC HEALTH SERVICE 

Planning for Hospital Equipment.—A series of seminars on 
planning Sot hospital equipment is being conducted by the Equip¬ 
ment and Supply Branch of the U. S. Public Health Service. 
The Ihrcc-day sessions are being held to acquaint local archi¬ 
tects, engineers, and hospital administrators who are in the 
•Stage of hospital planning with new developments in hospital 
equipment and arrangement. A similar seminar was held in Hart¬ 
ford, Conn., in November, 1951. Two more are scheduled for 
San Francisco and Seattle in January. 

Staff members of the Division of Hospital Facilities are con¬ 
ducting the meetings with the assistance of personnel from the 
Public Health Service regional offices and from the State Hos¬ 
pital Construction agency offices. These equipment seminars are 
a pari of the federal, stale, and local cooperative program author¬ 
ized by the National Hospilai Survey and Construction Act to 
provide belter patient care. This activity is under the genera! 
direction of John W. Cronin, M.D., chief. Division of Hospital 
Facilities, U. S. Public Hc.alib Service. 

Examination for Nurse Officers.—The Public Health Service 
will hold a competitive examination for the appointment of 
nurse officers in the regular corps on June 3-S, 1952, in various 
cities. Completed applications must be in the Washington office 
by April 30. The examination will include written professional 
tests, an oral interview, and a physical examination. Appoint¬ 
ments arc permanent and provide career opportunities in the 


fields of clinical and public health nursing. Appointments in 
clinical nursing will be made in the grades of junior assistant, 
assistant, and senior assistant, equivalent to Navy ranks of 
ensign, lieutenant, j.g., and lieutenant respectively. Appoint¬ 
ments to public health nursing positions will be made in the 
assistant and senior assistant grades only. Entrance pay for 
officers without dependents ranges from $3,789 to $5,166, in¬ 
cluding rental and subsistence allowances. Officers enjoy usual 
military benefits. Applicants must be United States citizens and 
must expect to complete the following requirements no later 
than March 3, 1953; registration as a graduate professional 
nurse, graduation from an approved school of nursing, and re¬ 
ceipt of a bachelor’s degree from a recognized college or uni¬ 
versity. For appointments above the junior assistant grade, 
specific experience requirements have been established for both 
clinical and public health nurses. 

For information write to Surgeon General, United States 
Public Health Service, Washington 25, D. C., Attention; Division 
of Commissioned Officers. 

New System for Morbidity Reports.—A new system of national 
morbidity reporting went into effect Jan. 1, 1952, according to 
the National Office of Vital Statistics. The modifications will 
more nearly meet the needs of both state and federal agencies 
and aid in providing essential information for civil defense. A 
manual of instructions has been sent to all state and territorial 
health officers. 

The main change in the revised system is the addition of eight 
diseases to the list that states have been reporting each week to 
the Public Health Service, namely: botulism, brucellosis, dengue, 
infectious hepatitis, malaria, rabies in man, trichinosis, and 
typhus fever. Influenza and pneumonia will no longer be re¬ 
ported weekly or annually. It is believed that a better estimate 
of the prevalence of these diseases can be obtained through re¬ 
ports of respiratory outbreaks and of appropriate laboratory 
examinations, in combination with mortality records. 

Statistics for the 25 diseases now on the weekly list will appear 
in summary form for the United States in the Communicable 
Disease Summary and for each state and in the Morbidity and 
Mortality Report, both published weekly by the National Office 
of Vital Statistics. Instead of, monthly summaries of com¬ 
municable diseases states will now submit annual summaries of 
39 diseases by month and by county of residence. The sum¬ 
maries by county of residence will not be published generally 
but will be made available to persons who request such infor¬ 
mation. Reports of disease outbreaks will continue to be pub¬ 
lished on a current basis. 

Decreased Incidence of Venereal Disease,—Less syphilis was 
reported in the United States in 1951 than in any year since 
1929 and less gonorrhea than in any year since 1942, accord¬ 
ing to the Public Health Service. There were a total, among 
civilians, of over 198,000 cases of syphilis, more than 18,000 of 
which were in the early infectious stages, about 52,000 in the 
early latent stage, and 107,000 in the later stages. More than 
12,000 were congenital cases. Gonorrhea is still reported in the 
hundreds of thousands of cases—270,000 in 1951. The estimated 
U. S. annual minimum incidence of syphilis among civilians 
has been 214.000 in 1947, 178,000 in 1948, 139,000 in 1949, 
98,000 in 1950, and 71,000 in 1951. 

The basic facilities of the National Venereal Disease Control 
Program are the rapid treatment centers and the approximately 
2,200 clinics which are state and locally operated. In these clinics 
2.4 million diagnostic observations resulted in the admission to 
clinics for treatment of 366,000 cases of venereal disease in 
1951. Admissions to venereal disease inpatient treatment centers 
numbered 110,000 in 1951, 

Research Fellowships.—May 1, 1952, is the deadline for the 
receipt of applications for Public Health Service research fellow¬ 
ships to begin between July 15, 1952, and March 14, 1953, Sur¬ 
geon General Scheele has announced. Applications for fellow¬ 
ships to been between Nov. 15,1952, and July 14, 1953, should 
be submitted by Sept. 1, 1952. Applications and supporting 
documents should be sent to the Division of Research Grants 
and Fellowships, National Institutes of Health, Bethesda 14, Md. 
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Huguenin, director of the Gustave Roussy Cancer Institute, read 
a paper before the Medical Society of the Paris Hospitals on the 
treatment of pulmonary metastases of other types of cancers 
mth the drug. A typical case is that of a child treated in March, 
1950, with roentgentherapy for a right abdominal tumor. On 
July II, 1950, ablation of the right kidney was performed, and 
renal blastoma was demonstrated microscopically. On Sept. 29, 

1950, roentgen examination of the lungs showed metastatic seed¬ 
ing at the right base. The child was given 1.5 gm. of the drug 
daily. The drug was well tolerated, and, by Oct. 24, 1950, the 
pulmonary opacity had disappeared. A urogram made on June 
13, 1951, showed the kidney had remained normal; apparently 
recovery had been maintained for three months. In another child, 
treated for lumbar sympathoblastoma with medullar metastasis, 
early metastatic seeding of both lungs was found. A daily dose 
of 1.5 gm. of paraoxypropiophenone was administered, and 
after two months the lung fields became normal again; however, 
four months later new pulmonary metastasis, not responsive to 
paraoxypropiophenone, developed. The author emphasizes that 
the drug had no effect on the primary tumor. Although he is un¬ 
able to explain the mode of action of this drug on pulmonary 
metastasis, he believes that it is governed by certain laws: 

1. The product has a better action on the recent metastasis. 

2. The metastasis does not necessarily occur in the same location 
as the first tumor. Professor Huguenin stresses that one should 
be cautious in drawing conclusions from these successes. 

Treatment of Chronic Myeloid Leukemia with Thiouracil.—^In 
1947, Hansen-Pruss treated six cases of myeloid leukemia with 
large daily doses of thiouracil (1.5 gm.). In one case, there was 
a noticeable improvement. In the five others, this treatment was 
given in conjunction with radiotherapy, thus, conclusions could 
not be drawn concerning the therapeutic value of thiouracil. 
At a recent meeting of the Medical Society of the Paris Hos¬ 
pitals, Professors Jean Bernard, G. Deltour, D. Christol, E. 
Velez, and P. Colvez discussed their observations on three cases 
of chronic myeloid leukemia treated with thiouracil. Velez ob¬ 
served a woman patient in Lima, Peru, under observation for 
leukemia, who was admitted to the hospital after attempting 
suicide with a large dose of thiouracil. On admission, the leuko- 
tes were found to be reduced from 100,000 to 20,000. Further 
uction occurred during the following five days, with the total 
' appearance of immature forms. The myelogram became nor- 
al, and the clinical condition improved rapidly. I. Bernard 
discussed the case of a patient who, on Hov. 24, 1950, had 
3,320,000 erythrocytes, 496,000 leukocytes, with 92% neutro¬ 
phils, and a large spleen. Ten courses of radiotherapy reduced 
the leukocytes to 16,400 and increased the number of red blood 
cells to 4,240,000. On May 16, 1951, the hemogram again 
showed 3,372,000 red blood cells, and 191,000 leukocytes, with 
91.5% neutrophils; there were' 156,000 platelets. On June 4, 

1951, a 22 day course of thiouracil, administered in doses of 
200 mg. was started. The medication was well tolerated; the 
condition improved rapidly; the red blood cells increased to 
4,750,000; the number of white blood cells fell to 6,000, and 
the platelets increased to 560,000. Hemogram and myelogram 
results were normal. In two other cases, equally favorable re¬ 
sults were obtained. 


SWEDEN 

Sickness Risks for Hospital Nurses.—At a meeting of the Goth¬ 
enburg Medical Society, Dr. Nils Faxdn gave a statistical anal¬ 
ysis of the incidence of sickness between September, 1937, and 
December, 1950 among 889 probationary nurses in Gothenburg. 
On classifying disease incidence according to hospital depart¬ 
ments, it was found that the sickness rate was highest in the 
epidemic department and second highest in the ear department. 
The children’s department was third with a comparatively high, 
sickness rate, which, however, was not nearly so high as the 
rate in the epidemic department, which averages- 12 days of 
sickness for every 100 working days. Classification based on the 
different diseases revealed that diseases of the respiratory tract 
had a remarkably high incidence. Scarlet fever came next, and 
polyarthritis was the cause of illness in 51 cases. As expected, 


J.A.M.A., Jan. 26, jjo 

much of the illness in the epidemic department was due to ’ 
fever, infections of the respiratory tract, and st/ch spocifi-sf 
dren’s diseases as measles and rubeola. The hich hcpaiiil'"']'' 
among nurses doing laboratory work was imprCKive but no'i' 
prising. This can be traced to the risk of inoculation durin^'ts'.' 
examination of morbid material. '• 

Dr. Faxen also showed that during the period under rerj- 
there had been a general reduction in the .sickness rate amc- 
hospital nurses. He traced this change partly to the incrca/- 
use of antibiotics in the different hospital departments. Pati’r-'- 
treated with penicillin are less prone to transmit diseasc'^f- 
example, the chance of a nurse contrsfeting scarlet fever in 
pitals have diminished considerably. The fall in the hepatiijsp.! 
among nurses is certainly due to the precautions recently talc- 
to prevent accidental inoculation. It is curious that the e.u A-, 
partment has not participated in this change; however, this may 
be due to the fact that the nurses are in dose contact with p>'. 
tients suffering from ear diseases that are not amenable to 
penicillin treatment., The striking decline of the incidence cl 
polyarthritis may be attributed to the increased use of penicillin 
Dr. Faxen concluded with the consoling reflexion that althounh 
the cost of antibiotics has imposed a heavy financial burden on 
hospitals, this drawback is more than compensated for by (h: 
more effective and rapid cure of patients and by the increased 
efficiency of hospital staffs. 

Operative Treatment of Mitral Stenosis.—^The attitude latcii 
toward the C, LilHngston surgical treatment of mitral stenosis 
by the two teams in Sweden especially interested in this disease 
is cautious but hopeful. They are inclined to limit surgical 
treatment to patients with “pure” mitral stenosis, which occurs 
without great mitral or aortic insufficiency; equal importance is 
attached to the functional capacity of the myocardium as rchtel 
to the degree of mitral insufficiency. In the medical deparlmcn! 
of a large hospital in Malmo, Dr. G. Biorck, Dr. P. Hall, and 
Dr. I. Jansson have undertaken a statistical study of this disease 
that has been published in the September 21 issue of the journa! 
of the Swedish Medical Association, Svenska Uikartidimga 
After studying all the case records for this department m 
they found that among 3,384 cases, there were 120 cases of 
valvular disease of the heart. Among these, there were 65 ca'ts 
of “pure” mitral stenosis and 23 cases in which mitral disea'e 
was combined with disease of the aorta. In approximately half 
the cases, there was a definite history of a rheumatic infeclioa, 
The average age of the patients was high, a fact that may 
that some fundamental biologic change is taking place in lb. 
character of rheumatic infections at the present time and that a 
higher standard of living and better medical treatment has provri 
effective. Three patients with “pure” mitral stenosis undcrv'cni 
surgical treatment. 

With the fact in mind that the Maimd Hospital serves a com¬ 
munity of 200,000 persons and the life expectancy after the 
development of mitral disease is approximately 15 years, fc 
authors based their calculations on the number of cases of "pure 
and complicated mitral disease observed in 1950. In all Sweden, 
with a population of 7 million, there must be 10,OOQ “pure"ca;ei 
of mitral disease. Recent wide-scale roentgen-ray examinatiori 
show that this estimate is approximately correct. The caicuh- 
tions show the difficulty of sifting out from thousands of 
those for which surgical treatment will prove permanently 
ficial. An argument against such treatment is improved life 
pectancy of patients suffering from mitral stenosis. 

Duration of BCG Allergy,—Since 1945 some 35,000 seto! 
children in the younger age groups in Stockholm have 
cinated with BCG. On the initiative of the chief school mwiM 
officer, a follow-up study has been undertaken of some of 
children by Dr. H. Enell, who tested them apin with 
and investigated the subsequent tuberculosis morbidity o- •- 
children according to whether they had or had not been 
cinated with BCG. In one school, in which 79% ™ J 

children had been vaccinated, 93% were still tuberculm-p - 
several years after vaccination. Among all the children u - 
become tuberculin-positive after BCG vaccination, ' 

one found at the follow-up examination with j-.jll- 

of tuberculosis, whereas there were several ° tnitkei 
demonstrable tuberculosis among the children who ha 
treated with BCG. 
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MEDICOLEGAL ABSTRACTS 

Drunkenness: Under the Influence Caused by Alcohol and 
Drugs.—The defendant was charged with driving an automobile 
while under the influence of intoxicating liquor. From a judg¬ 
ment of conviction in the trial court, the defendant appealed to 
the superior court of Pennsylvania. 

After the arrest, the defendant had a strong odor of alcohol 
on his breath, thick speech, a flushed complexion and a stagger¬ 
ing gait. He admitted that he had had six beers. He contended, 
however, that his condition was due to an overdose of pheno- 
barbital which hfs physician had prescribed. His physician ad¬ 
mitted to having given him the prescription and testified, that, 
except for the odor, the drug could produce the same symptoms 
which indulgence in alcoholic beverages develops. 

In his charge to the trial court, the judge instructed the jury 
“However, the commonwealth had charged this man with driv¬ 
ing while under the influence of Intoxicating liquor, and that is 
the sole question for you to determine. In other words, if you 
find that he was dizzy due to the phenobarbital that he took 
... if you find he was abnormal that night from that cause, 
then you should acquit him under this bill, unless you also find 
that the liquor he consumed contributed to some extent to his 
condition. ... In other words, if you find from all the 
evidence he was under the influence of phenobarbital and intoxi¬ 
cating liquor, and you find that to be a fact beyond a reasonable 
doubt, then you can find him guilty. But, if you find that his 
condition, that he was abnormal, due entirely to phenobarbital, 
then you should acquit him.” This portion of the charge is the 
target of the defendant’s arguments, said the superior court. 
The defendant’s complaint is directed to the statement that if 
“he was under the influence of phenobarbital and intoxicating 
liquor” he violated the statute. He argued that the vehicle code, 
defining the crime, mentions intoxicating liquors, or narcotics or 
habit-forming drugs, in the disjunctive, and that therefore he 
can be convicted upon an indictment charging driving while 
under the influence of intoxicating liquor only by proof that 
liquor was the sole influence and must be acquitted where the 
condition is created by a combination of liquor and a habit-form¬ 
ing drug. In short, his position is that the abnormal condition was 
produced by the drug, not the beer, and that he should have 
been indicted for driving while under the influence of the drug. 
He seeks to exculpate himself by showing that he committed a 
crime other than that which he was charged. 

As pointed out in the charge, men’s tolerance for alcohol dif¬ 
fers, and variant conditions, such as fatigue, lack of sleep, and 
physical defects, contribute with liquor to cause an abnormal 
condition. To those variables might be added the factors of heat 
and cold, atmospheric pressure and altitude, lack of food or con¬ 
sumption of some types of food. These may contribute to the 
cfiicacy of liquor. Doubtless, a drug or medicine may also be 
a contributing factor. They “contribute” in the sense in which the 
trial judge used the word in his charge; that is, they furnish a 
share or constituent part of a combination. The question was 
which of the two combined elements, the beer or the drug, was 
the cflicicnl cause of the condition. In substance, the charge’sub¬ 
mitted (hat question to the jury, and there is no error in the 
charge or in the verdict. 

It would be an intolerable burden to require the Common- 
I wealth to prove that liquor was the sole cause, and the statute 
docs not require it. If liquor shares its influence with another 
influence and is still the activating cause of the condition which 
the statute denounces it can'be truthfully said that the driver 
was under the influence of liquor. 

Accordingly the judgment of conviction was affirmed Com- 
^ monwcalth v. Rex, S2 A (2d) 315 (Penn. 1951). 


Chiropractic: Chiropractor as “Legally Licensed Physician.”— 
The plaintiff filed a claim for temporary disability benefits under 
a private insurance plan carried by the defendant employer. 
From a determination in favor of the plaintiff, the defendant 
appealed to the superior court of New Jersey, appellate 
division. 

The plaintiff was unable to continue her duties and had to 
leave her work as a “looper” in the defendant’s hosiery mill 
because she was suffering pain and could not raise her left arm. 
This condition caused her to remain away from work about three 
months. A part of this three-months absence was spent under 
the care of a legally licensed chiropractor and the sole issue in 
this case, said the court, was whether the plaintiff was entitled 
to the benefits provided by the statute for the period during 
which she was under the care of the chiropractor. 

The temporary disability benefits law provides that no benefits 
shall be payable “for any period during which a claimant is not 
under the care of a legally licensed physician”.and the pertinent 
provision of the insurance policy covering the defendant em¬ 
ployer’s private plan contains an identical provision. The hear¬ 
ing officer concluded that a duly licensed chiropractor is a 
legally licensed physician within the meaning of the statute, 
when his treatment does not exceed the scope of his license and 
the hearing officer found that the treatment of the plaintiff by 
the chiropractor was within such scope. The defendant employer 
contended that the plaintiff was not “under the care of a legally 
licensed physician” while she was being treated by the chiro¬ 
practor and, therefore, was not entitled to benefits under the 
statute for such period. 

The practice of medicine and surgery, said the court, is regu¬ 
lated by the statute commonly known as the Medicine and Sur¬ 
gery Act. The same act also regulates the practice of chiropractic. 
A license to practice chiropractic is a license to practice medi¬ 
cine limited to the detecting and adjusting, by hand only, of 
vertebral subluxations. A license to practice under this act is 
granted by the State Board of Medical Examiners, on which a 
chiropractor is a full member. Licenses are issued to qualified 
persons to practice “medicine and surgery,” or “osteopathy,” 
or “chiropractic.” Technically, said the court, no one under the 
act is “legally licensed” to practice as a “physician.” 

Continuing, the court said that the temporary disability bene¬ 
fits law does not define the term “legally licensed physician” 
nor does it restrict its application to practitioners of any par¬ 
ticular branch of the practice of medicine or surgery. A “physi¬ 
cian” is a “person skilled in physic or the art of healing, one 
duly authorized to treat diseases, especially by medicine.” The 
term is not confined to the members of any one class of prac¬ 
titioners; it most frequently is used to mean a doctor practicing 
medicine and surgery in all its branches, yet it also connotes 
legally licensed practitioners of other more limited schools. 
There is nothing in the temporary disability benefits law to put 
an employee on notice to seek treatment only by a physician 
licensed to practice medicine and surgery in all its branches. 
The purpose of the provision in the law with respect to allowance 
of benefits for such period as the claimant is under the care of 
“legally licensed physician” is obviously intended to guard 
against fraudulent claims and should be construed from that 
point of view. At most, there is an ambiguity arising out of the 
use of the term “legally licensed physician.” Many persons for 
whose benefits this law was enacted consult chiropractors in 
the belief that they are dealing with legally licensed physicians. 
The licensing of chiropractors under the medical practice act 
encourages them in this belief. It would be unjust under such 
circumstances to construe the temporary disability benefits law 
so narrowly as to deprive worthy claimants of the benefits 
thereunder. The chiropractor who treated plaintiff during the 
period in question was admittedly legally licensed and there is 
nothing in the record indicating that he was not a legally licensed 
physician within the intendment of the socially progressive and 
remedial temporary disability benefits law. 

Accordingly the judgment of the hearing officer in favor of 
the plaintiff was affirmed.— Thomas r. Carlton Hosiery Mills, 
SI A (2d) 365 (New Jersey 1951). 
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A.M.A. Arch. Neurology and Psychiatry, Chicago 

66:537-668 (Nov.) 1951 

Spasticity, Pseudospontaneous Spasms, and Other Reflex Activities Late 
After Injury to Spinal Cord. L. J. Pollock, B, Boshes, I. Finkelman 
and others.—p. 537. 

Course and Prognosis of Disseminated Sclerosis in Relation to Age of 
Onset. R. Miiller.—p. 561. 

Precipitating Factors in Neuroses and Psychoses: Impressions and Reflec¬ 
tions During 25 Years’ Observation of Large Number of Cases, of 
Which 45 Presented Uncommon Opportunity for Follow-Up Study to 
Present Time. A. Gordon.—p. 571. 

Types of Central Autonomic Innervation and Fatigue: Pupillographic 
Studies. O. Lowenslein and I. E. Loewenfeld.—p. 580. 

^Neurological Changes in Anterior Poliomyeiitis and Their Implications in 
Treatment. E. B. Schlesinger.—p. 600. 

Myositis Ossificans Occurring in Poliomyelitis: Report of Case. W. E. 
Hess.—p. 606. 

♦Phantom Limbs of Patients with Spinal Cord Injury. E. Bors.—p. 610. 

Neurological Changes in Poliomyelitis.—Schlesinger shows that 
the Kenny treatment of poliomyelitis is sound in respect to pre¬ 
venting deformity, shortening of muscles, and loss of muscle 
volume by range-of-motlon exercises, but the basic concepts are 
unsound physiologically and lead to ritualistic and empirical 
management of the disease process. Members of the medical 
profession have been quick to improve traditional techniques by 
adopting some of Kenny’s methods, but have been uncritical of 
her concepts. This is in part due to neglect of the disease by the 
neurologist and misinterpretation of clinical signs by less skilled 
students of the nervous system. The concept of treatment as 
largely a problem in combating muscle spasm is erroneous. The 
term “muscle spasm” as used in describing clinical patterns in 
poliomyelitis bears no resemblance to the term as understood 
by the neurologist. The clinical changes in poliomyelitis repre¬ 
sent progressive involvement of the central nervous system and 
vary strikingly from case to case, depending on the areas affected 
and the severity of the lesions. Three phases of neurological 
changes and their implications are described. In the first phase 
ere are meningismus and an increase in muscle tone secondary 
■ disruption of central nervous mechanisms, with release of 
t '1 i‘ ve postural patterns. In the second phase the general 
response recedes, while local symptoms become more prominent 
but still reflect much more than simple anterior horn cell disease. 
In the third phase all clinical signs of central reaction other 
than irreversible changes gradually disappear, and chronic 
changes in the muscles as a sequel to degeneration of the ventral 
horn cells are superimposed. The author shows the fallacy of 
attempting to treat all phases by a single therapeutic agent, either 
thermal or pharmacologic. To be of value, such treatment as hot 
packs and muscle relaxants must be employed in relation to the 
mechanisms in action at a given point in the progress of the dis¬ 
ease. The evidence discounts the value of muscle relaxants during 
at least one phase of the acute disease. 

Phantom Limbs with Spinal Cord Injury.—^This report con¬ 
cerns the phantom sensations of 50 patients with spinal cord in¬ 
juries, of 7 patients with spinal cord damage and various ampu¬ 
tations, and of 12 patients following chordotomy. The para¬ 
plegia phantom, like the amputation phantom, was derived from 
surface, postural, and visual impressions. Unlike the phantom 
of the amputee, the paraplegia phantom had no telescoping ef- 
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feet or shrinkage if the cord lesion was complete, and th' h 
tom length and position were not altered by postural ch 
or by vasomotor stimulation of the intact extremities"* 
patients reported volitional movements of the phantom as 
as occasional homolateral associated movements. The most 
quently noted willed movement occurred in the anal sphin 
Phantoms of unpaired organs were observed. Phantoms ol 
bladder and rectum were rare (7 and 11, respectively), butt 
of the penis and erection were somewhat more frequent (19 
14, respectively). When paralyzed parts were amputated a 
time of the cord injury or later, like the paraplegia phantom 
phantom did not change length, if the lesion of the cord 
complete; with partial lesion of the cord the length and pos 
of the phantom were altered with postural changes of (he 
and vasomotor stimulation. Spinal cord injui^ following ai 
tation caused cessation of phantom pain, and the phantoi 
the absent extremity became less distinct than that of th 
maining limb. When cord injury coincided with amputation 
nonparalyzed part, the intensity of the amputation phanlo 
compared with that of the paraplegia phantom depended 01 
extent of amputation. When only the third, fourth, and 
fingers were lost, the paraplegia phantom was more in 
than the amputation phantom; but when the forearm was 
putated, the situation was reversed and the amputation pha 
overshadowed the- paraplegia phantom. Chordotomy c: 
■phantom changes in a small number of cases; it made the 
tion phantom, and occasionally the rectum phantom, disap 
it made some of the phantoms of toe, instep, and calf; 
pronounced. A resemblance of the painful paraplegia phai 
to causalgia was observed. 


A.M.A. Arch. Otolaryngology, Chicago 

54:341-466 (Oct.) 1951 

♦Endoscopic Removal of Lipoma of Bronchus: Report of Two ( 

M. L. Som and S. S. Feuerstein.—p. 341. 

Observations on Anatomy of Tympanic Plexus and Technique ol 
panosympathectomy. P. Frenckner.—p. 347. 

New Approach to Ventral Deflections of Nasal Septum. S. Fomon, 
Bell, E. L. Berger and others.—^p. 356. 

Statistical Study of Pure Tone Audiometry in Relation to Fcntsli 
Operation. C. M. Kos.—p. 367. 

♦Tumors of Glomus Jugulare Not Associated with Jugular Vein. T. 
ship and J. Louzan.—p. 378. 

Postoperative Nasal Bleeding. D. M. Mayer and W. A. Swankcr.—p 
Lymphoepithelioma of Nasopharynx. E. A. Thompson.—p. 390. 
Otogenous Intracranial Complications. J. Elscn, E. A. Fricdmar 

N. Leshin.—p. 409. 

Tonsils and Adenoids. L. E. Adin Jr. and J. D. Singleton.—p, 428, 

Lipoma of Bronchus.—^The authors report two cases of bi 
pedunculated lipoma of the bronchus in two men aged 51 
59, respectively. One patient had had recurrent pneumoni 
15 years, and the other had had a chronic cough for sc 
years. Both had hemoptysis. Roentgenograms of the chest 
cated the presence of bronchial obstruction with ateleclasi: 
infection. The lipomas were removed endoscopically, am 
patients have remained symptom-free. These cases cmpl 
that, even after long-standing infection with bronchial ob: 
tion, improvement or restitution to normal can be expected 1 
affected lobe if the patency of the bronchus is rccstabli 
There is no indication for lobectomy in cases of this kind 
when lipomas occur in lung parenchyma, removal of the 
may be necessary for cure. 

Glomus Jugulare Tumors,—^The glomus jugulare is a sin^Il 
cular body histologically identical with the carotid booi.> 
other nonchromaffin paragangliomas. It occurs norma S * 
the course of the tympanic branch of the glossopharj 
nerve or the auricular branch of the vagus, and in more 
half of the cases it is found in the adventitia of the don 
the jugular bulb. It may give rise to a tumor that cro c 
the middle ear and produces progressive loss of 
otorrhea, and a vascular polyp. If the tumor drools 
structures, pain with paralysis of cranial 0 

Few alarming symptoms occur until late in the c 



medical literature abstracts 


^ Vol. 148. No. 4 

v' .\«ease when complete removal is difficult or impossible. Com- 
J riete excision is necessary, since benign and malignant lesions 
nf this type are grossly indistinguishable. The tumors are re- 
norted to be radioresistant. The authors review the 42 cases in 
. the lileralure and report an additional case in which the tumor 
; irose from the promontory o£ the middle ear and had no rela- 
' tion to the dome of the jugular bulb. In the cases studied, the 
clomus jugulare tumors tended to occur in families, and fte- 
miently carotid body tumors occurred in the affected patient 
or his family. Eighty per cent of the tumors appeared in women. 
■.The mortality rate was 34%. 


^ KMA. Atch. Pathology, Chicago 

: 52:299-402 (Oct.) 1951 

■ Eflccl of Hypervitaminosis A and Hypevitaminosis A on Skeleton of 
' Duck. a. H. Rigdon, J. C. Rude and 1. Q. Biesi.—p. 199. 

' Bone Marrow Embolism. J. H. Fisher.—p. 315. 

■ Appiieation of Emission Spectroscopy to Medicat Ftoblems: 1. Spcctto- 

praphic Techniques. I. L. Smith, E. Yeager, N. Kaufman and others, 

. -p. 321. 

Id.; ir. Survey of Typical Applications. 1. L. Smith, N. Kaufman, 
E. Yeager and others.—p. 332. 

.Espetimental Food-Aspiration Pneumonia. T. }. Moran.—p. 350, 

Cerebral Demyelinalion and Focal Visceral Lesions in Case of Acute 
Hemorrhagic Pancreatitis, with Consideration of Possible Role of 
Circulating Enzymes in Causation of Lesions. F. S. Vogel.—p. 355. 
Chondromucinase from Bovine Testis and Chondromucin of Umbilical 
Cord, R. D, Lillie, E. W. Emmart and A, M. Laskey.—p. 363. 
Dynamics of Inflammation and of Repair: I. Trigger Mechanism of 
Acute Inflammation. V. H. Moon and G. Tarshakovee.—p, 369. 
Morphologicat Changes of Adrenal Cortex in Frostbitten Rabbits With 
and Without Heparin Treatment. B. Hoelschet.—p. 318. 

Food-Aspiration Pneumonia.—^Food-aspiration pneumonia has 
not been widely recognized as a distinct clinical and pathological 
entity. This lack of recognition is due at least partly to the diffi¬ 
culty of detecting and identifying aspirated material in the 
pneumonic areas of involved lungs. Other investigators, who had 
stressed the importance of postoperative aspiration pneumonia, 
had suggested that particles of food might be found on micro¬ 
scopic examination of the lungs if enough sections were made. 
Moran found food particles in the areas of pneumonic reaction, 
and he noted that the reaction varied from an acute inflamma¬ 
tory process to a chronic granulomatous lesion with foreign- 
body giant-cell formation and fibrosis. Because food particles are 
found frequently in lungs of elderly persons with pneumonia, he 
produced food-aspiration pneumonia in animals to determine 
whether the pathological reactions were similar to those in man 
and to determine the approximate time intervals required for the 
development of various stages of the process. He describes the 
pneumonia produced in 60 adult guinea pigs by intratracheal 
injections of 1 cc. of various cooked foods. The reaction varied 
from an acute pneumonic process to a chronic granulomatous 
lesion with giant cell formation and fibrosis. The reactions to 
food produced in lungs of guinea pigs were almost identical with 
those observed in food-aspiration pneumonia in man. An im¬ 
portant similarity was the occurrence of fairly large pneumonic 
areas without definitely recognizable food particles. This find¬ 
ing stresses the necessity of studying multiple sections from 
various areas when food-aspiration pneumonia is suspected. 
Food-.aspiration pneumonia should be considered as a possible 
etiologic factor in any chronic granulomatous or fibrotic lung 
lesion of unknown cause. 


American J. DLgeslive Diseases, Fort Wayne, Ind. 
18:261-292 (Sept.) 1951 


Inlcr-Rciationsliip Between C.'irdiov.iscular Function and Gasiro-Intcsiinal 
Dl'icase. E. Sdcklc and G. K. Wharton.—p. 261. 

CIinic.lI Study of F.illtoecncsis of Diabetic Syndrome; Use ot Modified 
Glucose Insulin Toler.incc Test Combined svith Change of Serum 
Inorganic Vbosphoru.s Alter Glucose Administration. B. \V Volk and 
S. S. Lazarus.—p. 269. 

Mjmagcmcnt of Dowel Dysfunctions in Children. E, E. P. Seidmon. 


11. Changes of Beta-Carolcn 

in hfmcral Oil. M. F. Paul, V. R. Ells and H. E, Paul.—p. 278 

"J? Preliminary R< 

port. O. E, Lobslcin .and S. J. Fogclson.—p. 282 

Use of Adenosinc-S-Mono Phospbaie in Pruritus of'Obstructive Jaundic. 

L. Pcincr and S. M'aldman.—p, 2BX 
Perforated Esophageal Ulcer. }. 11. Coffey and I. Draviti,-p. 285, 


American Journal of Ophthalmology, Chicago 

34:1351-1482 (Oct.) 1951 

Relief of Intractable Blepharospasm: Preliminary Report. S. A. Fox. 
—p. 1351. 

Neomycin: Ocular-Tissue Tolerance and Penetration When Locally 
Applied in Rabbit Eye. A. W. Vogel, 1. H. Leopold and A. Nkbots. 

—p. nsi. 

Comparison of Ortho-Rater and Sight-Screener Tests of Heterophoria 
with Standard CUnical Tests. L. L. Sloan and W. M. Rowland. 
—p. 1363. 

Results of Various Operative Procedures in Acute Congestive Glaucoma. 
H. K. Goldberg.—p. 1376, 

Optical Behavior of Sclera Transplanted into Cornea. J. E. Winkelman. 
~p. 1379. 

Ocular Findings of Intracranial Tumor; Study of 358 Cases. M. A. 

Petrohelos and J. W. Henderson.—p. 1387. 

Dynamics of Phakoerisis. D. O. Harrington.—p. 1395. 

Effect of Anticoagulants on Clotting in Plasmoid Fluid and Its Signifi¬ 
cance for Intraocular Pressure. A. Zwiauer, H. Bornschein and E. 
Deutsch.—p. 1403. 

Refractive and Ocular Findings in the Newborn. R. C. Cook and R. E. 
Glasscock.—p, 1407. 

The Early Years of HetmhoKz; In Commemoration of the Centenary of 
the Invention of Ophthalmoscope, B. Chance.—p. 1413. 

Europe Through the Ophthalmoscope. W. J. Holmes,—p. 1421. 
Sympathetic Ophthalmia: Following Purulent Endophthalmitis (Poslcata- 
tact Extraction). M. M. Scheffiet.—p. 1427. 

Surgical Principles of Concomitant Convergent Strabismus. G. G. Gibson. 
—p. 1431. 

Ullrastructure of Cornea and Lens Studied by Means of Electronic 
Microscope. M. Sebruyns.'—p, 1437. 

Ocular Findings of Intracranial Tumor,—This paper evaluates 
the signs of intracranial neoplasm encountered by the oph¬ 
thalmologist. A total of 358 cases, of which 344 were surgically 
verified, are reviewed. 1. The incidence of papilledema was 
59.5%. With tumors above the tentorium papilledema was pres¬ 
ent in 53.3% of cases, while with subtentorial tumors It was 
evident in 75.2%. 2. Optic atrophy was found in 12%. Primary 
optic atrophy occurred mainly with direct involvement of the 
nerve, chiasm, or tract. Secondary atrophy occurred in cases in 
which the tumor produced an early rise in intracranial pressure. 
3, Abnormal findings were present in slightly less than half the 
cases in which the visual fields were examined. The findings per¬ 
mitted localization of the tumor in slightly more than 25% of 
the cases tested. 4. The statement of Walsh that pupillary changes 
are of little localizing value was supported by the present study. 
Anisocoria occurred in 12% of the series. 5. Defects of con¬ 
jugate movement occurred in 5.6% of the cases. Involvement 
of upward conjugate gaze in pineal tumors appeared to have the 
greater value for localization. 6. Nystagmus was present in 
10.9% of the series. It was frequent with tumors of the cere¬ 
bellum. 7. Extraocular muscle palsies were found in.13.4% of 
the cases, but such palsies were of little value in lateralization. 


American Journal of Proctology, New York 

2:105-160 (Sept.) 1951 

‘Pilonidal Disease—Its Evaluation and Treatment; Report of 500 Cases. 
H. VV. Parker.—p. Ill, 

Local Methods of Treatment of Carcinoma of Rectum. E, Wilson 

—p. ni. 

Rectovaginal Fistulae. I. Tiactenberg.— p. 12S. 

Newer Hemostatic Agents. A. J. Cantor.—p. 131. 

Pilonidal Disease.—The 500 unselected cases of pilonidal dis¬ 
ease reviewed in this paper were operated on by Parker with 
one technique. Almost 40% of the patients had had at least one 
unsuccessful corrective operalion, and many of the remainder 
had had simple incision and drainage. Only 20% bad had no 
surgical treatment whatsoever. Many had been operated on two 
or three times, and one patient nine times. Sinuses recurred fol¬ 
lowing a variety of operations, including open excision and 
drainage, marsupialization, the pedicle-flap operation, partial 
closure, complete closure, excision with secondary graft, ex¬ 
cision with lateral incisions, complete closure with tension, and 
excision en bloc with cautery. A study of these failures at the 
operating table disclosed one common fault, that is, some part 
of the sinus tract was not excised. In some cases’ the entire tract 
was missed. After discussing the types of infection and their role 
in recurrence, the author describes his surgical technique. It re¬ 
sembles a marsupialization technique except that an effort is 
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made to enucleate the entire cyst wall rather than to save part of 
it, and interrupted pulley sutures are employed to bring the 
skin edges down without tension to the sacral fascia. All cases 
were treated in the same way. Chronic, quiescent infection or an 
acutely infected pilonidal cyst or abscess was drained and the 
cyst or sinus excised and sutured. There were less than 1 % 
failures in this series. The average healing time was three to 
five weeks. 

American Journal of Psychiatry, New York 

108:241-320 (Oct.) 1951 

Treatment of Sex Offender in Denmark. P. W. Tappan.—p. 241. 

Problem" of the Sex Offender. K. M. Bowman.—p. 250. 

Objective Methods of Evaluating Process and Outcome in Psychotherapy. 

J. G. Miller.—p. 258. 

'Ten-Year Follow-Up Study of Electrocoma Therapy. J. L. Fetterman, 
"V. M. Victoroff and J. Horrocks.—p. 264. 

Profile of Hospital Functioning. R. M. Chambers, M. A. Tarumianz and 

K. E. Appel.—p. 271. 

Psychiatric Aspects of Hospital Administration. C. N. Baganz.—p. 277. 
Conditional Responses in Patients Receiving Electric Shock Treatment. 
S. Fleck and W. H. Gantt.—p. 280. 

Grief Reactions in Later Life. K. Stern, G. M. Williams and M. Prados. 
—p. 289. 

Possibility of Predicting Huntington’s Chorea by Electroencephalographic 
Study. B. Harvald.—p. 295. 

Psychotherapeutic Principles in Casework Interviewing. J. V. Coleman. 

• —p. 298. 

Study of Results in Hospital Treatment of Drug Addictions. R. G. 
Knight and C. T. Prout.—p. 303. 

Electrocoma Therapy: Follow-Up Study.—Fetterman and asso¬ 
ciates regard the term electrocoma as more descriptive and 
psychologically more desirable than electroshock, since it 
avoids the unpleasant connotation of “shock.” They report 
on the status of 100 patients treated 9 to 10 years ago in private 
sanitoriums. The diagnoses included manic-depression in 50 
cases, manic psychosis in 3, schizodepression in 4, schizophrenia 
in 29, involutional melancholia in 11, and other types of mental 
disorders in 3. The immediate results of treatment were, on the 
whole, excellent, with relief of symptoms in many psychoses. A 
10-year follow-up of 65 patients in whom depression was the 
chief symptom revealed that 45 \Vere relatively well, 16 moder¬ 
ately or slightly improved, and 4 unchanged or worse. Depres¬ 
sion that necessitated further treatment recurred in 32 patients. 
After subsequent therapy, 18 were relatively well and 14 were in 
fair or poor conditions. The immediate complications were few 
-md insignificant compared to the benefits obtained. The 9 to 10- 
year follow-up revealed no cumulative complications; there were 
no epilepsy, spinal deformities, or mental deterioration owing to 
the treatment. There were nine deaths, the first occurring 1 year 
and the last 10 years after treatment, from causes unrelated to 
the treatment. Ambulatory electrocoma therapy is effective. It 
saves time, money, prestige, and suffering, and makes possible a 
smoother integration of electrocoma therapy with other treat¬ 
ments. Present-day treatment makes it possible to administer 
electrocoma therapy in a relatively safe, comfortable manner. 
It has proved valuable in prevention of suicides. It is not a static 
but a growing technique that is being modified and improved. 

American Journal of Surgery, New York 

82:413-532 (Oct.) 1951 

Malignant Neurilemomas of Peripheral Nerves. J. O. Vieta and G. T. 
Pack.—p. 416. 

Diagnosis and Management of Ectopic Pregnancy. E. N. Bookrajian and 
C. Luther.—p. 432. 

Parathyroid Adenoma. C. C. Blackwell.—p. 439. 

Experimental Therapy of Raynaud’s and Buerger’s Diseases with Kula- 
pressin. W. Marshall.—p. 448. 

'‘Safe Method of Pancreatic Biopsy: Preliminary Report. H. B. Kirtland 
Jr.—p. 451. 

Biliary Tract Surgery. U. Maes and G. N. Weiss.—p. 458. 

Effect of Gelfoam® on Integrity of Intestinal Anastomosis. B. E. Cham¬ 
berlain, 3. E. Delmonico Jr. and R. O. Gregg.—p. 462. 

Fascia Lata Repair of Massive Ventral Hernias. R. C. Austin and E. F. 
Damstra.—p. 466. 

Inguinal Hernias Some Causes of Recurrence. A. R. Koontz.—p. 474. 
Amputation of Lower Extremities in the Aged. H. M. Kern.— p. 479. 

Pancreatic Biopsy—is often difficult at operation to dis¬ 
tinguish between a benign and a resectable malignant mass in 
the head of the pancreas. Correct diagnosis is of great impor¬ 
tance if patients with early malignant disease are to be cured 
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and if patients with benign lesions are to be saved unn' . 
resections. Conventional biopsy is not routinely done boc”*'''’ 
the dangers of hemorrhage or fistula formation and bccitr^'.v' 
biopsy specimen cannot be relied on for a correct d" ' 
Biopsy with the Vim-Silverman needle appears to be a Tf™ ' 
reliable method of biopsy of the pancreas. The tcchniqu^*^-^'' 
follows; At laparotomy the pancreas is outlined on the 
abdominal wall by entering the lesser sac through an inc" 
in the gastrocolic omentum or the gastrohepatic "iigament T 
peritoneuni overlying the pancreas is not incised. The on- 
cannula with its obturator is introduced into the area of - 
creas from which a biopsy specimen is desired. In the pres-^- 
of neoplasm the needle is introduced until the increased k!!: 
tance usually accompanying carcinoma is encountered Th 
outer cannula is then steadied to prevent further advance tl 
obturator is removed, and the inner biopsy needle is insert* 
to the hilt. The inner biopsy needle is then steadied to prc\ei 
its further advance and the outer cannula is advanced over 

V 2 in. (1.3 cm.) and rotated through 360 degrees. The Iwo-necJI. 

are withdrawn simultaneously and the plug of tissue bctvvct 
the blades of the inner needle is placed on filter paper and Hi; 
in preservative. Sections are prepared in the usual manner. Fir 
evaluation of this method will be possible only after it has K’t 
used more extensively. 

Am. Practitioner & Digest of Treatment, Philadelphia 
2:833-920 (Oct.) 1951 

Acute Nonbacterial Pneumonias. F. T. Billings Jr.—p. 833. 
Orthopedic Management of Arthritis. P. L. Carnesale and M. W Gar 
—p. 840. 

Comparative Clinical Effectiveness of Cough Medication. L. J. Cast a 
W. S. Frederik.—p. 844. 

Clinical Experiences in Use of Radioactive Phosphorus. VV. M. Coor 
—p. 852. 

Headache: Practical Considerations. A. P. Friedman and T, J. C. V 
Slorch.—p. 855. 

Debridement Using Catalytic Enzymes. R. Goldsmith and J. A. Sletli' 
—p. 858. 

Control of Menstrual Distress. S. L. Israel.—p. 863. 

Alterations in Renal Function Associated with Surgical Procedut 
Their Physiology and Management. M. W. Schell.—p. 868. 

Effect of ACTH in Surgical Treatment of Acne and Rhinophyma. A, 
Seltzer.—p. 882. 


Cancer Research, Chicago 

11:653-740 (Sept.) 1951. Partial Index 

Differences in Immunologic Reactions of Red Blood Cells of Tun 
Susceptible (C3H) and Tumor-Rcsistant (C57) Mouse Strain. L. 
berger.—p. 653. 

Relation of Mitotic Activity to Effects of X-Rays and Nitrogen Must 
as Indicated by Growth of Corn Seedlings. M. A. Russell and F. 
Michelini.—p. 687. 

Effect of Neoplasia or Pregnancy on Tissue Desoxypentosenucleic Ai 

L. S. Kelly. A. H. Payne, M. R. White and H. B. Jones.—p. WI. 
Effect of Anti-Viral Substances on Mouse Mammary Tumor Milk Af 

in Vivo. R. A. Malmgren and L. W. Law.—p. 697. 

Sterilization of Leukemic Cells in Vivo and in Vitro. J. H. Butch:: 

M. A. Cremer, B. S. Williams and R. A. Armstrong.—p. 700. 
Inhibition by Testrosterone of Radiation-Induced Lymphoid "lumot 1 

velopment in Intact and Castrate Adult Male Mice. H. S. Kaplan i 
M. B. Brown.—p. 706. 

Histochemical Demonstration of Esterase in Malignant Tumors. R. 

Cohen, M. M. Nachlas and A. M. Seligman.—p. 709. _ 

Estrous Behavior and Mammary Cancer Incidence in Ovaricclomi«.J 
Mice in Relation to Calorie Intake. J. T. King, C. B. Cases an 
Visscher.—p. 712. ^ 

Heterologous Transplantation of Human Tumors. .A. Towbin.—p. ^ 
Effect of Mammary Tumors on Glucuronidase and Esterase Acti'i«' 
Number of Mouse Strains. S. L. Cohen and J. J. Biltncr.--P 
Effect of Low Temperatures on Serial Transplantability of 

coma 37. L. B. Walsh, D. Grciff and H. T. Blumenthal.-P- ^ 
Energy Expenditure of Rats Bearing Walker Carcinoma 256. C. 

L. D. Fenninger, F. L. Haven and J. J. Morton, p. 731. . ^,5 

Virus-Induced Papilloma-to-Carcinoma Sequence: IV. Caret o— 
Domestic Rabbits Infected While in Utcro. R. G. Fischc 
Syverton.—p. 737. 

Cincinnati Journal of Medicine 

32:321-354 (Sept.) 1951 

f rmr E. 

Management of Large Ovarian Tumors: Report o 
and J. D. Heiman.—p. 322. 



MEDICAL LITERATURE ABSTRACTS 


311 


Vo!. 148, No. 4 


Connecticut State Medical Journal, Hartford 

; 15:887-956 (Oct.) 1951 

s 

■■ Psychiatry in General Hospitals, W. H. Dunn.—p. 887. 

Aculc Pancreatitis: Analysis of 76 Cases with Especial Reference to 
’■ Clinical Signs of Severity of Disease. R. S. Lampson, B. V. White 
' anil R. N. Davie.~p. 894. 

Results of Diabetes Detection Drive. M. J. Albtink, L. Patente and 

V Cali'M Cysis of splcen: Report of Two Cases. W. M. Stahl and W. M. 

'CoTonary^Attcry^ Disease in Two Young Members of Family with Xantho- 
malosis and Hypercholesterolemia and Its Relationship to Problem of 
Atherosclerosis. H Z.' Pomcrantz, C. W. Kelly and S. J. Koival. 

‘ ■ —p. 902. 

Combined Antibiotic Therapy of Cavernous Sinus Thrombosis m an 18 
r Month Old Child—Case Report. J. M. Q’Btien and T. P. Bitney. 

—p. 908. . 

• First Aid to Doctors: Medicine in American History. Rev. A. J. Riley. 
: -p. 910. 


. Coronary Aricry Disease, Xanthomatosis, and Hypercho- 
lestcrolcmia. —This paper presents observations on a family with 
^ a hereditary disorder of cholesterol metabolism. Of four sib- 
s ling.s (three males and one female) three had hypercholestero- 
Icmia only. Two of the four had electrocardiographic and roent- 
'genologic evidence of myocardial disease. Both of these had 
■ experienced angina and cardiac decompensation, and one of 
ihem died at the age of 41. The histories of these patients are 
reported and experimental and clinical evidence of the role of 
^cholesterol in the pathogenesis of atherosclerosis is presented. 
The incidence of coronary artery disease in young men and 
women is compared and the frequency of coronary artery disease 
in young women with xanthomatosis is contrasted with the rarity 
• of this disorder in young women in general. Hypertension and 
I dhtbetes are important etiological diseases in the pathogenesis 
of atheroscierosis in both men and women but of prime im- 
h poriance in women, since coronary artery disease is almost never 
found in their absence (except in women with xanthomatosis). 
Nevertheless, in some men severe coronary artery disease de¬ 
velops in the absence of hypertension or diabetes. Many of these 
men arc young and have myocardial infarction in their third 
and fourth decades. The evidence indicates that in this group 
hypercholesterolemia is of paramount importance and that it is 
. not the result of a dietary phenomenon, but of a primary met¬ 
abolic disturbance. 


Endocrinology, Springfield, lU. 


49:289-428 (Sept.) 1951 


Estrogenic, Androgenic and Gonadotrophic Activity in Wheal Germ Oil. 

E. Levin, J. F. hums and V. K. Collins.—p. 289. 

Uccstablishmcnt of Function in Transplanted Thyroid Glands of Mice. 

D. Bennett and A. Gorbman.—‘p. 310. 

Effect of Adrenal Cortical Extract, 1 l'Desoxy-17'Hydro.xycorticosierone 
Acetate (Compound S) and ll-Dchydrocoriicostcronc Acetate (Com¬ 
pound A) on (^ardiovascular-Rcnal Action of Dcsoxycorticosterone Ace¬ 
tate. S. M. Friedman and C. L. Friedman.^p. 318. 

♦Increase in Formation and Secretion of ACTH Following Adrenalectomy. 
C. A. Gcm?eIL D. C. Van Dyke, C. A. Tobias and H. M. Evans. 
—p. 325. 


Pituhary Gonadouoplc Acliyily of Sialk-Seclioncd Male Rats. R. J 
llarrncti and R. O, Creep.—p. 337 . 

Accelerated Growth of Thyroid in Normal and “Hypophysectomized 
Fetal Rats Given Thyroirophin. A. E. Scihrc and L. J. Wells.—p, 36S 

Increased Oiiypcn Consumption, and Succinoxidasc Activity of Live 
Tissue After Exposure of Rats lo Cold. R. W. You and E. A. Seller* 
—p. 374. 

Effect of Parcntcrally Administered Adrenocortical Extract on Inira 
dermal Spreading Action of HyaUironidase, M. A. Hayes and fi f 
Baker.—p. 379. 

Local Maintenance of Rabbit Corpus Lutcum with Oestrogen. J Ham 
mond Jr. and J. M. Robson.—p. 384. 

Role of Atlrcnal Steroids and ACTH in Gluconcogcnesis: Study ii 
f’hlor/dzmizcd Anim.ils. A. ScgalofT and A. S. Many.—p. 390. 

Tw’cniy-Five Ye-irs of Research on Biochemistry of Thyroid Gland 
C. Harmpton.—p. 401. 

Esiropcnic Activity of Estriol in DilTcrcnl Vehicles and DilTcreni Animals 
n. ZondeV. tmd F. SnVman.—p. 417. 

Feeding upon Growth and Conceniratioi 
ot Uadio.odine I”' in Diyroid and Other Tissues of Rat. J. B. Hoatmat 
and C. Mv^scs.—p. 422. 


lncrc.isc in Corlicofropin After Adrcnalecfoniy—Aftcr adrenal¬ 
ectomy, when a pronounced reduction in circulating adreno- 
'he concentration of corticotropin 
(ALI H) in the blood has been shown to increase. This paper 
desertbes a method for the estimation of plasma corticotropin 


after adrenalectomy, which, combined with the estimation of 
pituitary corticotropin and the distribution and removal rate of 
the hormone, makes it possible to calculate its rate of forma¬ 
tion and secretion by the pituitary. Male rats were used in 
these studies, which revealed that the adrenal gland, through 
formation of cortical steroids, controls the secretion of corti¬ 
cotropin by the pituitary. Removal of the adrenals is reflected 
in an immediate and progressive increase in corticotropin secre¬ 
tion. This causes the pituitary corticotropin content to decrease 
until the progressively increasing corticotropin formation by the 
pituitary causes it to rise again. Adrenalectomy does not appre¬ 
ciably affect the corticotropin space or the disappearance rate 
of corticotropin. Three weeks after adrenalectomy, a new, ap¬ 
proximately steady state is reached, characterized by a cortico¬ 
tropin content in the pituitary one and one-half times normal, 
an increased corticotropin content in the body fluids at least 30 
limes normal, and an increased corticotropin formation and 
secretion rate at least 30 times normal. 

Indiana State Medical Assn. Journal, Indianapolis 

44:909-1056 (Oct.) 1951 

Provisional One-Siage Operation in Case of GastrojejunocoHc Fistula. 
S. Rcisler.—p. 941. 

Civilian Gunshot Wounds of Abdomen. F. J. Boyd Jr.—p. 945. 

Cysticcrcus Ccllulosae in Mam Case Report. H. E. Rothring and J. A. 
Robb.—p. 949. 

Pulmonary Calcification and Hisioplasmin Sensitivity in Northern Indi¬ 
ana. J. A. Shively and W. S, Tirman.—p. 951. 


Journal of Allergy, St. Louis 

22:387-486 (Sept.) 1951 

Zone of Localization of Antiiissue Antibodies as Determined by Use of 
Radioaclivc Tracers. D. Pressman.—p. 381. 

Physiology of Pulmonary Circulation. W. F. Hamilton.—p. 397. 
Pulmonary Function in Group of Young Patients with Bronchial Asthma. 
D. S. Lukas.—p. 411. 

Potential Danger of Oxygen Therapy in Severe Bronchial Asthma. I. W. 

Schiller. H. D. Beale, W. Franklin and others.—p. 423. 

Chemical Determination of Histamine in Blood in Health and Disease. 
P. F. deGara.—p. 429. 

Theophylline Blood Levels After InsulBation of Micronized Aminophylline 
Powder. S. H. Waxier and H. B. Moy.—p. 434. 

Fractionation of Pollen Extracts by Chromatography: 1. Preliminary 
Studies with Ragweed Extiact. A. Daukuer, S. C. Rukauti, M, C, 
/olinson and H. L. Alexander.—p. 437. 

Accuracy of Reported Ragweed Pollen Count as Measure of Actual 
Pollen Exposure ot Individuals in Thai Community. R. S. Shapiro and 
R. Rooks.^—p. 4S0. 

Mycological Studies in Savannah Area—1950. B. T. GriHith,—p. 461. 
Nickel and Cobalt Dermatitis. A. Rostenberg Jr. and A. J. Perkins, 
—p. 466. 

Study of Incidence of Clinical and Immunologic (Reaginic) Allergy in 
Group of Medical Students. H. Miller.—p. 475. 


Journal of Applied Physiology, Washington, D. C. 

4:245-328 (Oct.) 1951 

Theory of Reflex Controls to Explain Regulation of Body Temperature 
at Rest and During Exerei.se. H. C. Bazett.—p. 245. 

Measurement of Heat Loss from Skin. H. M, Whyte.—p. 263. 
'Nutritional Requirements for Men at Work in Cold, Temperate and Hot 
Environments. E. LeB. Gray, F. C. Consolazio and R. M. Kark 
—p. 270. 

Ergographic Method for Testing Ocular Muscles. K. S. Lion and E. R 
Powsner.—p. 276. 

Cardiovascular Responses Following Explosive Decompression of Macaque 
Monkeys lo Extreme Altitudes. S. Gelfan and A. Y. Werner.—p 280 
Capillary Fragility and Ecchymosis Test in Man. A. L. Copley and 
G. Kozam.—p. 311. 

Nutrifionnl Requirements at Different Temperatures.—Experi¬ 
ments were conducted to determine the role of heavy clothing 
in the increased energy output observed in colder climates. 
Measurements were made of the calorie output of men doing 
hard work in simulated tropical, temperate, and arctic climates 
while wearing successively light, medium, and heavy clothes. 
The work required considerable agility so that any binding or 
hobbling effect of the clothes would be a factor. It was observed 
that (n) when the temperature remained constant the caloric 
output for a given amount of external work was about 5% 
greater with arctic than with temperate clothing and about 5% 
greater with temperate than with tropical clothing; (6) when the 
weight of the clothing remained constant the caloric output was 
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2% greater at 60 than at 90 F and 2% greater at -15 than at 
+60 F. The change in metabolism due to the hobbling effect 
of the clothing appears to be at least twice as great as the 
change due to ambient temperature and appears to play a major 
role in the increased caloric requirements at lower temperatures. 

Journal of Immunology, Baltimore 

67:243-378 (Oct.) 1951 

Antigen Elimination from Blood as Early Manifestation of Immune 
Response. D. W. Talmage, F. J. Dixon, S. C. Bukantz and G. J. 
Dammin.—p. 243. 

Relationships Am.ong Complement-Fixing Values, Infectious Endpoints, 
and Death Curves in Experimental Coxiella Burnetii Infection. R. A. 
Ormsbee, D. B. Lachman and E. G. Pickens.—p. 257. 

Study of Cold Hemagglutinins for Normal Trypsinized Red Blood Cells 
in Serum of Normal Individuals and of Hemolytic Anemias. B. A. 
Bouroncle, M. C. Dodd and C. S. Wright.—p. 265. 

Antibody in Lymphocytes from Hyperimmunized Rabbits. A. Erslev. 

—p. 281. 

Precipitin Reactions with Soluble Antigens from Suspensions of Pasteur- 
ella Pestis or from Tissues of Animals Dead of Plague. C. L. Larson, 
C. B. Philip, W. C. Wicht and L. E. Hughes.—p. 289. 

Stability of Desiccated Snake Venoms. W. H. A. Schbttler.—p. 299. 
Studies on Chemotherapy of Vaccinia Virus: II. Activity of Some Thio- 
semicarbazones. D. Hamre, K. A. Brownlee and R. Donovick.—p. 305. 
Hybridization of Coliphage T5 and Salmonella Phage PB. M. H. Adams. 
—p. 313. 

Studies of Herpes Simplex Virus in Newborn Mice. E. D. Kilbourne and 
F. L. Horsfall Jr.—p. 321. 

Increase in Virulence of Lansing Strain of Poliomyelitis Virus with 
Passage in Mice. J. D. Ainslie.—p. 331. 

Determination of Antibody Through Use of I'-’* Label: Experiments with 
Equine Diphtheria Antitoxin. S. Cohen.—p. 339. 

Production of Antibody by Patients with Chronic Hepatic Disease. W. P. 

Havens Jr., J. M. Shaffer and C. J. Hopke Jr.—p. 347. 

Western Equine and St. Louis Encephalitis Viruses in Blood of Experi¬ 
mentally Infected Wild Birds and Epidemiological Implications of 
Findings. W. M. Hammon, W. C. Reeves and G. E. Sather.—p. 357. 
Interference Between Mumps Virus and Pneumonia Virus of Mice (PVM). 
Fate of Mumps Virus in Mouse Lung. H. S. Ginsberg and F. L. 
Horsfall Jr.—p. 369. 

Journal of Infectious Diseases, Chicago 

89:109-208 (Sept.-Oct.) 1951 

Artificial Radioactive Antigens: I. Preparation and Evaluation of S'''’-Sulfa- 
nilic Acid-Azo-Bovine- 7 -Globulin. J. S. Ingraham.—p. 109. 

Id.: II. Metabolism of S“-Sulfanilic Acid-Azo-Bovine-y-Globulin in Nor¬ 
mal and Immune Mice. J. S. Ingraham.—p. 117. 

Effect of Splenectomy on Course of Plasmodium Berghei Infections in 
Microtus Guentheri. A. Zuckerman and M. Yoeli.—p. 130. 

Role of Spleen in Hemolysin Production in Rabbits Receiving Multiple 
Antigen Injections. W. H. Taliaferro and L. G. Taliaferro.—p. 143. 
Effect of Penicillin on Typhoid Antibody Production. S. Green, M. G. 
Wohl and S. O. Waife.—p. 169. 

Granulosis of Omnivorous Looper, Sabulodes Caberata Guenee. K. M. 

Hughes and C. G. Thompson.—p. 173. 

Staphylococcal Enterotoxin: Production Methods. M. J. Surgalla, J. L. 

Kadavy, M. S. Bergdoll and G. M. Dack.—p. 180. 

Some Physiological Properties of Nonpathogenic Mycobacteria. F. M. 

Bozeman, R. N. Doetsch and J. E. Faber Jr.—p. 185. 

Studies of Effect of Antibiotics on Infections with Mouse Pinworm, 
Aspicularis Tetraptera: I. Action of Terramycin Hydrochloride. H. S. 
Wells.—p, 190. 

Prophylaxis of Experimental Diphtheria with Penicillin. J. P. Uscavage, 
M. Novak and W. I. Taylor.—p. 193. 

Field Trial of Shigella Flexneri III Vaccine: VII. Studies on Asympto¬ 
matic Carriers of Organism. L. A. Barnes.—p. 199. 


Journal of Nervous and Mental Disease, New York 

114:189-282 (Sept.) 1951 

*Use of General Semantics and Korzybskian Principles as Extensionai 
Method of Group Psychotherapy in Traumatic Neuroses. D. M. Kelley. 
—p. 189. 

Sensory Pattern in Radicular Sciatica. L. Halpern.—p. 221. 

Use of Priscoline in Amyotrophic Lateral Sclerosis: Case Report. T. B. 

Van Itallie and S. Graves Jr.—p. 231. 

Studies in Psychopathology: Data Concerning Adaptation to Isolated 
Situation of Combat Zone in the Southwest Pacific. H. S. Ripley and 
S. Wolf.—p. 234. 

General Semantics in Group Psychotherapy.—Kelley describes 
the technique that was evolved and employed in treatment of 
more than 7,000 soldiers with traumatic neuroses in the Euro¬ 
pean Theater during World War II. These patients required re¬ 
assurance and explanation as to the causes of their breakdown 
and symptoms. At first individual therapy was used, but when 
the patient load increased, the group method was tried and 


J-A.M.A., Jan. 2s, j,., 

informal lectures were interspersed with questions and 3 
sions. The technique is based on Korzybski’s meiho'dolnr'"' 
represents a way to break up an acute conditioned r'-v ' 
Korzybski’s principles of general semantics are much mor't 
than psychiatry or psychotherapy. The therapist must not " 
have a good grounding in general semantics but must hav' 
able a large number of practical examples which can'll'^- 
stantly directed at the question in hand. Korzybski's 
and Sanity” and the more popular recent volumes of Le"''I-'i 
Johnson add valuable illustrations. The author presents th'l'- 
ture material used as the introductory phase to each treat' 
session. The first aim of this therapy is to give the pat+f; 
simplified understanding of the psychophysiologic basis IoTt 
symptoms. Second, the development of group enthusiasm is '•« 
portant. In the group the Individual finds that his symptoms a- 
not very unusual but extremely common. As the individual a- 
taches himself to the group, his individual egocentric p.aticr', 
become lost in the group and consequently he becomes to sor?' 
degree desensitized to them. A third advantage is the suc'’’v 
tibility that is developed through group relationships. Frequcntl, 
a patient will voluntarily offer a “testimonial” as to his improsc' 
ment. When this happens the therapist will note a general feclir. 
of well-being permeating the entire group. Finally, the c.xplana 
tions permit the individual patient to substitute a rcasonabl 
physiologic explanation of his illness for his neurotic symp 
toms. The patient discovers that his “emotional” tensions ar 
not necessarily abnormal manifestations, and he discovers Ih; 
he must do something about the situation and cannot sit bad 
and expect the therapist to wave a magic wand and produce; 
cure. 


Journal of Neurophysiology, Springfield, Ill, 
14:433-524 (Nov.) 1951 

Cortical Representation of Visceral Aflerents. V. E. Amassian.—p. 41J. 

Fiber Groups and Spinal Pathways of Cortically Represented Vu;m 
Afferents. V. E. Amassian.—p. 445. 

Ascending Conduction in Reticular Activating System, with Sfe.u 
Reference to Diencephalon. T. E. Starzl, C. W. Taylor and 11, " 
Magoun.—p. 461. 

Collateral Afferent Excitation of Reticular Formation of Brain Sin 
T. E. Starzl, C, W. Taylor and H. W. Magoun.—p. 479. 

Radiation Path from Geniculate to Optic Cortex in Cat. G. 11. Bi<V[ 
and M. Clare.—p. 497. 

Three Cerebral Cortical Systems Affecting Autonomic Function. P, D 
Wall and G. D. Davis.—p. 507. 


Journal of Pediatrics, St. Louis 

39:397-518 (Oct.) 1951 

♦Clinical Evaluation of Corticotropin Therapy in Children. M. B. Ktt:; 

berg, A. P. Cleroux and 1. N. Rosenberg.—p. 397. 

♦Mixed Adrenal Disease of Infancy. A. G. Knudson Jr.—p. 403. 
Thumb-Sucking and Oral Structures: Serial Study from Birth to 14 
of Age. J. H. Sillman.—p. 424. 

Cat-Scratch Fever: Report of Three Cases. H. L. Lange.—p. 431. 
Aiireomycin Treatment of Pertussis: Results in 137 Patients. P 
Wehrle, M. H. Lepper and H. N. Buncicsen.—p. 435. 

Treatment of Leucemia in Childhood. K. C. Mickle, G. V. MJ.: 

A. Lemanski and D. B. Caludon.—p. 442. . 

Tetanus Neonatorum: Report on Eight Cases with Two Recoveries, r. 

Friedlander.—p. 448. , „ 

Infectious Lymphocytosis: Report of Two Cases Noted Following to- • 
S. Waldman and A. M. Frumin.—p. 455. c- •!/ 

Studies in Sickle-Cell Anemia: 11. Clinical Manifestations of has' 
Anemia in Children (Analysis of 37 Cases with Ot’^ersalion f •• 
of ACTH and Cortisone in Two Additional Cases). R. B. Scott, 
Banks, M. E. Jenkins and R. P. Crawford.—p. 460. 

Hapamine in Treatment of Atopic Eczema. A. Niscnson.--p. 
Language Development in Group of Children with Spastic Hc 'i- 
S. Kastein and J. Hendin.—p. 476. ■ n 

Use of Transparent Tape in Treatment of Umbilical Hernia 
G. E. Prince.—p. 481. 

Corticotropin Therapy in Children.—Kreidbcrg 
evaluate their experience with the use of corticotropin w - 
pitalized children with various diseases. Favorable resu " 

obtained in bronchial asthma, nonthrombocytopcn^ic po 
dermatitis venenata, rheumatic fever, Sydenham’s 
matoid arthritis, and the nephrotic state. The course o _ 
lymphatic leukemia was only temporarily •; c 

results were not obtained in glomerulonephritis, i ^ 
ease, polymyositis, and thrombocytopenic purpura. 
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untoward effects observed as a consequence of therapy with 
corticotropin were convulsions and hypertension. The authors 
conclude that corticotropin represents a valuable and relatively 
safe addition to the therapy of a number of serious diseases 
of children. 

Mixed Adrenal Disease of Infancy.—In recent years inore at¬ 
tention has been given to a syndrome of adrenocortical in¬ 
sufficiency, pseudohermaphroditism or sexual precocity, and 
adrenal hyperplasia. The disease is characterized by symptoms 
that appear in the first weeks of life, including persistent 
vomiting, visible peristaltic patterns, dehydration, acidosis, 
weight loss, and circulatory collapse with cyanosis, and, in the 
absence of appropriate therapy, death. The females are con¬ 
genital pseudohermaphrodites. The males appear sexually nor¬ 
mal during the first few months, but then signs of sexual pre¬ 
cocity develop. Knudson presents the histories of 11 cases of 
mixed adrenal disease occurring in 8 families, which were ob¬ 
served at the Children’s Hospital of Los Angeles. Any etiological 
explanation of mixed adrenal disease of infancy must account 
for (1) its occurrence in siblings, (2) its congenital nature, and 
(3) the presence of urogenital developmental anomalies in the 
female cases. The disease apparently develops in utero before 
the embryo is formed completely. There is some evidence that 
the disease is inherited recessively. Presumably the involved 
gene produces an error of adrenal steroid metabolism. The 17- 
ketosteroids are excreted in greatly increased amounts and the 
pattern of their composition is abnormal. This disease can be 
suspected if a young infant has persistent vomiting, cyanosis, 
and acidosis. Differentiation from pyloric stenosis is possible, 
because in pyloric stenosis vomiting produces diminished serum 
chloride, decreased urinary chloride excretion, and alkalosis, 
whereas in adrenal insufficiency, the chloride loss is renal in 
origin and is associated with acidosis. If adrenal insufficiency is 
suspected, it must be determined whether the cause is mixed 
adrenal disease, the temporary type of adrenal insufficiency de¬ 
scribed by Jaudon, or some rarer cause. The genitalia in the 
female infant offer an important clue, but may not be helpful 
in the male. However, the excessive urinary excretion of 17- 
ketosteroids in mixed adrenal disease provides the differential 
diagnosis. Parenteral saline and sodium lactate correct the 
electrolyte losses of mixed adrenal disease, while desoxycorticos- 
teronc acetate is the most effective drug for preventing renal 
electrolyte loss. Virilism in the female and precocity in the male 
have not been corrected so far. 

Maine Medical Association Journal, Portland 

42:301-326 (Oct.) 1951 

Laboratory Considerations in Fluid and Electrolyte Balance, I. I, Goodof. 
—p. 301. 

Medical Aspects of Fluid and Electrolyte Balance, W. B. Manter.—p. 302. 
Hypokalemic Alkalosis. L. A. Asali.—p. 304. 

Surgical Problems of Fluid and Electrolyte Balance. C. P. Lape.—p. 307. 
Obstetric Helps. C. O. McCormick.—p, 309. 


Medical Annals of District of Columbia, Washington 

20:523-582 (Oct.) 1951 

New Technics (or Detection of Blood Group Antibodies. 3. B Ross and 
O. B. Hunter Jr.—p. 523. 

'Presence of Basophilic Cells in Pituitary and Adrenal Glands in Hyper¬ 
tension. V. J. Dardin and D. Feriori.—p. 527. 

Gallinpcr Hospital Clinical Conferences; Hypersplenism. H H. Hussev 
and P. C. Kiernan.—p. 530. " 

Surgical Trc.-itment of Portal Hypertension.—p. 540. 

Fibroids and Malignant Pseudomucinous Cyst; Report of Case J I 
Melnick.—p. 547. ' ' 


I’iluilnry and Adrenal Basophilic Ceils in Hypertension.— A 
poslmorlem examination, especially if the patient had some toxii 
process, the adrenal medulla is usually found to be completeh 
autolyzed. However, in patients with hypertension the medulla 
IS almost always firm and intact, slightly thicker than norma! 
and of a light, greyish-white color. The zona reticularis of the 
cortex IS usually congested, forming an area of demarcation be- 
iween the cortex and the medulla. On microscopic examination 
ffic cel s of the medulla appear to be slightly larger than normal. 
Often the cytoplasm is finely granular and stains a deep purple 


with ordinary hematoxylin and eosin, giving a definite basophilic 
appearance. It seemed advisable to investigate other internal 
secretory glands as a possible source of stimulation or for a cor¬ 
relative effect. The pituitary was suspected, since basophilic 
adenoma of Cushing’s syndrome is associated with hypertension. 
For five years Dardin and Feriozi studied all pituitary and 
adrenal glands obtained at postmortem examination. It became 
apparent that basophilia of the anterior lobe of the pituitary, 
without evidence of adenomatous formation, is a predominant 
factor in hypertension, and is present in all cases in which cellu¬ 
lar hypertrophy and basophilia of the adrenal medulla are found. 
It appears that both the adrenal medulla and the anterior lobe 
of the pituitary play a part in the production of the clinical 
syndrome known as essential hypertension. 


Military Surgeon, Washington, D. C. 

109:267-598 (Oct.) 1951. Partial Index 

Sequence of Pathologic Changes in Swine Exposed to LDiw/m of Total 
Body Super-Voltage X-Radiation. J. L. Tullis.—p, 271. 

Progression of Morphologic Lesions in Swiss Mice Exposed to 625 r, 2000 
KVP, Total Body X-Radiation. B. G. Lantson and J. L. Tullis.—p. 281. 
Studies on Mechanism of Protective Action of Glutathione Against Whole 
Body Radiation. E. P. Cronkite, G. Brecher and W. H. Chapman. 
—p. 294. 

Aniisheep Agglutinins in Infectious Mononucleosis: Experimental Investi¬ 
gations. 1. Davidsohn, K. Stern and C, Kashiwagi.—p. 308. 

Malignant Tumors of Nonchromaffin Paraganglia. H. F. Smetana and 
W. F. Scott Jr.—p. 330. 

Hematoidin Crystals in Reticulum Cell Sarcoma of Mouse and in New¬ 
born Human Tissues. T. B. Dunn.—p. 350. 

Signet-Ring Cell Carcinoma. O. Saphir.—p. 360. 

Malignant Melanoma of Choroid and Ciliary Body: Study of 2,535 Cases. 

H. C. Wilder and E. V. Paul.—p. 370. 

Squamous Celt Carcinoma of Lip; Critical Statistical and Morphological 
Analysis of 635 Cases. J. L. Bernier and M. L. Clark.—p. 379. 
Squamous Ceils in Human Thyroid. G. H. Klinck and K. F. Menk. 
—p. 406. 

Postinflammatory "Tumors” of Pleura: Three Cases of Pleural Fibroma 
of Interlobar Fissure. W. J. Brown and L. C. Johnson.—p. 415. 
Histopathologic Study of Acute Nonfatal Hepatitis. T. C. Keller, B, Giges 
and H. F. Smetana.—p. 425. 

Liver Regeneration in Rats on Diets that Produce Cirrhosis. R. B. 
Williams Jr.—p. 435. 

•Pathology of Regional Enteritis. H. Rappaport, F. H. Burgoyne and 
H, F. Smetana.—p. 463. 

Bircfringenl and Sudanophilic Lipoids in Adrenal Cortex in Disease and 
Sudden Death. W. W. Ayres, H. I, Firminger and P. K. Hamilton. 
—p. 503. 

Nephrosis Following Experimental Local Cold Injury. R. B. Lewis and 
R. M, Tliompson.—p. 518, 

Synovial Membrane Changes in Disseminated Lupus Erythematosus: 
Observations of Two Autopsied Cases, G. A. Bennett and F, D. 
Dallenbach.—p. 531, 

•Chemical (Beryllium) Granulomas of Skin. E. B. Helwig.—p. 540. 

Regional Enferilis.—Numerous terms such as regional enteritis, 
cicatrizing enteritis, segmental enteritis, region ileocolitis, and 
others designate the circumscribed or segmental involvement 
of a portion of the intestinal tract by a granulomatous or cica¬ 
trizing chronic inflammatory process. This is a histological study 
of 100 such cases from the files of the Armed Forces Institute 
of Pathology in which the small intestine was involved alone or 
in conjunction with the colon. Although no single histological 
lesion was found to be disease-specific, combinations of certain 
histopathologic features were sufficiently characteristic to fur¬ 
nish a basis for diagnosis. The fundamental process is a pro¬ 
ductive inflammatory reaction, in which all tissue elements ap¬ 
pear to take part. A tubercIe-Iike nodular granuloma was 
observed in almost one-half of the cases. These granulomas 
develop in preexisting hyperplastic lymphoid tissue or in ectopic 
lymph follicles and frequently are observed in or underneath 
intact mucosa. The cause of lymphedema and lymphangiectases 
has not been clearly established, but in 12% of cases, intra- 
lymphatic granulomas were obstructing the lymph vessels. The 
evidence suggests that ulcer formation is not the primary lesion 
in regional enteritis, but is preceded by lymphoid hyperplasia, 
formation of nodular granulomas, and submucosal edema. It is 
believed that all three changes predispose the formation of ulcers, 
particularly in the terminal ileum where the fecal current is sub¬ 
ject to retardation and intermittent stagnation. Although the 
nodular granuloma of regional enteritis resembles the tubercle 
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of sarcoidosis there is evidence that regional enteritis is not a 
localized form of sarcoidosis. Certain histological features seem 
to suggest that a local hypersensitivity reaction to recurrent 
antigenic stimuli may be a faetor in the etiology of enteritis. 

Beryllium Granulomas of Skin.—Ten examples of chemical 
(beryllium) granuloma of the skin are reported. Nine lesions 
occurred in patients following accidental injury by broken 
fluorescent lamps and one in a worker injured by a cold cathode 
tube of a neon sign. The tissue response to injury by beryllium- 
containing fluorescent lamps is a biphasic reaction characterized 
by granulomas composed of epitheloid cells and by necrobiosis 
composed of acidophilic anuclear tissue. Although either of these 
two changes may oceur singly in a variety of granulomas, the 
presence of both is strong presumptive evidence of chemical 
granuloma. The pattern of distribution of granulomas and necro- 
biotic foci in the tissue suggests that the latter occur secondarily. 
Necrobiosis is usually seen at the base of dermal ulcers and is 
probably the cause of ulceration. Clinically the lesions are char¬ 
acterized by slow healing and a tendency toward breakdown of 
the scar with discharge of a semisolid material that probably 
originates from the foci of necrobiosis. The prognosis of chemi¬ 
cal granuloma is poor unless all the affected tissue is excised. 
The pathogenesis of chemical granulomas has not been estab¬ 
lished but evidence indicates that elements other than beryllium 
must also be present. 

New England Journal of Medicine, Boston 

245:549-590 (Oct. 11) 1951 

''Clinical Studies on Activity ot Orally Administered Cortisone. G. W. 

Thorn, A.' E. Renold, D. L. Wilson and others.—p. 549. 

Early Diagnosis and Treatment of Cancer of Lung. R. H. Overholt and 
F. M. Woods.—p. 555. 

Health Survey of Workers in Garment Industry as Part of Preventive 
Medicine Program. J. H. Kaplan, N. N. Bennett and G. Foley.—p. 560. 
Traumatic Separation of Lower-Femoral Epiphysis. P. H. Leavitt.—p. 565. 
Diabetes Control: Detection, Public Education and Community Aspects. 
H. Blotner and A. Marble.—p. 567. 

Orally Administered Cortisone.—Comparative studies of the ' 
.. physiological and clinical effects of cortisone administered by 
different routes were carried out in normal persons, patients with 
!■ ison’s disease, and in patients with a variety of other diseases 
1 as chronic glomerulonephritis associated with gouty 
arthritis, chronic psoriasis, and chronic rheumatoid arthritis as¬ 
sociated with Boeck’s sarcoid. Cortisone acetate was given in 
single doses of 25, 50, and 100 mg., either by mouth or by intra¬ 
muscular or intravenous injection. Compounds E and F were 
administered orally in doses of 25 mg. for three consecutive 
days, varying the order of administration in random fashion. 
Results showed that the eosinophil response following oral ad¬ 
ministration of cortisone is more rapid and more pronounced 
than that following intramuscular injection and closely approxi¬ 
mates the effect of intravenous administration. Consequently, 
the degree of eosinophil response serves as a more sensitive 
indicator of effective dosage with orally given cortisone than has 
been- generally observed with intramuscularly administered 
cortisone. The eosinopenic effect of orally given cortisone acetate 
was inferior to that of compound F, both as the acetate and in 
free form. The electrolyte and metabolic effects of orally given 
cortisone followed the same pattern as with intramuscular ad¬ 
ministration. In most cases the clinical effectiveness of oral 
ingestion of cortisone at six-hour intervals appeared to equal 
that of intramuscular injection once a day. The total daily dose, 
required for control of a variety of diseases appeared to be 
about the same. The rapidity of action of the orally taken drug 
makes this route of administration the method of choice in acute 
diseases requiring immediate high levels of circulating adrenal 
hormone. The effectiveness of orally administered cortisone en¬ 
hances the potential dangers of its indiscriminate use. A mild 
psychosis was observed in a patient who had received 300 mg. 
of cortisone daily for nine days; all symptoms promptly disap¬ 
peared when the drUg was discontinued. Flatulence occurred 
! occasionally, and insomnia appeared, particularly when the drug 
' was given in the evening. As with intramuscularly given corti- 
, sone, significant alterations in water and electrolyte balance can 
almost always be prevented by routine restriction of sodium 
chloride intake and prophylactic oral administration of potas¬ 
sium chloride. 


J.A.M.A., Jan. 26, 


New York Slate Journal of Medicine, New York 

51:2183-2294 (Oct. 1 ) 1951 

Problem of Burns in Atomic Warfare. H. E. Hilleboe.—p nio 
Thermal Burns from Atomic Explosion. J. H. Morton nni n 
Kingsley.—p. 2221. ™ "• D 

Surgical Treatment of Burns. T. W. Stevenson.—p. 2223 
'•Management of Neuroses in Industrial Medicine. S. Feigin—n ■)•>" 
Cerebral Concussion and Its After-Effects: Problems of nr''"' 
Diagnosis. G. H. Hyslop.—p. 2231. ''frentu! 

^Relationship of Brain Injury to Brain Tumors and Other Nontraii 
Diseases of Nervous System. I. S. Wechsler and I e - ■ 

—p. 2237. 

Sympathectomy in Peripheral Vascular Disease. H. L. Skinner c r 
Parsons.—p. 2241. 

Accessory Breast Tissue in Axilla. T. De Cholnoky.—p. 2245 
Orthostatic Hypotension in Diabetes Mellilus: Evolution of Va<- i 
Damage on High Salt Therapy. L. M. Levitt and M. B. Handchm” 
—p. 2249. 

Lipotropic Substances for Absorption of Vitreous Opacities H Fe 
—p. 2255. ' ■ 

Effect of Insulin and Glucose in Chronic Lymphatic Leukemia. L Gil¬ 
man, E. A. Levine, D. H. Appelman and M. Jacobi.—p, 2257. 

Neuroses in Industrial Medicine.—The role of psychodynamics 
in the etiology of the neuroses and the importance of psycho¬ 
logic treatment has gained acceptance in the practice of indus¬ 
trial medicine only to a limited degree. Perhaps the main cause 
is that the patient in industrial medicine is usually handled in a 
clinic atmosphere, and there is little time for the individual con¬ 
sideration that is so important in the handling of neurotic pa¬ 
tients. Many of the neuroses in industrial practice are fostered 
by the uncritical treatment that is usually instituted for physical 
complaints. When the patient complains too much or when the 
insurance carrier or compensation authorities demand progress 
reports, x-ray examinations and other laboratory work arc per¬ 
formed and other therapy is changed, but the original diagnosis 
is not doubted until everybody’s patience is worn out. The indus¬ 
trial physician can help in managing the neuroses by changing 
his therapeutic approach when progress is halted in any patient. 
The author suggests psychodynamic factors be considered early 
in relation to subjective symptoms, A brief survey of the life 
experiences and the life situation of the individual should be 
included in the initial physical examinations. Any lack of ob¬ 
jective physical findings, disability out of proportion to the find¬ 
ings, or imperviousness to physical and medicinal therapy should 
be recognized early and the psychotherapy instituted im¬ 
mediately. 


Relationship of Brain Injuries to Brain Tumors.—There are 
widely divergent opinions on the relationship of trauma to dis¬ 
eases of the nervous system that are commonly regarded as non- 
traumatic. Wechsler and Freiman believe that the following cri¬ 
teria should be considered in relating trauma to diseases of tb: 
nervous system: 1. The trauma must be sufficiently severe 
actually to injure the nervous system. 2. The subsequent develop¬ 
ment of signs and symptoms must be related to the site of 
injury. 3. The individual must have been well before the receipt 
of the blow and the onset of the illness. 4. The interval belwcen 
the receipt of the blow and the onset of the nontraumalic dis¬ 
ease must be neither too short nor too long. 5. The interval 
must be punctuated by some signs or symptoms. Guided by Ihese 
criteria, the authors studied three groups of cases: tumors of t c 
brain, multiple sclerosis, and amyotrophic lateral sclerosis. They 
found that in general the evidence presented to show that traum- 
is a cause of these three conditions is not convincing. In a ‘j*' 
cases the time relationship and site of injury are such that L- 
possibility cannot be excluded entirely. They make the followi^; 
conclusions: 1. Trauma can play a role in the evolution 
ingioma of the brain. In their series the incidence was 3. - 

There is no convincing evidence that trauma can cause g lom^- 
but injury to the head may cause a hemorrhage into the 
otherwise aggravate its course. 3. Trauma does not cause prim 
or “typical” multiple sclerosis but may precipitate the 
aggravate the course of the illness. 4. Trauma is not t ^ 
of primary amyotrophic lateral sclerosis, but it may pj* . _ 
in symptomatic syndromes associated with vascular i 
fection, secondary myelopathy, or herniated disk. 
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Plastic & Reconstructive Surgery, Baltimore 
8:263-334 (Oct.) 1951 


Emcrscncy Treatment of Mass Casualties: Some Comments on Training 
of Medical Personnel. J. W. Maliniac.—p. 265. 

The Urgency for Medical Defense. A. W, 'Wallander.—p. 267. 

Treatment of Thermal Burns Following an Atomie Bomb. Air Burst 
'Explosion. W. S. Stone, p. 269. 

Prevention and Treatment of Burn Shock. R. Shapiro, p. 272. 
Emergency Tracheotomy in Post-Traumatic Respiratory Obstruction. 
S. F. Kelley:—p. 275. 

Immediale Care of Cal.'istrophic Head Injuries. A. Kaplan.—p. 278. 
Immediate Care of Eye Injuries. W. L. Hughes.—p. 281. 

Interruption of Skin Autosensitivity with ACTH— Adrenocorticotropic 
Hormone. B. F. Edwards, N. J. Wilde, K. L. Pickrell and F. L. 
Engel.—p. 268. 

Early Skin Coverage in Burn Therapy. L. R. Rubin.—p. 297. 

*Clot Fixation in Open Mclhod of Free Skin Grafting. J. A. Jenney. 


-p. 299. 

Treatment of Multiple Fractures of Facial Bones. R. H. Walden.—p. 307. 
Fractures of Jaws and Facial Bones. F. S. Dunn.—p. 310. 

Observations on Development of Circulation in Skin Grafts: II. Physio¬ 
logic Pattern of Early Circulation in Auto-Grafts. H. Conway. R. B. 
Stark and D. Joslin.—p. 312. 

Deformity of Nasal Dorsum Through Loss of Substance; Correction by 
Bone Grafting. R. Farina.—p. 320. 


Clol Fixalion in Open Free Skin Gfrafling.—Jenney classifies 
the methods of free skin grafting as the open method when no 
bandages are used, the closed method when bandages are used, 
and the intermediate method when no bandages are used but 
wax or plaster is poured directly over the grafts for immobiliza¬ 
tion and protection. In the open method a few cubic centimeters 
of blood are withdrawn from a vein and lightly sprinkled over 
the recipient area to form the thin layer of clot or glue that will 
hold the grafts to the body without the aid of bandages. A clot¬ 
ting agent is sprinkled over the raw surface of the graft and the 
graft is placed over the recipient area. The grafts arc patted with 
a moistened sponge, or lightly massaged, to “fix" the grafts to 
the recipient area. These maneuvers are made from the center 
of the grafts outward to force out any free fluids, which arc 
picked up along the borders of the grafts with a moistened 
sponge. The author regards the following factors as fundamental 
in all free skin grafting; the skin itself, infection, tissue fluid, 
'secondary tissue, and protection. Epidermi.s has no direct blood 
supply but lives on tissue fluid. Clot from blood and plasma is 
“body glue," and is depended on to cause adherence of the 
graft to the body. Secondary tissue, that is, granulation and scar 
tissue, substitutes for normal tissue. Ideally it is discarded, but 
practically this is not always advisable. Bandages serve only to 
fit the grafts to the recipient area in order that the clot can carry 
on its physical and physiological functions. Success in free skin 
grafting by the open method proves that bandages are not neces¬ 
sary for control of edema. Any smooth area in an adult that is 
not subject to trauma, twisting, or wrinkling can be free skin 
grafted without bandages. Protection might be furnished by a 
cradic, suspension of the part, a light protective shield, or light 
fluff p:idding over the area. 


Psychosomatic Medicine, New York 

13:273-334 (Scpt.-Oct.) 1951 

'So-Called Psychopenie Inlliience., in Esscnti.il Hypertension. C. Binper. 
—p. 273. 

Eleclroc.irdiopr.iphic Abnorm.ilitics Associated with Emotional Disturb- 
""«*-^Casc Report. U. H, Crede. N. C. Chivers and A. P. Shapiro. 

N'iirialions in Clotlinp Time, Relative Viscosity, and Other Physiochemical 
1 ropcrtics of Blood Accompanying Physical and EmoUon-.il Stress in 
Normotensive and Hypertensive Subject. R. A. Schneider and V M 
Zanpari.—p. 289. 

Personality and Heart Disease. C. T. Slormeni.—p. 304 . 

P.s>clio.somalie Disorders in Psjclioses. J. Swart/ and E. V. Semrad. 
*“P. 314, 


I’-sychogenic Influences in Essential Hypertension.—Bingcr re¬ 
views the persent knowledge of psychogenic influences in essen- 
ti,al hypertension. He feels that no final statement can be made 
until more is known of the constitutional, physiological and 
pathological elements in this group of diseases. At present no 
proof is at hand that the commonly observed disturbances of 
personality arc more than frequently occurring associated phe¬ 


nomena. The fact that acute emotional excitement may result 
in transitory elevations of blood pressure does not necessarily 
prove that long-lasting emotional states or situations of con¬ 
flict can precipitate chronic vasomotor constriction. The statis¬ 
tical and experimental approach to this problem is discussed, 
but the author feels that in spite of the lack of final proof for 
psychogenests, there is evidence for believing that psychotherapy 
offers some patients with essential hypertension the best chance 
of help. 


Review of Gastroenterology, New York 

18:693-760 (Oct.) 1951 

SutBical Treatment of Cancer of Pancreas. A. Brunschwig.—p. 705. 
Simple Tests of Value in Diagnosis and Treatment of Pancreatic Disease. 
T. H. McGavack*-—p. 71t. 

Carcinoma of Pancreas: Diagnosis and Treatment. W. B Parsons. 
—p. 715. 

Surgica! Management of Duodenal Ulcer. R. Colp.—p. 724. 

When Should Gastroscopy Be Employed? H. Barowsky.—p. 733. 
Deceptive Aspects of History-Taking—IUustrative Cases. M. Golob. 
—p. 739. 


U. S. Armed Forces Med, J., Washington, D. C. 

2:1423-1592 (Oct.) 1951. Partial Index 

•Streptokinase and Slreplodornase in Treatment of Pilonidal Cysts. J. M. 

Miller, M. Ginsberg, R. J. Lipin and P, H. Long,—p. 1423. 

Thoracic Injnries in World War 11: lit. Surgical Treatment of Traumatic 
Lesions of tnirathoracic Cardiovascular Structures. H, D. Adams. 
—p. 1431. 

Notes on Field Surgery. S. H. Neel Jr.—p, 1439. 

Biliary Regurgitation During Cholangiography. S. A. Kaufman.—p. 1443. 
Orthopedic Concepts in Management of Rheumatoid Arthritis. J. W. 
Balch.—p. 1447. 

Preoperative Diagnosis of Meckel's Diverticulum. G. Alvary.—p. 1459. 
Combat Exhaustion. A. J. Glass,—p. 1471. 

Ettect of Confinement on Psychiatric Paliems, J, R. Cavanagh.— p, 1479. 
Malayan Fiiariasis; Incidence and Distribution in Southern Korea. 

Takashi Senoo and D. R. Lincicome.—p. 1483. 

Treatment of Paroxysmal Veniricular Tachycardia with Pronestyl. C. I. 

Hamilton Jr. and F. W. Wilson.—p. 1491. 

Surgical Considerations in Sudden Cardiac Arrest. C. K. Holloway Jr. 
—p. 1497. 

Adie’s Syndrome. N, Yourish.—p. 1515. 

Sectional 1-eg Splint. B. G. Clarke.—p, 1519. 

Early Recognition of Peripheral Nerve Injuries. A. F. Mastellone, R. C, 
Psaki and J. H. Kuitert,—p. 1523. 

Field Hospital Neuropsychiatric Service. H. Kolansky and R, K. Cole. 
—p. 1539. 

Herpes Zoster Following German Mca.sics. P. E. Wright. E. G. Pear and 
W. L. Semler.—p. 1563. 

Violent or Clinically Unexplained Deaths, W, F. Enos Jr. and J. L. 
Hansen.—p. 1569. 

Repair of Flexor Potlicis Longus Tendon. F. H. McCullough Jr.—p. 1579. 

Streptokinase and Streptodornase in Treatment of Pilonidal 
Cysts—Grossly infected pilonidal cysts or those associated with 
abscess are difficult to treat because the duration of such treat¬ 
ment is usually lengthy. Streptokinase and streptodornase afford 
the surgeon a new method of preparing infected wounds for 
curative operation. Air vent suction with catheters further facili¬ 
tates healing. Streptokinase and streptodornasernaybeimroduced 
into the wound postoperatively by the catheters to remove the 
products of digestion of fibrin and desoxyribose nucleoprotein. 
Sixteen patients with abscessed pilonidal cyst were treated by 
incision, drainage, and the topical application of streptokinase 
and streptodornase in preparation for excision. Catheters were 
not used in treatment of the patients treated early in this series 
but are now inserted routinely. Primary healing was achieved 
in 11 of the 16 patients. The average time spent in the hospital 
was 33.7 days, which can be decreased by routine use of 
catheters in the wound at the time of the curative operation. 
A comparable series of 17 patients with infected pilonidal cysts 
that required incision and drainage before excision in the period 
before streptokinase and streptodornase were available for use 
was analyzed. The average time spent in the hospital was about 
46 days. Thus an average of 12.3 days of hospitalization was 
saved in the patients treated with streptokinase and streptodor¬ 
nase. These periods of hospitalization applied to military per¬ 
sonnel, who must be able to return to full duty status. In civilian 
hospitals, where patients may be released earlier to convalesce 
in their homes, hospitalization need not be so prolonged. 
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Acta Haematologica, Basel 

6:193-256 (Oct.) 1951. Partial Index 

Peculiar Familial Hemolytic Anemia in the Tropics: Its Differential Diag¬ 
nosis from Thalassemia (Mediterranean Anemia). E. Stransky —-p 193 
Functional Behavior of Isolated Structural Elements of Thrombocytes: 

Hyalomere and Chromomere. A. Fonio.—p. 207. 

Effect of Penicillin on Experimentally Induced Leukopenia and Agranulo¬ 
cytosis. G. Rosenow.—p. 213. 

Clot Retraction as Quantitative Test of Function and Agglutinability of 
Blood Platelets. E. Qllgaard.—p. 220. 

Influence of Arterenol on Morphology of Venous and Capillary Blood. 

V. De Fazio and F. Marsico.—p. 231. . 

’Destruction of Fetal Erythrocytes. W. Kiinzer.—p. 237. 

Destruction of Fetal Erythrocytes.—During the first few weeks 
of life destruction of erythrocytes is greater than in other periods 
of life. Studies by Heubner and collaborators suggested that the 
reducing enzyme systems protect the hemoglobin in the erythro¬ 
cytes against oxidation and thus rapid destruction. Kiinzer made 
repeated determinations of the oxyhemoglobin content of young 
infants. It was found that the oxyhemoglobin portion of the 
total blood pigment is definitely increased during the first few 
weeks of life. This is regarded as a manifestation of diminished 
activity of the reducing enzyme systems within the erythrocytes 
that carry fetal hemoglobin. 

Beifrage zur klinischen Chirurgie, Munich 

183:129-256 (No. 2) 1951. Partial Index 

’Chronic Lymphatic Gastritis (Konjctzny); Clinical Significance and Re¬ 
lation to Brill-Symmers Disease. H. Prinz.—p. 129. 

Hemicolectomy in Treatment of Chronic Constipation, H. Uiberreither. 

—p. 166. 

’Primary Sarcomas of Stomach: Clinical Aspects and Prognosis. P. C. 
Alnor.—p. 179. 

Diverticulum of Stomach and Duodenum. M. A. Schmid.—p. 193. 

Open Injuries of the. Knee Joint; Treatment and Results. F. Betzel. 

—p. 226. 

Chronic Lymphatic Gastritis and Brill-Symnicrs Disease.—On 
■ ; basis of four case reports Prinz describes a form of chronic 
■’ritis that is characterized by ulceration and swelling of the 
ucosa and hypertrophy of all layers of the gastric wall. The 
clinical and roentgenologic findings resemble those of cancer. 
Microscopically there is a lymphocytic infiltration with follicle 
formation, which was described by Konjetzny as chronic lym¬ 
phatic gastritis. An extensive erosion with irregular serpiginous 
margins, regarded as typical of superficial mucosal cancer or 
erosive carcinoma, was observed in one case; and in another 
case cancerous degeneration actually occurred. The author dis¬ 
cusses this chronic lymphatic gastritis in relation to true neo¬ 
plasia and particularly to giant follicular lymphoma, known as 
Brill-Symmers disease. He believes that Brill-Symmers disease 
is not a newly discovered, distinct disease entity, but is a collec¬ 
tive term for conditions occasionally seen at necropsy, includ¬ 
ing the condition designated by Konjetzny in 1921 as aleukemic 
lymphomatosis of the stomach. Microscopically the essential 
finding is a giant follicular lymphoma, and Konjetzny spoke of 
tumor-like primary proliferation of the lymphadenoid tissue. 
Prinz believes that the Brill-Symmers disease in its beginning 
phase is limited to the. stomach. 

Primary Sarcomas of Stomach.—Most statistical reports indi¬ 
cate that primary sarcomas of the stomach account for less than 
2% of all stomach neoplasms. Six cases seen in 15 years at 
the Surgical Clinic of the University of Kiel are reported on. 
In all of these cases laparotomy was done without a previous 
diagnosis of sarcoma; either some unspecified malignant tumor, 
a polyp, or a carcinoma had been suspected. The definite diag¬ 
nosis was made on the basis of the operative and histologic find¬ 
ings. Other observers also found that clinically differentiation 
of gastric sarcoma and carcinoma is usually impossible. Large 
gastric sarcomas may remain unrecognized, because they pro¬ 
duce almost no symptoms. They seem to occur most frequently 
in the sixth decade of life, but one of the six patients described 
was only 20 years old. Four of the six cases were in women, and 
other statistics indicate an even greater predominance of women. 
Although complications, particularly hemorrhages, are relatively 
frequent with gastric sarcoma, metastases occur more rarely 


J.A.M.A., Jan. 26, i 9 j, 

than with carcinoma.' The same principles of treatment nn i 
sarcoma as to carcinoma, except that a wedge e.xckl'n 
be adequate for removal of pedicled tumors. Followinc" 
tion three of the author’s six cases survived for 7 is" 
years, respectively. The prognosis could not be eva’luatcdTn i!^ 
other three cases because they were atypical. One patient h i 
carcinosarcoma, another had scirrhous carcinoma of thend 
in addition to myosarcoma, and’a third had refused on^ t'*'’ 
for years until the growing tumor produced obstruction 
feels that, on the basis of Konjetzny’s classification of prim'!''' 
gastric sarcomas, tumors of groups one and two have a fav? 
able prognosis while those in group three have the same nr” 
nosis as carcinoma. ‘ 


British Journal of Tuberculosis, London 

45:153-200 (Oct.) 1951 

’Tuberculous Meningitis: Some Experiences Based on Treatment nt un 
Cases W. L. Calnan.—p. 153. ' 

’Friedlander Pneumonia; Report of Eight Cases Treated hv n,. 
Therapy. A. G. Ogilvie.-p. 165. ^ 

Results of Sanatorium Treatment of Cases of Pulmonary Tubcrculov 
Discovered by Mass Radiography. H. S. Fraser.—p. 172. 

Upper Lobe Bronchiectasis. A. W. Lees.—p. 177. 

Bronchography with Suspension of Sulphanilamide in Iodised Oil. H r 
H. Houghton and J. H. R. Ramsay.—p. 182. 

Pneumoconiosis in Steel Workers. J. Aspin and A. F. Shirr.as.—p i.y 
Multiple Pathology in Case of Pulmonary Tuberculosis. J. H. P JohnL 
—p. 188. 

Tuberculous Meningitis.—During the treatment of 140 patienls, 
mostly children, with tuberculous meningitis, Calnan made the 
following observations: The incidence is increased from Febru¬ 
ary to April. Early diagnosis can be made less difficult by bear¬ 
ing the possibility of occurrence in mind during (his season, 
making a tuberculin test early, and following this up with chest 
roentgenograms and a lumbar puncture if symptoms persist. It 
is inadvisable to delay treatment until tubercle bacilli have been 
isolated from the cerebrospinal fluid. Treatment can be slartcii 
at once in a child with characteristic clinical signs and cerebro¬ 
spinal fluid changes. The association of lymphocytosis with low 
sugar content of the fluid is found only with this disease, a few 
cases of neurovascular syphilis, epidural abscess, and torulosis of 
the nervous system. Once the decision to give streptomycin treat¬ 
ment has been made, both the intramuscular and intrathecal 
routes must be used. Calnan outlines four plans of treatment 
and describes the results in 114 patients, who were observed/or 
at least 12 months. Of 34 under 3 years of age, 25 died, and of 
80 over 3 years of age, 36 died. The nursing care of these chil¬ 
dren is difficult. Some of them lie in bed in an apathetic state 
for months. Daily lumbar punctures, urinary incontinence, the 
possible development of pressure sores, and often spoon and 
tube feeding impose a heavy burden on the nursing staff. When 
streptomycin treatment is completed and the cerebrospinal fluid 
is normal or almost normal, further supervision is still necessary. 
These children should remain in a sanatorium during conval¬ 
escence. Pulmonary and other extra-meningeal manifestations 
of tuberculosis may require treatment. Lumbar punctures should 
be made at regular intervals for at least a year to detect a relapic 
early. At present it is impossible to say any child with tuber¬ 
culous meningitis has been “cured.” 

Friedliinder’s Pneumonia.—Friedlander’s pneumobacillus Vd 
found in 31 of 140 cases of pneumonia admitted to a medi-^ 
clinic during a three year period. In only eight of these svasr 
diagnosis of Friedlander’s pneumonia macle, however, becauscu 
only eight did the pneumobacillus predominate over other orp.- 
isms in the sputum. The 5.7% incidence of Friedlanders pr.|i-' 
monia in this series of 140 patients is unusually high and ‘> 
torted by the fact that all eight cases occurred in a single ■ 
The 23 patients with mixed bacterial flora responded prewN 
to penicillin therapy, but only one of the patients with tru- 
lander’s pneumonia responded to this drug. Five 
cured by streptomycin after penicillin treatment had fai e - 
remaining two patients died unexpectedly after severa / 
well-being and normal temperature following 
apy. In one of the fatal cases a lung abscess was found at ^ 
in the upper lobe of the right lung, and in the other, an a 
in the lower lobe of the right lung was suspected c 
other lung abscess was diagnosed clinically or radio ogi 
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disease was confined to the lower lobes in six of the eight cases, 
although multilobar infection occurred in five. The leukocyte 
count was high in four cases, but in two of these evidence of sup¬ 
puration was present. It is suggested that sulfonamide treatment 
given by the family doctor to three of the eight patients may 
have slowed, or temporarily checked, the progress of the disease, 
thus accounting for the fact that these patients were less seriously 
ill than those described in the literature. 

Canadian Medical Association Journal, Montreal 

65:295-408 (Oct.) 1951 

Course of Subacute Combined Degeneratiort of Spinal Cord. H. H. 

Hyland, G. O. Watts and R. F. Farquharson.—p. 295. 

'Hcxamclhonium Compounds in Treatment of Hypertension. C. W. Fuller¬ 
ton and I. G. Milne.—p. 302. 

•Surgical Trcalmcnt of Mitral Stenosis. G. Murray.—p. 307. 

Treatment of Peptic Ulcer in General Practice. J. Bingham.—p. 312. 
Simpler Methods for Average Laboratory. G. Nadeau.—p. 318. 

Some Psychosomatic Aspects of Injuries. D. Cappon.—p. 321. 

Blood Alcohol Levels in Relation to Driving. H. W. Smith and R. E. 
Popham.—p. 325. 

Diabetes Mellitus and Pregnancy. H. I. Cramer.—p. 328. 

Studies on Pathogenesis of Diabetes. F. D. W. Lukens.—p. 334. 

Fibrositic Headache. S. J. Shane.—p. 339. 

Infantile Spinal Progressive Muscular Atrophy in Twins. R. Poirier, 
R. C. B. Corbet and A. E. Buckwold.—p. 342. 

Amputation for Ischaemic Arterial Disease of Leg. J. C. Luke.—p. 343. 
Diagnosis and Treatment of Recent and Neglected Nasal Ftaclutes. 
M. S. Miller.—p. 348. 

ElTcctiveness of Modern Treatment Jor Gonorrhoea in Women. C. L. 
Hunt.—p. 351. 

Adrenal Insufhcicncy in Childhood. M, Mullinger and A. L, Chute. 
—p. 353. 

Scalenus Minimus Muscle. F. L. Lawson and K. G. McKenzie.—p. 358. 
Piolonged Euphoria with Cortisone. D. Robinson,—p, 361. 

Late Follow-Up of Thoracoplasties. J. Ryder, L. M. Mullen and H. H. 
Stephens.—p. 362. 

Studies on Excretion of Cortisone and Compound F Using Potlcr-Silber 
Method. K. K. Carroll, H. T. McAIpine and R. L. Noble.—p. 363. 
Treatment of Varicose Veins. L. B. Fratkin and H, L. Jackes.—p. 367. 

Hexamethonium Compounds in Hypertension.—Thirty-one 
hypertensive patients were hospitalized and treated with hexa¬ 
methonium. Blood pressure readings were taken every four hours 
for from several days to several weeks prior to the administra¬ 
tion of the drug. For almost all patients administration of hexa¬ 
methonium bromide was started by mouth, a 250 mg. tablet 
being crushed and given before a meal as a test dose. The follow¬ 
ing day a 250 mg. tablet was given four times and on subsequent 
days the dose was rapidly increased to 3 gm. daily. During treat¬ 
ment blood pressure readings were taken from 4 to 12 times 
daily with the patient in the supine, sitting, and standing postures. 
One group of six patients had severe hypertension with impair¬ 
ment of renal function. Four of them had severe hypertensive 
cnccphalopathic attacks and two were almost moribund with 
dyspnea and myocardial failure. The latter two were given an 
average dose of‘15 mg. of hexamethonium by intramuscular in¬ 
jection. Their blood pressure dropped to normal and within a 
few hours their dyspnea disappeared. The other four patients 
were given small doses of hexamethonium by mouth, and all had 
a satisfactory drop in blood pressure without interference with 
renal function. All were relieved of their headaches and felt 
belter. The lives of these patients were indoubtedly prolonged. 
In a .second group of six patients the blood pressure remained 
high despite hospitalization, bed rest, and sedation; they were 
extremely active, tense, and hard-driving. For these patients 
hexamethonium bromide by mouth in maximum dosages of 3 
gm. daily produced no significant drop in blood pressure. Three 
of them were then given hexamethonium bromide intramuscu¬ 
larly in daily doses of 300 to 400 mg., but the resulting fails in 
blood pressure never lasted more than one hour. In this group 
psychogenic factors seemed to influence the course of the dis¬ 
ease. A third group of 19 patients who were cooperative and re¬ 
laxed all showed a fall in blood pressure soon after hospital 
admission, although they were not confined to bed. These pa¬ 
tients were given hexamethonium bromide or bitartrate by mouth 
for periods up to five months. The immediate effect was difficult 
to evaluate because of the great fluctuations in pressure Gen¬ 
eralized malaise occurred in five of the patients and coronary 
and cerebral thrombosis in one each. Whether these undesirable 
cflects resulted from the treatment cannot be stated, but they are 
a warning that hexamethonium compounds should be adminis¬ 
tered only when the patient is under observation. 


Surgical Treatment of Mitral Stenosis.—Murray suggests that for 
the present at least most patients with mitral stenosis should be 
treated medically. Surgery is indicated only if (a) life will prob¬ 
ably be shortened by the disease, and surgery may prolong it; 
(b) the disability is great and may be reduced by operation; (c) 
complications may be prevented or diminished by an operation. 
It has been Murray’s policy to operate only on patients who have 
the following unequivocal signs of mitral stenosis: only the mitral 
valve is involved or others to a slight degree; no active heart in¬ 
fection is present; the rheumatic fever is in a quiescent stage; and 
there is progressive failure and increasing disability in spite of 
medical treatment. Other factors in deciding the advisability of 
surgical treatment are (1) whether there is a massive thrombus 
in the left auricle; (2) whether permanent vascular changes in the 
pulmonary vascular tree that usually become manifest in pul¬ 
monary hypertension are present. Discussing the surgical tech¬ 
nique, the author mentions relieving pulmonary hypertension by 
producing interatrial septal defects, as suggested by Blalock and 
Bailey, and the anastomosis of the pulmonary to azygous vein, as 
suggested by Sweet. Other possible surgical procedures are (1) di¬ 
vision of the valve (commissurotomy); (2) resection of a portion 
of the stenosed valve; (3) resection of a portion of the valve and 
replacement by a new valve; (4) short-circuiting of the stenosed 
mitral area by various methods. The author usually divides the 
valves. After further comment on his own surgical technique, 
the author says that the hospital mortality has been about 20% 
in the 37 patients he has operated on. Fairly good results were 
obtained in 55% in that they were able to do some work. The 
other 25% had temporary improvement, but relapse occurred 
after from four to six months, and many then died. While there 
is great enthusiasm at present for surgical treatment of this dis¬ 
ease, the author feels that selection of cases is still difficult but 
of, the greatest importance. 

Gcburlshilfe und Frauenheilkunde, Stuttgart 

11:867-962 (Oct.) 1951. Partial Index 

Beta Rays of Radium for Treatment of Menopausal Hemorrhages. 
H. Czech.—p. 867. 

Uterine Cancer and Pregnancy. H. Hard,—p. 883. 

Comparison of Stained or Vita! Preparations in Cytodiagnosis. G. L. 
Wied.—p. 897. 

Cytology of Peritoneal Fluid. W. Heyde.—p. 910. 

Practical Experiences with the Papanicolaou Method in the Early Diag¬ 
nosis of Genital Cancer. G. Winter.—p. 916. 

•Treatment of Genital Hypoplasia with Intrauterine Administration of 
Suspension of Crystalline Cyren B. V. Friedberg.—p. 923. 

Supravaginal Extirpation of Uterus in Treatment of Myoma. K. Richter. 
—p. 930. 

Importance of Quantitative Assay of Hormones with Aid of Water Frog 
for Prognosis of Disturbed Pregnancy: Results of Graded Frog Test 
(Diluted ,and Concentrated Urine). H. Hartleb,—p. 938. 

'Procaine Hydrochloride (“novocain") Infiltration of Inferior Cervical 
Ganglion in Hyperemesis Gravidarum. R. Stewens.—p. 943. 

Rare Birth Injury in Mother in Pelvic Presentation of Fetus. P. Schwarz 
—p. 952. ■ . 

Treatment of Genital Hypoplasia.—Friedberg differentiates two 
types of hypoplasia of the uterus, the infantile uterus and the 
hypoplastic uterus, but admits there are transitional forms be¬ 
tween the two. The most characteristic sign of the infantile 
uterus is the comparatively large size of the cervix in relation 
to the corpus, the normal 3:4 ratio being reversed to a 4:3 ratio. 
The Organ may be almost of normal length but is very slender. 
The growth of the uterus has been arrested at an infantile stage 
and usually there are other signs of infantilism, such as trough- 
shaped perineum and absence of the posterior vaginal vault. 
The growth of the cjvaries may be inhibited. Hypoplasia of the 
uterus, in contradistinction to infantilism, usually involves only 
the uterus, the total length being reduced, but the proportion 
between the cervix and corpus normal. Furthermore, the growth 
disturbance is limited to the uterus and is probably due to hor¬ 
monal factors. This uterus is more like the postciimacteric uterus 
and is found in cases of secondary hypoplasia. Of 81 cases of 
genital-hypoplasia collected by the author over a period of five 
years, 62 had the infantile form and 19 had the hypoplastic 
form. All patients were over 20 years of age and complained 
of menstrual, disturbances or sterility. In some of these cases 
the author tried local hormone therapy with crystalline diethyi- 
stilbestrol dipropionale (“cyren B”). He injected I cc. of a sus¬ 
pension containing 2:5img. per cubic centimeter into each side of 
the cervix to a depth of 1 cm. These hormone deposits were active 
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for about three or four weeks and produced a much greater 
growth stimulus on the uterus than the customary form of hor¬ 
mone therapy. The author was able to corroborate this by probe 
measurement in 12 cases. 

Infiltration of Inferior Cervical Ganglion in Hypereniesis Gravi¬ 
darum.—Stewens blocked the inferior cervical ganglion by in¬ 
jection of procaine hydrochloride in 15 women with a severe 
form of hyperemesis gravidarum. The vomiting had persisted 
for several weeks and had not responded to customary treat¬ 
ments. In.one patient it was impossible to infiltrate the ganglion 
properly because of a large goiter. The author describes two 
anterior approaches for blockage of the inferior cervical gang¬ 
lion. He admits that blockage of this ganglion or the stellate 
ganglion has been known to cause serious complications, and 
mentions possible results. He believes, however, that there is 
little danger when the injection is made after palpation of the 
transverse process of the seventh cervical vertebra or of the head 
of the first rib. At his hospital only one mild complication re¬ 
sulted in one of 75 blockages of the inferior cervical or stellate 
ganglions. In 12 of the 14 women with hyperemesis gravidarum 
in whom blockage of the lower cervical ganglion succeeded, 
vomiting stopped promptly, but in two of the patients the treat¬ 
ment failed. In seven patients the effect was permanent, no 
further treatment being necessary; in the remaining five vomit¬ 
ing recurred, but the recurrence was usually either mild or 
temporary. 

Journal of Mental Science, London 

97:635-874 (Oct.) 1951. Partial Index 

*Glutamic Acid and Its Salts in Petit Mai Epilepsy. D. A. Pond and 
M. H. Pond.—p. 663. 

Evaluation of Rorschach Test as Prognostic Aid in Treatment of Schizo¬ 
phrenia by Insulin Coma Therapy, Electronarcosis, Electroconvulsive 
Therapy and Leucotomy. W. L. Rees and A. M. Jones.—p. 681. 
Quantitative Evaluation of Psycho-Social Phenomena in Small Groups. 
F. K. Taylor.—p. 690. 

*Maternal Age in Familial Mongolism. L. S. Penrose.—p. 738. 

Anomalous Physical Signs of Bodily Disease in Mental Deficiency. B. H. 
Kirman.—p. 783. 

Glutamic Acid and Its Salts in Epilepsy.—Conflicting reports 
' 1 the effect of glutamic acid in epilepsy led to the experiments 
. "■ 'bed in this paper. Preliminary experiments suggested a 
* I ic.ice between the effects of glutamic acid and sodium 
lutamate, which apparently has not been considered by most 
other investigators. These experiments were designed to deter¬ 
mine whether such a difference exists and whether it is due to 
the effect of the sodium ion on water balance, which in turn is 
related to the tendency to seizures. Patients were treated who had 
petit mal seizures with or without grand mal attacks and whose 
electroencephalographic records contained spike and wave ac¬ 
tivity. The clinical and electroencephalographic effects of glu¬ 
tamic acid and its sodium and potassium salts were Investigated 
in 16 epileptics. The sodium salt was given intravenously in a 
few experiments, and orally in longer experiments to compare 
the acid and potassium salt. It was shown that the salts given 
orally significantly increased epileptic activity in the electro¬ 
encephalogram, and the acid produced a decrease, but not at a 
statistically significant level. No consistent clinical changes were 
demonstrated, although five of eight patients given glutamic acid 
more than a month reported a temporary decrease in the number 
of seizures. 

Maternal Age in Familial Mongolism.—Available data on 
familial mongolism in which degree of relationship and maternal 
age were specified were assembled. Analysis of these data sug¬ 
gested that mongolism could be due to a single very common 
gene (frequency; 1 in 5 in the general population). .All homo¬ 
zygous fetuses are susceptible. Since 1 in 25 of all fetuses is 
homozygous, but only about 1 in 27 of homozygous fetuses is 
actually affected, the absolute incidence is 1 in 675 at birth. Mani¬ 
festation of the condition is largely controlled by factors con¬ 
nected with maternal age. In cases showing inheritance through 
the mother, maternal age is lower. To account for .this, it is sug¬ 
gested that the protective effect of young maternal age on the 
susceptible fetus is reduced when the mother herself is homo¬ 
zygous for the hypothetical gene, that is, when she herself is a 
; mongol or a potential mongol. 


J.A.M.A., Jan. 26, i??, 


Lancet, London 

2:647-694 (Oct. 13) 1951 

Morbus Coeruleus and Its Surgical Treatment. M. Campbell—n «■. 
Spastic Paraplegia in Late Adult Life with Deeeneration and Pr„,t 
of Cervical Discs. J. D. Spillane and G. H. T. Lloyd—p sst 
♦Spread of Infection by Streptomycin-Resistant Tubercle nViii' , 
Harold.—p. 658. t. 

Inquiry into Treatment of Fibrositis with Observations on Vaticuhr r 
munications Between Bone and Muscle. C. B. Heald.—p. 659 
Isolation of Coxsackie Virus from Case with Atypical Clinieni c . 

R. M. Forrester and J. O’H. Tobin.-p. 663. 

Effects of Oral Cortisone on Water Diuresis in Addison’s Disn. 

Hypopituitarism. S. Oleesky and S. W. Stanbury.—p. 664 ' 

Heart Shape and Body Build. R. W. Morris and L. hi. Jacobs -n 
♦Toxic Hepatitis from Para-Aminosalicylic Acid. G. D. W. McKc d” 


Spread of Infection by Tubercle Bacilli.—The spread of info;, 
tion by streptomycin-resistant strains of tubercle bacilli has been 
feared ever since such strains were recognized. Two c,\ampl's 
of such transmission are reported in this paper. Harold'poinu 
out the following criteria for establishing the transmission of 
streptomycin-resistant tuberculosis: 1. Strains of tubercle bacilli 
isolated from the infected patient must be proved streptomycin- 
resistant before treatment with streptomycin. 2. There mmi 
have been contact with a patient known to harbor streptomycin- 
resistant strains. 3. The possibility of transmission from anothci 
source should be excluded. In both the cases reported here ihc 
three conditions seem to have been fulfilled. Eight similar case, 
reported by others are summarized. In these eight cases, sh of 
which occurred in hospital workers, the level of streptomycin 
resistance was sufficiently high to exclude the possibility of in¬ 
fection by any source other than a streptomycin-treated tuber¬ 
culous patient. 


Toxic Hepatitis from p-Aniinosalicylic Acid.—A man, aged 2], 
with an early tuberculous lesion in the right lung was givens 
course of streptomycin (1 gm. intramuscularly daily) and g- 
aminosalicylic acid (18 gm. by mouth daily) at home. Aficr 
several weeks of this medication, malaise, chills, and irritation 
of the skin developed, and several days later a rash appe.ireJ 
The patient continued to take the p-aminosalicylic acid for 10 
more days. Jaundice, high fever, and enlargement of the liver 
and axillary and inguinal lymph nodes appeared, A diagnosis 
of toxic hepatitis was made, and treatment with a high protein 
diet and an antihistamine preparation was begun. The rsiJ 
slowly faded, but the jaundice became severer and cutaneous 
hemorrhages appeared. A trial with penicillin also resulted in 
an allergic reaction. The signs of toxic hepatitis subsided in 
about two months. Correspondence with an author who had 
reported a similar case revealed that jaundice from g-amino- 
salicylic acid developed in several patients in, whom the drug 
was continued after the first toxic symptoms appeared. Patients 
taking p-aminosalicylic acid at home should be warned about 
possible toxic symptoms. 


2:695-742 (Oct. 20) 1951 


Cardiac Symptoms. J. Parkinson.—p. 695. 

♦Hepatic Glucose Output and Hepatic Insulin Sensitivity in DukU' 
Mellitus. A. G. Bearn, B. H. Billing and S. Sherlock.—p. 698. 
♦Aberrant Renal Arteries and Hypertension. A. G. Marshall.—p. tO). 
Chemotherapy of Streptococcus Pyogenes Infection of Burns. D. 

Jackson, E. J. L. Lowbury and E. Topicy.—p. 705. 

Antibiotics in Smallpox. J. P. Marsden and W. J. Coughlan.—P- 
Antibiotics in Smallpox. G. E. Breen.—p. 713. , r i <; > 

Chloramphenicol and A.C.T.H. in Smallpox. J. B. Stollc and • ‘ 
—p. 715. 


Liver Function in Diabetes Mellitus.—Normally the 
an important part in the mechanism whereby insulin ,.7 
blood sugar level, and it has been suggested that in 
ferences in insulin sensitivity are related to the t-“’, 

ity of the liver. Changes in the output of Slucosc y 
after a standard dose of insulin can be measured by .. 

catheterization. The authors used this technique to 
hepatic output of glucose in 39 normal J" f between 

Under basal conditions there is no significant ditteren 
the hepatic glucose output in diabetic and in . !j,j.^ed in- 
Insulin (0.1 unit per kilogram glucose 

travenously) results in an immediate In diabetic 

output. In normal subjects this fall is fairly constant. 
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subjects the fall in output varies, so that diabetics can be divided 
into hepatic-sensitive and hepatic-insensitive types. In hepatic- 
sensitive diabetics administration of insulin results in a greater 
", than normal fall in the hepatic glucose output. The patients arc 
- young and thin, and ketosis develops easily. Sections of the liver 

• taken by aspiration biopsy show no histological abnormalities. 

. In hepatic-insensitive diabetics insulin results in a less than 

normal fall in the hepatic glucose output. These patients arc 
^ middle-aged and obese, and ketosis rarely develops. Sections 
of the liver removed by aspiration biopsy show fatty change. 

• Hepatic-sensitive diabetics become hepatic-insensitive with severe 
ketosis, but sections of liver show no remarkable histological 

> change. 

Aberrant Renal Arteries and Hypertension.—This report deals 
' with the incidence of aberrant renal arteries in patients with 
' hypertension. It is based on observations in 400 routine necrop¬ 
sies. The kidneys, aorta, and ureters were removed from the body 
intact and then dissected. The aorta was opened from the back, 
and the orifices of accessory arteries could sometimes be seen. 
The fat and connective tissue were carefully dissected from the 
hilum of each kidney. Decapsulation of the kidneys often re¬ 
vealed cortical arteries, which then could be followed to their 
origin. Each case was then assessed for postmortem evidence of 
hypertension, including an enlarged heart and hyaline changes 
in the renal arterioles, as well as for an antemortem record of 
elevated blood pressure. In about 50% of the cases without evi¬ 
dence of hypertension aberrant arteries were found, but in the 
hypertension group these were present in about 80%. The in¬ 
cidence was approximately the same in both sexes. A statistical 
analysis suggests that such a correlation is very unlikely to arise 
by chance. No explanation could be found for the higher inci¬ 
dence of hypertension in patients with aberrant renal arteries. 
: The presence of such arteries may, however, be associated with 
■ abnormalities of renal tract function such as urinary stasis, and 

• may thus be responsible for the association commonly found 
! between hypertension and pyelonephritis. Familial differences in 
: the incidence or distribution of aberrant renal arteries may ex- 
. plain why hypertension is commoner in some families than in 
. others. 


Medical Journal of Australia, Sydney 
2:213-244 (Aug. 18) 1951 
Research in Psychiatry. J. F. 3. Cade.—p. 213. 

Lithium Treatment of Maniacal Psychosis. C. H. Noack and E. M. 
Trautner,—p. 219. 

Some Aspects of Natural Hisiory of Hypertensive Vascular Disease. B. S. 
Hctzcl.—p. 222. 

Acrylic Splint for the Arthritic Hand. M. Kelly.—p, 229, 

2:245-280 (Aug. 25) 1951 
Problem of Schizophrenia. 3. F. Cade.—p. 245. 

Australian Life Tables, from a Medical Poini of View. H, O, Lancaster. 
—p. 251. 

Ptc-IJtonchicciasis. H. B. llarwood.~-p. 2SS. 

•Chloridc-TcstinK Paper for Clinical Use by Untrained Persons, 3. iJevine. 
—p. 264. 


Chloride-Testing Paper tor Clinical U.sc.—The test paper dc- 
, .scribed is intended for use by nurses or untrained persons in 
rapid clinical estimation of chlorides in the urine or other body 
? fluids. The method was originally developed to enable nurses to 
test the chloride concentration of all specimens of urine pas.scd 
by patients who were receiving fluids by intravenous adinini.slra- 
; lion. The test is applicable to other body lluicls, including blood. 
Ilic chloride concentration is estimated hy dropping u small 
piece of indicator-paper into the fluid being tested and noting 
ihc time required for the color to change from brown to while. 


2;281-312 (Sept. 1) 1951 

The Life and Times of William Gossc. C. O. F. tUccer —n '>81 
Incidence of Bronchopcnic Csrdnnma. 13. 1. Wlllicim.-lp 284. ’ 
Tuberculosis Surrey of Norfolk Island. M. G. Vlnner.-p, 292. 


Incidence of Bronchogenic Carcinoma.—The annual incidence 
ot primary cancer of ibe lungs compared to ihc incidence of 
cancer of the stomach, colon and rectum, breast, uterus, pros¬ 
tate and esophagus, was studied in 7,000 consecutive necropsies 
performed at the Royal Adelaide Hospital between 1929 nlid 


1948. During this period the incidence of bronchogenic car¬ 
cinoma increased and carcinoma of the prostate, breast, and 
uterus increased at a lesser rate. Carcinoma of the esophagus 
remained constant in occurrence, and cancer of the stomach and 
of the colon and rectum became less frequent. The incidence 
during successive five-year periods showed the same relative 
changes except for carcinoma of the stomach, colon, and rectum, 
which remained constant in occurrence. Although the in¬ 
cidence of cancer of these organs at necropsy is best considered 
as a percentage of hospital admissions, the alternative expression 
as a percentage of all cancer at necropsy is better than expres¬ 
sion as a percentage of the total number of necropsies performed. 
The incidence of antemortem diagnosis of primary cancer of 
these same organs in hospital admissions during the same period 
showed a pronounced rise for the uterus, colon, and rectum, 
and lung, a less marked rise for breast, no change for esophagus 
and prostate, and a decrease for the stomach. At necropsy the 
organ distribution of cancer in descending order of frequency 
was stomach, lung, colon and rectum, prostate, esophagus, 
breast, and uterus. Clinically the order was uterus, colon and 
rectum, stomach, breast, prostate, esophagus, and lung. For the 
organs under consideration, bronchial cancer at necropsy rose 
from fourth place during the period of 1929-1933 to top posi¬ 
tion during the period of 1944-1948, while clinically it rose only 
from seventh to sixth position over carcinoma of the esophagus. 
The clinical incidence of total malignant disease in men ex¬ 
pressed as a percentage of hospital admissions during the years 
1929-1948 was constant. The incidence of bronchogenic car¬ 
cinoma at the Royal Adelaide Hospital was greater relative to 
the total number of cancer cases observed at necropsy than in 
other published series; otherwise the incidence equalled that in 
other countries. The available evidence suggests that in this 
series the increase in the incidence of bronchogenic carcinoma 
is relative and apparent. 

2:313-348 (Sept. 8) 1951. Partial Index 
tnlrahepatic Bilinry Tract Obstruction ot Unknown Origin: So-Calicct 
Cholangiolitic Hepatitis. S. Goulston and M. Smith.—p. 313. 

Mortality from Congenital Malformalion.s in Australia. H. O. Lancaster. 
—p. 318. 

rSlatus Epilepiicus Occurring During Corlisone Therapy. E. H. M. 
Stephen and K. B, Noad.—p, 334. 

Status Epilepficus During Cortisone Therapy.—The case re¬ 
ported was that of a girl, aged 15, who showed the polyarthritis, 
muscular wasting, anemia, lympbadenopathy and splenomegaly 
characteristic cf Still's disease. With physiotherapy, blood trans¬ 
fusions. and administration of iron, thyroid extract and vitamins, 
tbs patient became ambulatory and able to use her hands well. 
Her condition after the initial improvement remained unchanged, 
a.nd a course of cortisone therapy wtts decided on. Site wti.s given 
:n mg. twice a day for one day, every six hours for five days, 
and twice a day for two days: then .she vvtis given 37.5 mg. twice 
a day for two day.s. During the night of the lOih day of treat¬ 
ment she complained of nightmares and a lieadache. The follow¬ 
ing morning she could not he roii.sed, and about an hour Inlet 
had a typical epileptiform eonvtilsioit. zNfier a brief interviil Ills 
recurred until typical status epilcptieiis ilevelopeil. retnilrlii|i aiti's- 
ihcsin for its control. After she was Iransfened to amtilii'r lio>a 
pilal, status cpileptieiis roeurred, and a harhlliiink' was (livt'ii 
intravenously. After recovery from llie elfeels of Itie mu'slhi’llr', 
the girl was re.stless, confii.soil, and Irratlima), hut slcatllly lni= 
proved, ami It) day.s later eoiild he returned to the Hint (lofipllat, 
A .striking ehaitgo in the pallenl's tleuieimoi' was oitvioiis, The 
author cites aiiotlior ease rimit tlie llleraliiie In wlileh epilep. 
tiform .sei/iiros oeeiirred tUirlnn tieiduieiit with em ilsom- anil imi!- 
gcsl.s that (here Is risk In adni/idfitei iiig liorimme'i, and lliey tilioiiid 
be tiscil only wlieii .slrleily Inilleideil inni wheie a(le<|nale Mipei- 
vi.sion is possible, 


Mctliciim C'lfiiicti, Ilnrceloiiii 

• l7)fi9.l3H (Aug,) 1 0 , 6 1, Pariliil Imlri 

•Ctimii'cs of lili'culi'iil tilOsiiiiKI' III ill III III la)mv of I'rilaluiiil tliivis, 
3. M. F.spiuliitii Mtitlim. |> 88, 

Elcefrk'iil HfcUliuua lit Mdlii (his (ti|| v.'iu. Iilado oil nllie (Ui 
lieiits Itefuie and iifli i (iiidiiii|il )iii iiauiiiinii lifliiiy > ■ 
ti'plietaf tittvo. ((lb (o((oWiiit< I oio llnloio ale ig ' 
lUiMtoiiiicaf 01 (lliitfllflad otOoului' "( a ih-iv 
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an increase in the electrical resistance of the skin over the de- 
nervated area. This altered electrical resistance returns to normal 
after suture of a sectioned nerve or after medical, physical, or 
surgical treatment (without suturing) in cases of post-traumatic 
functional impairment of the nerve supply. The increased elec¬ 
trical resistance of the skin as well as the associated total lack of 
function of the sweat glands is due to sympathetic paralysis that 
follovys injury of the peripheral nerve. The test is of value in 
showing the type and degree of nerve injury before treatment, 
and in detecting malingerers. After treatment it is of value in 
following the progress of recuperation of the nerve after suture 
or after medical, physical, or surgical treatment. 


Minerva Medica, Turin 

42:139-166 (Aug. 4) 1951. Partial Index 

Question of Crisis of Pneumothorax. A. Rabino.—p. 139. 

Tuberculosis and Adolescence. V. Donadio.—^p. 143 . 

‘Reaction of Reticulohistiocytic System to “Pan-Roentsen-Therapy” in 
Patient with Tuberculosis. M. Ghione and C. Saggioro.—p. 146. 

“Pan-Roentgen-Therapy” in Patients with Pulmonary Tubercu¬ 
losis.—^A new technique of roentgen therapy is reported for 
which the authors have coined the term “tele-pan-roentgen- 
therapy.” It consists of applying in one session small doses of 
roentgen rays to the entire surface of the body. Twenty young 
patients, 8 women and 12 men, with pulmonary tuberculosis 
who were in moderately good general condition were given this 
type of irradiation therapy to determine the reaction of the 
reticuloendothelial system. Chemotherapy and antibacterial 
treatment had not been given for six months previously, al¬ 
though at the time of the therapeutic trial with the new tech¬ 
nique the patients were undergoing pneumothorax. A weekly 
dose of 3 r was applied to the entire body anteriorly and pos¬ 
teriorly for a total dose of 60 r in the course of 10 weeks. The 
effect of “tele-pan-roentgen-therapy” on the reticuloendothelial 
system of the patients was evaluated with roentgenograms and 
laboratory tests taken before, during, and after the therapy. The 
metabolism of the cells was stimulated. The bilirubin level of the 
blood showed a pronounced increase after the fifth irradiation. 
Granulopoiesis (Adler-Reiman test) was also increased after five 
adiations. The mast cells were stimulated to greater produc- 
on of heparin, and secretion of hyaluronidase was thus 
inhibited. Because this enzyme increases the permeability of the 
connective tissue, its inhibition prevented the passage of the 
tuberculotoxin products of the necrotic foci through the his¬ 
tiocytic barrier of the tubercle and tuberculous toxemia was 
lessened. These reactions explain the drop in the erythrocyte 
sedimentation rate, the modifications in the blood constituents, 
and the improvement in the general condition that were observed 
in the patients after this new type of irradiation therapy. 

42:191-218 (Aug. 18) 1951. Partial Index 

‘Terramycin in Bacterial and Protozoan Infections. G. Izar and A. Gas- 
persic.—p. 191. 

Clinical Study on Use of Terramycin. G. Lenti and M. Fazio.—p. 195. 
Determination of Phospholipoprotein Fractions in Physiopatbological 
Study of Chronic Hepatopathies. A. Fasoli and M. Bonelli.—p. 204. 

Terramycin in Bacterial and Protozoan Infections—^Terramy- 
cin was administered to three patients with brucellosis, two with 
dental abscess and one each with amebic dysentery, Reiter’s dis¬ 
ease, intestinal sepsis, sepsis of undetermined nature, and cysto- 
pyelitis. Previous antibiotic therapy with penicillin, streptomycin, 
aureomycin, and chloramphenicol (chloromycetin®) had failed 
in all the patients. The drug was administered orally every three 
hours in doses of 250 mg. The total dosages varied from 5 gm. 
to 20 gm. No untoward reactions were observed. In almost all 
the patients temperature was permanently restored to normal 
on the fourth day, symptoms had disappeared, and improvement 
in the general condition was good. Only the patient with sepsis 
of undetermined origin, a boy 10 years old, was a therapeutic 
failure. Terramycin is indicated in treatment of brucellosis, in¬ 
testinal sepsis, Reiter’s disease, surgical infections resistant to 
other antibiotics, and infections of the urinary tract. Combined 
with sulfonamides, it enhances their therapeutic action. Terra¬ 
mycin has a wide range of bacteriostatic activity because it in¬ 
fluences not only Gram-positive and Gram-negative micro¬ 
organisms but also some protozoa. 


J.A.M.A., Jan. 26, Bj, 

Nederlandsch Tijdschrift v. Gcnecskunde, Amsterdam 

95:2761-2860 (Sept. 22) 1951. Parlbl index 

‘Four Cases of Congenital Heart Disease in One Famii,- n 
~p. 2768. »-aniil}. p. 

Fseudo-Epitheliomatous Hyperplasia in Several Chronic Inn,mm ■ 
Skin. A. W, Thone.—p. 2772. ‘"''ammaner., o; 

Erosion of Respiratory Passages After Inhalation of Amm., ■ 

K. Oosterhuis.—p. 2775. Ammenu Or,. 

Familial Congenital Heart Disease—Elshove describes a fa > 
in which four members had congenital cardiac defecir'i 
brother and sister both had an open ventricular septum. Anoil- 
brother had stenosis of the aorta, and an aunt (sister of th 
mother) very probably also had an open septum. ‘ 

95:2861-2924 (Sept. 29) 1951. Partial Inde.x 

Reticuloses. H. T. Deelman.—p. 287}. 

Diagno^tic^Possibilities when Bronchial Tumor is Suspected. J. Snitec-n 

♦Treatment of Cancer of Bladder by Total Extirpation of Bladder 
Implantation of Ureters into Sigmoid at One Time Her i/ 
Houtappel.—p. 2884. ‘ ' • ■" 

One-Stage Operation for Bladder Cancer_Houtappel recom¬ 

mends that ureterosigmoidostomy and cystectomy be done in one 
operation in patients with cancer of the bladder. He did this in 
23 patients and found that the postoperative reactions arc iisunllj 
slight and the operative mortality is relatively low. Conscquenll) 
he prefers this one-stage to the two-stage operation. 


Nordisk Medicin, Stockholm 

46:1357-1398 (Sept. 12) 1951. Partial Index 
‘Migratory Thrombophlebitis. N. Vinther-Paulsen.—p. 1357, 

‘Multiple Thrombophlebitis (Migratory Thrombophlebitis). N. Vinthtt. 
Paulsen.—p. )361. 

Scarlet Fever Treated at Home. L. Leisti and J. Wicksitom.—p. 13W, 
Allergy to Iodine. R. Hed.—p. 1371. 


Migratory Thrombophlebitis.—Primary idiopathic migrator) 
thrombophlebitis, which occurs in otherwise well persons, it 
characterized by repeated thromboses that move from place to 
place. After periods of varying length the thromboses may appear 
in almost every venous area in the body. The superficial veins 
are oftenest involved, but there may be pulmonary and cardiac 
symptoms, symptoms from the deep veins in the extreraiiie,, 
from the visceral veins, and from the central nervous s}!!eci. 
Of the 111 cases reported in the literature, 21 were fatal,OaV, 
about one-fifth were in women. In about half the cases focal 
infection was established; sometimes the disorder disappcaicJ 
on removal of the focus. Hypercoagulability of the blood ii 
thought to be a factor in development of the disorder. M 
necropsy thrombosis of the mesenteric vein was found to be tfe; 
most frequent cause of death. The disease is chronic. Spon¬ 
taneous remissions are common, but no'case has been observed 
Jong enough to establish permanent cure. Thromboses in fc 
extremities, brain, kidneys, and portal vein led to chron;; 
sequelae. With regard to the late prognosis the tendency to de¬ 
velopment of Buerger’s disease must be borne in mind. In reerr: 
years treatment with dicumarol has been applied, but nevcrii ^ 
less fatal visceral thromboses have been reported. The nr.- 
coagulant treatment must be extended over a long time, c - 
ambulant treatment is considered indefensible even with d.;^ 
examination. Secondary thrombophlebitis must be e.xclu.- 
before the diagnosis of migratory thrombophlebitis is pos«f-'- 

Multiple Thrombophlebitis (Migratory TlironibopWfbilW-^ 
Five cases of migratory thrombophlebitis in young or ro - • 
aged men are described. Diagnosis was not made till fj,,. 
course of the disease. The shortened coagulation timem^-^^^ 
that the disorder is related to hypercoagulability of t • ^ 
Two cases were in uniovular twins; in one of these 
boangiitis developed. Two patients died, the others are 
Continuous dicumarol treatment in two cases prevenc 
rence of the thrombophlebitis, but in the one case 
the treatment after five months was followed at 
episodes of thrombophlebitis. A typical case of sccon a 
bophlebitis in a man aged 60 is also reported. 
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NobtV TUt Mavi and HU Prizes. By H. SchUck and others. Edited by 
Nobel Foundation. Cloth. $6. Pp. 620, with portrait. University of Okla¬ 
homa Press, Norman, 1951. 

This exciting volume fills the need for an authoritative account 
of Nobel’s life, the manner in which laureates are selected, and 
the place of prize-winning researches in man’s increasing under¬ 
standing of nature and his place in the world. The life of Nohel 
is the story of an unhappy genius, a man without a country, 
who linked his name with the foremost creative minds of this 
century and with the highest honor the world can bestow on 
them. The selection of prize-winners is an intricate, painstaking 
process, involving months of labor. There is an orderly timetable 
of nominations, screenings, evaluations, investigations, further 
screenings, and final selections. Although individual selections 
may be sometimes questioned, a better scheme for arriving at 
selections would tax the most ingenious person. 

In the sciences, the prize-winning experiments are recounted 
in the context of the then current scientific thought. A back¬ 
ground of research progress by others is developed, into which 
the work of the laureate is integrated as part of a progression 
in scientific investigation. Informative and scholarly, the book 
is anything but stuffy. It is replete with items of human interest 
such as an account of the prize-hungry scientist who angrily pro¬ 
tested the fact that he was not selected. Rutherford, chemistry 
winner in 1908, ostensibly observed the now abandoned admoni¬ 
tion to secrecy at being selected; however, he wrote pointedly to a 
friend, “I may tell you, in strict confidence, that my wife and 
I arc going to Stockholm ... on the tenth of December." 
When Domagk was elected in 1939, he wrote acknowledging the 
high honor but was uncertain as to whether his government 
would permit him to accept the award. A month later (and after 
some secret police beatings and a sojourn in jail), he wrote an 
excoriating letter to the Nobel Committee, bitterly deriding them 
for insulting him and Germany. Examples of human incon¬ 
sistencies in the selections are cited with refreshing frankness. 
Physicians and investigators will find this book worth while. 

Health Ohscrvntfon of School Children: A Guide for Helping Teachers 
and Others to Ob.serve and Understand the School Child in Health and 
Illness. By George M. Wheatley, M.D., Third Vice-Presidem, 

Health and Welfare, Metropolitan Life Insurance Company, New York, 
and Grace T. Hallock. Cloth. S4.7S. Pp, 491, with 86 illustrations by 
Barbara PfcilTer. McGraw-Hill Book Company, Inc., 330 W. 42d St., 
New York 18; Aldwych House, Aldwych, London, W,C*2, 1951. 

Because it meets a need recognized but neglected for several 
years, this volume will be of much assistance in the area in which 
health education should receive its greatest impetus, the school. 
As the teacher has intimate contact with the child for a longer 
period of time each day than the average parent has, it is obvious 
that teachers should have an adequate understanding of the basic 
health facts. The authors have prepared this volume with that 
point always in view, and the result is excellent. 

Orientation of the teacher is provided in the early chapters, 
which deals with the child as a whole and as a growing organism.' 
This is followed by interpretations of the child’s thoughts and 
feelings and .actions and reactions, as these arc related to nervous 
.system function. Succeeding chapters deal with (he heart and 
blood, the respiratory system, the digestive system, the skin 
vision, and hearing, and the bones and muscles. Explanations 
arc full, but arc kept on n nontechnical level. There is an 
abundance of illustrative material in the form of tabies charts 
diapams, drawings, and photographs. Helpful special features’ 
include a list of 32 national organizations from which health 
education material is available and an extensive chapter-by-chap- 
tcr tabuI.ation of appropriate films and their sources. This volume 
n il! serve all schoolteachers well, especially those at elementary 
grade levels. It is hoped that teacher-training colleges will 
recognize its value, 


Md by competent authoriii 

slated ' f'^P^'sent the opinions of any oflicial bodies unless specifical 


Decompression Sickness: Caisson Sickness, Diver’s and Flier’s Bends 
and Related Syndromes. Compiled under auspices of Subcommittee on 
Decompression Sickness, Committee on Aviation Medicine, Division of 
Medical Sciences, National Research Council, Washington, D. C. Cloth. 
J8.50. Pp. 437, with 88 illustrations. W. B. Saunders Company, 218 W. 
Washington Sq., Philadelphia 5; 7 Grape St., Shaftesbury Ave., London, 
W.C.2, 1951. 

Not until the beginning of World War II were the practical 
implications of decompression sickness for high altitude flight 
fully realized. A comprehensive study of the subject was in¬ 
itiated at that time by the National Research Council (Subcom¬ 
mittee on Decompression Sickness) under the guidance of lohn 
F. Fulton. The results of these investigations, which up to the 
present time were not publicly available in their entirety, have 
been compiled in this volume containing contributions by 21 
authors. The objective as outlined by the editor, “to study the 
problem from a broad biological standpoint with a view to 
elucidating the factors involved in bubble formation in tissue and 
devising ways and means of minimizing the dangers arising from 
aeroembolism," is well reflected' in the diversity of approach 
documented in the various contributions. The arrangement of 
the material is in the manner of a symposium. Subjects such as 
the clinical manifestations and incidence of decompression 
sickness at high altitudes and subsequent to exposure to high 
pressure in relation to exercise, age, constitution, and environ¬ 
mental factors, the effects of preoxygenation, and the use of 
helium are dealt with by several investigators in a critical man¬ 
ner. This is entirely justified in view of the scant knowledge and 
experience hitherto available and the controversial nature of the 
specific etiology of decompression sickness. The consensus is 
that the evolution of gas bubbles is primarily responsible for the 
affliction; however, whether the bubbles are located in the tis¬ 
sues, extracellular or intracellular, or in the blood vessels is an 
open subject. Nitrogen is unanimously acclaimed as the chief 
component of these bubbles, although one author denotes this 
as only an accident of nature. In other sections, more emphasis 
is given to the significance of diffusion and the lipid solubility 
properties of gases. Studies using radioactive inert gases throw 
new light on gas exchange in various parts of the body and on 
blood-tissue perfusion relationships. 

Brilliant experiments on models demonstrate the physical fac¬ 
tors in bubble formation, the pressure difference between dis¬ 
solved gases and hydrostatic pressure in the fluid, and the im¬ 
portance of gas nuclei. The effects of cavitation are described 
in a concise chapter. In this connection, the elusiveness of valid 
criteria for the prediction of incidence or severity of decompres¬ 
sion sickness is brought clearly to mind by the statement that 
individual susceptibility depends on not less than nine physical 
factors. It is not surprising that empirical attempts to find 
standards for the preselection or classification of persons for 
either high altitude flights or for diving activities have not been 
wholly successful, in spite of careful statistical evaluation of 
large test groups. The test procedures employed in these studies, 
as far as altitude exposure and rate of ascent are concerned, 
were primarily determined by the practical aspects prevalent in 
aviation during World War II. Future investigators will have the 
advantage of the sound fundamental principles for experimen¬ 
tal design presented in this book. The experimental data are 
excellently reproduced in a large number of charts, photographs, 
and tables. All references are readily accessible in a comprehen¬ 
sive bibliography, which also includes unpublished technical 
reports of various government agencies concerned with the 
subject. 


Headache. By Louis G. Mocnch, M.D., Assistant Clinical Professor of 
Medicine, University of Utah School of Medicine, Salt Lake City. Second 
edition. Cloth. S4.S0. Pp. 217, with 58 illustrations. Year Book Publishers, 
tnc., 200 E. Illinois St., Chicago 11, 1951. 

This monograph on headaches is admirably suited for fre¬ 
quent reference to information about headache, which is one of 
man’s commonest and most annoying ailments. Although the 
first and second editions are much the same, the book is hig Iv 
recommended for both perusal and purchase. 


K 
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Clinical and Roentscnologic Evaluation of the Pelvis in Obstetrics. By 
Howard C. Moloy, M.D., M.Sc., Assistant Clinical Professor of Obstetrics 
and Gynecology, College of Physicians and Surgeons, Columbia Uni- 
versity. New York. American Monograph Series. Paper. $2.50. Pp 119 
5®, ''<“s‘[a‘ipns. W. B. Saunders Company, 218 W. Washington Sq.’, 
Philadelphia 5; 7 Grape St., Shaftesbury Ave., London, W.C.2, 1951. 


This monograph, by one of the well-known team of Caldwell, 
Moloy and D’Esopo, who made a highly significant contribu¬ 
tion to the subject of pelvic morphology in women, is well worth 
reading. The author discusses the following subjects: general 
morphology of the pelvis, clinical examination of the pelvis, the 
fetus, the mechanism of labor, forceps operations, breech de¬ 
livery, version and breech extraction, roentgenologic technique, 
the roentgenological report, and methods for quantitative estima¬ 
tion of cephalopelvic disproportion. The leading textbooks on ob¬ 
stetrics now point out how fallacious clinical estimation of pelvic 
size and morphology can be. On the other hand, roentgenography 
wilt reveal with accuracy the size and shape of the pelvis; in ad¬ 
dition, several techniques have been developed that measure the 
degree of cephalopelvic disproportion with a fair degree of ac¬ 
curacy. Of course, such techniques must usually be coupled with 
a test of labor to see how much the uterine contractions and the 
molding of the baby’s head will accomplish. As Moloy empha¬ 
sizes, if the clinical course of labor is used to determine dispro¬ 
portion without roentgenograms, some patients will be unfortu¬ 
nate enough to have extremely painful labor in case of great 
disproportion,, and the child may be born by a spontaneous de¬ 
livery with serious injury. Roentgen methods of examination will 
aid in the discovery of such cases and, far from replacing the 
clinical test of labor, will allow the trial of labor to be conducted 
with an accurate knowledge of the fetal-pelvic relationship. 

Although the advances in obstetrics made by roentgenography 
are great, there are stilt problems for future investigation. Moloy 
mentions a few, such as measurement of the adequacy of the mid 
pelvis and lower pelvis with regard to the interspinous diameter, 
side wall convergence and lower sacral abnormalities, proof of 
the presence or abscence of significant separation at the symphy¬ 
sis in labor associated with cephalopelvic disproportion, measure¬ 
ment of the fetal head in breech presentations, the effect of exces¬ 
sive molding upon the future mental development of the child in 
cephalopelvic disproportion, operative deliveries and the rela¬ 
tionship of cystocele, rectocele, and prolapse of the uterus to 
jelvic abnormalities, and operative deliveries, 
k The book is well written; the illustrations are numerous, clear, 
■d instructive; and the bibliography is well chosen and com¬ 
pete. Moloy is to be congratulated on this monograph. The 
jublishers are ajso to be complimented for producing an inex- 
jensive book that contains legible type, clear illustrations, and 
iturdy paper. 


Anesthesia in Dental Surgery. By Slerling V. Mead, D.D.S., M.S., B.S. 
iecond edition. Cloth. $12.50. Pp. 64S, with 212 illustrations. C. V. Mosby 
Company, 3207 Washington Blvd., St. Louis 3, 1951. 


The first part of this three part book deals with the selection 
of anesthesia. The author emphasizes both the necessity for a 
review of the patient’s history and physical condition before 
selection of anesthesia and the fact that no one anesthetic is 
suitable for all conditions encountered in dental practice. Part 2 
deals with local, and Part 3 with general anesthesia. After pre¬ 
senting a history of local anesthesia, the anatomic basis for local 
anesthesia in dentistry is reviewed. This is followed by a discus¬ 
sion of the physiology of local anesthesia and the pharmacology 
of the drugs used. This section of the book could be improved 
considerably in future editions; the chapters on armamentarium 
and technique in local anesthesia are well written. Part 3 pre¬ 
sents a history of general anesthesia followed by a review of its 
Physiological aspects, the pharmacology of the drugs involved, 
armamentarium and technique of administration. The 
author is to be commended for his emphasis on the necessity 
' before the administration of a general anes- 

^ ctic. The hook closes with chapters on the complications of 
femergency measures and resuscitation in 
and postoperative care. Throughout 
dniP^ -w c ase of proprietary and official names for 

anesthctlc°T^uUn'’ A case in point occurs under 

butcthamlnehydiS;CS^ monocaine® hydrochloride and 
“otuie ate presented in separate discussions. 


Oi 


J.A.M.A., Jan. 26. I9;j 

This is obviously confusing, as they are the same subu 
Also confusing is the varying use of the apothecaries' and m”'-' 
system for doses. In future editions the author would'do \v n"" 
adopt uniform use of the metric system, with parenthetic m' 
the apothecaries’ system if desired. ' 

Although certain sections of the book are not perfect ih- 
can be no doubt that it is basically sound and that an imn 
ment in dental anesthesia would result if its teachin^c 
followed. ‘ 


»..an »ve Agree/ A scientist and 


^ . ... . “ riMiosopner Argue about Fim 

By Chauncey D. Leake and Patrick Romanell. Paper Pn tin ii„- . 
of Texas Press. Austin, 1950. ' ' 


In this book, Drs. Leake and Romanell, a scientist and 
philosopher, respectively, present essays concerning the basis of 
ethics. Their viewpoints are so different that their attempt to 
reach agreement fails almost completely; however, there is one 
point on which they agree, and on this subject both authors ct- 
press themselves clearly. Dr. Leake wrote, “Most gratifying ha; 
been the impression that it may be possible to promote a ctr 
operative endeavor between interested philosophers and scien¬ 
tists in exploring a scientific approach to ethics’’; Dr. Romanell 
said, “1 am in complete sympathy with his [Dr. Leake’s] most 
timely plea for a co-operative endeavor between philosophen 
and scientists in the crucial field of ethics.’’ 

Dr. Leake believes that philosophers should undertake (he 
scientific method of experimentation in problems of value in 
ethics. He feels that the scientist’s knowledge of physiology, 
neurology, and psychology justifies the extension of the scientific 
method to philosophy to the exclusion of the metaphysical 
approach. He claims that scientific knowledge has produced suf¬ 
ficient verifiable facts regarding ourselves and our environment 
to enable one to estimate the moral value of their implications 
and to determine their ethical significance. 

The specific disagreements of these authors over ethical 
methodology are due to their contrasting conceptions of meta¬ 
physics. Dr. Romanell claims that there are three points of dis¬ 
agreement; (1) the nature of scientific method, (2) the nature 
of ethics, and (3) the nature of metaphysics. He thinks of Dr. 
Leake as a typical scientist who, as a positivist, employs the 
term “metaphysics” as a symbol for all supernatural explanations 
or speculations about phenomena. He believes that a metaphysi¬ 
cal synthesis that claims cognitive import must, by hypothesis, 
be speculative in character, because of the fragmentary stains 
of our scientific knowledge at any moment. According to hn, 
“Metaphysics is a stubborn attempt to understand the ways of 
things as a whole, while science tries to explain them as parts.' 
“Both science and metaphysics are hypothetical in form and are 
different only in content,” he says, and, furthermore, “science 
and metaphysics are methodologically continuous and thus com¬ 
plement each other.” He feels that the principles of metaphysics 
logically presuppose the principles of science and that a sound 
ethical theory requires a scientific flooring to be relevant to 
human nature as well as a metaphysical ceiling to be significant 
for human destiny. He says that his ethics are Promethean and 
Dr. Leake’s are Darwinian. He believes that science aims at pro¬ 
viding information, while philosophy aims at providing wisdom, 
and that science searches for organized and tested information 
about the parts of the universe, while philosophy searches for 
the best wisdom about the whole universe and man’s place m n 


Dr. Leake’s viewpoint can be summed up in this sentencr^ 
The probability of survival of a relationship between f 
umans or groups of humans increases with the extent to wnic 
hat relationship is mutually satisfying.” He believes that trui 
an best be obtained by the scientific method and that melap 
al conditions introduce unnecessary nonverifiable spcculaimn 
'here is little doubt left regarding his appraisal of me P 
sopher’s viewpoint when he states that “Metaphysician' 
ontinue to announce their speculations i't.jj’; 

tructure of things and about the universal criteria of 'now 
lut their devotions are a wake administered to a j. 

Although these interesting essays present many ' p, 
5 not always easy to determine their exact su s ‘ 

.cake’s idea of survival value as a criterion f^ Romanell. 
ithics is interesting, but one wonders, wit 
vhether this criterion alone would be sufficient. 
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Sillabus of Human Neoplasms. Dy R. M, Mulligan, M.D., Professor of 
Pathology in University of Colorado School of Medicine, Denver. Cloth. 
57 50 pp 3 i 7 _ with 230 illustrations. Lea & Fcbiger, 600 S. Washington 
Sg., Philadelphia 6, 1951. 


This book presents a wealth of material compressed into a 
surprisingly small space. After an introduction dealing with 
general problems of cancer, the tumors of the different organ 
systems are discussed, with emphasis on the cell from which the 
tumors originate. This is followed by a chapter on miscellaneous 
neoplasms and a supplement dealing with various cancerous and 
noncancerous lesions, many of which could have been just as 
well introduced in the respective organ systems. This book, 
gives in a condensed but lucid form some statistical data, im¬ 
portant clinical symptoms, the possibilities of successful surgical 
or radiological therapy, and a gross and histologic description 
of the tumors. The histologic description is especially detailed, 
and the cytologic description is informative. Obviously, the cyto¬ 
logic descriptions given cannot be applied to each individual 
example of such tumors; however, they will still have broad 
application. The classification of tumors used is logical and varies 
only occasionally from the generally accepted one, as does the 
nomenclature in some places. The numerous illustrations, which 
are both well chosen and well reproduced, greatly enhance this 
excellent book. It is highly recommended to undergraduate and 
postgraduate students of pathology as one of the most informa¬ 
tive texts on this subject. It will also be of service to clinicians 
.seeking information on the pathology of tumors. 


Photosynthesis and Related Proce.sses. Ry Euiieiic I. Rabinowitch, Re¬ 
search Professor, Photosynthesis Research Laboratory, Department of 
Botany, University of Illinois, Urbana. Volume li, Part 1: Spectroscopy 
and Fluorescence of Photosynthetic Pigments; Kinelic.s of Photosynthesis. 
Cloth, $15. Pp. 603-1208, with illustrations. Intersciencc Publishers, Inc., 
250 Fifth Avc., New York 1; 2a Southampton Row, London, W.C.l, 1951. 

For over a century and a half, scientists have been studying 
photosynthesis in an attempt to solve this “most important bio¬ 
chemical process on earth” whereby organic matter .is formed 
from stable inorganic materials. During the last 20 years, several 
new methods of approach have bcer\ developed (the use of flash¬ 
ing light, heavy hydrogen, and the isotopes of carbon and oxy¬ 
gen), but the progress toward a final solution of the problem has 
been slow, and all attempts to separate the process from the living 
cell have failed. The data that have been accumulated by the 
researchers are numerous, and the present volume deals prin¬ 
cipally with the kinetics of photosyntficsis and with the spectro¬ 
scopy and fluorescence of photosynthetic pigments. This book is 
the first part of a volume that will consist of two parts. It does 
not contain an index, but it does have bibliography arranged in 
chronological order at the end of each chapter. The second part 
of this volume will contain an index to both parts and will con¬ 
tinue the discussion of the kinetics of photosynthesis. This is an 
important book in this field. 


Kllrilk and ‘Micnioic cicr lMuacn<Dr»mkranIvliL‘l(en. Von Dr. F, Depisch. 
Frivatdo/ent an dcr Univcrsitlit in Wien. Cioili. $4, Pp, 297. with 16 
iHustrations. Springer-Verlag, Mdlkcrbaslci 5, Wien 1, 1951. 

Dr. F. Dcpisch, a student of Falta, is already well known for 
his work on diabetes. During World War 11 he had five years 
experience in a well-equipped hospital, in a department devoted 
to (he care of patients with diseases of the stomach and in¬ 
testines. This enabled him to study, with the aid of various col¬ 
leagues, such important problems as the changes in the shape of 
the duodenal bulb following administration of atropine, the 
roentgen mucosal pattern of the small intestine in chronic en¬ 
teritis. and the combined dietary and fever therapy of peptic 
ulcer. In addition, he carried out routine gastrointestinal investi¬ 
gations on a large group of patients who were under the stress 
and strain of war. In this book, Dr. Dcpisch presents a brief but 
adequate summary of his experiences. Using this information, he 
furni.slics a practical clinical guide to the diagnosis and treatment 
of the dise.iscs of the gastrointestinal tract. The book is divided 
into four sections covering (1) diseases of the mouth, throat and 
esophagus, (2) diseases of the stomach, (3) diseases of the intes¬ 
tines and (4) the infectious diseases of the intestines. Except in 
the fourth section, there are preliminary subsections dealing 
with the anatomy and physiology of the organ discussed and 
with technical diagnostic procedures. There is also a special sub¬ 


section that discusses in detail the diagnosis and treatment of 
the individual diseases of the organ considered. The section on 
intestinal diseases, includes diseases of the peritoneum and para¬ 
sitic infestations. A discussion of typhoid and paratyphoid, 
botulism, bacillary and amebic dysentery, and a few pages of 
epigrammatic advice on the outstanding problems of gastroin¬ 
testinal disease conclude the book. 

The volume is small and easy to handle; it is attractively 
bound, printed in clear type on good paper and is well arranged. 
Because of the expense, there are few illustrations; these are 
diagrammatic sketches and a few good reproductions of intes¬ 
tinal roentgenograms. Although there is no formal bibliography, 
(here are occasional footnotes to important articles. Brief case 
reports inserted in the text clarify points under discussion. There 
are one or two informative diet tables and a satisfactory index. 
The W'ork is recommended to any practitioner who can read Ger¬ 
man and who w'ants a brief but satisfactory summary of the 
present knowledge of the diseases of the stomach and intestines. 


Lchrbuch dcr inneren Medtzin. Band HI: Innere Sekretton, Stotlnech- 
scl, Niere, Muskcln, Gelenke, Knochen. Infektionen, Infovikationen. Von 
Dr. Ernst L.iuda, o. 6. Professor, Vorstand der I. medizinischen Univer- 
sitatsklinik Wien. Cloth, $8.40. Pp. 7(5. with 32 illustrations. Springer- 
Vcrlag, Mblkerbastei 5, Wien I, 1951. 

This volume is based on both the extensive clinical experi¬ 
ence of the author and his profound knowledge of basic science. 
The clinical aspects receive the main emphasis. No literature 
references are presented; however, full consideration is given to 
the recent literature, inciuding the Anglo-American. Only a few 
illustrations, for the most part roentgenograms of bone lesions, 
arc included. The first chapter, which deals with diseases of the 
endocrine organs, is complete. The second concerns diseases of 
metabolism and is less comprehensive than some of the Ameri¬ 
can texts, even though all clinically important aspects are well 
presented. The chapter on avitaminoses is relatively short. Al¬ 
though the chapter on urinary (mainly renal) diseases is well 
organized, not all statements and classifications will find full 
acceptance by the American reader; however, this can be ex¬ 
pected in such a controversial field. The chapters on muscle, 
joint and bone diseases, and infectious diseases are comprehen¬ 
sive. Intoxications and diseases due to external physical causes 
are well presented. This book represents the thorough work of 
a scholar. It is surprising to find such a large quantity of well- 
chosen information about such a wide field authoritatively pre¬ 
sented by one author. 


Radiotopic Fhybics. By Charles Weyl and S. Reid Warren, Jr, With 
foreword by Eugene P. Pendergrass, M.D., Director of Department of 
Radiotogy. University of Pennsylvania, Philadelphia. Second edition. Cloth. 
$10.50. Pp. 491. with illustrations. Charles C Thomas, Publisher, 301-327 
E. Lawrence Ave., Springfield, 111.; Blackwell Scientific Publications, Ltd., 
49 Broad St.. Oxford, England; Ryerson Press, 299 Queen St., W., Toronto 
2B. 1951. 

This is a fairly comprehensive textbook of the physics of radi¬ 
ology. The text is divided into two parts. Part 1, “Scientific 
Method, Electromagnetism and Electromagnetic Devices,” pre¬ 
sents the physical and electrical foundations that are necessary 
for a thorough understanding of the variety of equipment and 
instruments used in the field of radiology. This material is fre¬ 
quently presented in relation to its practical applications. Part 2, 
"Radiant Energy and Its Interaction with Matter,” discusses all 
aspects of roentgen rays and radioactive emissions. Fluoroscopic 
and therapeutic techniques and the measurement of and protec¬ 
tion from radiation are also discussed in this section. This edition 
has an expanded section on electronics and an increased number 
of numerical examples. Material describing apparatus not di¬ 
rectly connected with radiology is eliminated. Each chapter has 
a comprehensive bibliography of specific and general references, 
and the chapters dealing with fluoroscopy and therapy also con¬ 
tain most of the classic references to the field. The book is well 
written, and most of the material can be read out of context as a 
general reference by the physician who has had little or no back¬ 
ground in physics or mathematics. However, for those who are 
interested in mathematics, the appendix will prove particularly 
useful. There is a concise and complete presentation of the ele¬ 
ments of algebra, trigonometry, and the calculus; this is more 
than the background needed to master the equations given in 
the text. 
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BOOK REVIEWS 


The Architecture of Normal and Malformed Hearts: A Phyloeenetic 

DHn?'^ior:T Spitzer. [Translated re- 

S o and Analysis of the Theory by Maurice Lev. 

-^a^oaiate Professor of Pathology, University of Illinois Collece 
of Medicine, Chicago, and Aloysius Vass, M. D. With foreword by Otto 
Saphir, M.p., Pathologist, Michael Reese Hospital, Chicago. Cloth. $5. 
Pp. 145, with 30 illustrations. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd. 
Broad St., Oxford, England; Ryerson Press, 299 Queen St., W., Toronto^ 


The original text, by the late professor of anatomy of the 
University of Vienna, was written in difficult, idiomatic German. 
This excellent translation makes this classical theory available 
in readable English, The theory is that the development of nor¬ 
mal and malformed hearts “is related to phylogenetic forces 
operating by hydrodynamic means and catalyzed by the devel¬ 
opment of pulmonary respiration.” Because the theory does not 
entirely conform to the findings of later embryologic research, 
the translators offer a studied criticism and modification of the 
original theory, but these “do not detract from the brilliant 
dynamic approach of Spitzer.” A bibliographic note, a bibli¬ 
ography of Spitzer’s work, and a good index are included. The 
physical and artistic qualities of the book conform to the high 
standards of the publisher. No one desiring a broad concept of 
congenital malformations of the heart can afford to overlook 
Spitzer’s work. This book should be available in the library of 
every medical school. 


General Theory of Neuroses: Twenfy-Tivo Lectures on the Biology, 
Psychoanalysis and Psychohygiene of Psychosomatic Disorders. By Rudolf 
Brun, M.D., Professor of Neurology and Neurobiology, University of 
Zurich, Zurich. Translated by Bernard Mia!!. [Second edition.] Cloth. $10. 
Pp. 469, with 6 illustrations. International Universities Press, Inc., 227 
W. 13th St., New York 11, 1951. 

This book is translated from the original, which first appeared 
in German in 1942. It gives full consideration to the psycho¬ 
logical aspects of the neuroses and endeavors to incor¬ 
porate the theory of the neurosis into a general medical and 
biological setting. The author takes the viewpoint that there is 
no really insuperable opposition to the combining of the purely 
psychological and physiological aspects of neuroses. Such a 
combined framework is considered to do greatest justice to the 
asic contributions of Freud in the development of a sound 
eory of neuroses, which were originally based on medical 
ology. The book is divided into four parts. These provide a 
general introduction to the subject, consideration of psychoso¬ 
matic relationships, descriptions of the mechanism of symptom 
formation, and a formulation of the construction of neurosis in 
its initial and final stages. The material presented should be of 
considerable interest and value to students of psychology and 
psychiatry as well as to students in general biology. 

The Vitamin B Complex. By F. A. Robinson, M.Sc.Tech., LL.B., F.R. 
I.C. Cloth. $9. Pp, 688, John Wiley & Sons, Inc,, 440 Fourth Ave., New 
York 16, 1951. 

Considering the vast scope of its subject matter this volume 
is well written and amazingly complete. The subject matter is 
divided according to individual vitamins; 122 pages are allotted 
to aneurine (thiamine), 78 to riboflavin, 83 to nicotinic acid (nia¬ 
cin), and 51 to pyridoxine. All aspects of each of these nutrients 
are well covered; for example, the section dealing with aneurine 
is subdivided into separate chapters, which provide integrated 
discussion of historical background, isolation, chemical consti¬ 
tution, synthesis, stability, biological estimation, microbiological 
assay, chemical estimation, occurrence in foodstuffs, deficiency in 
animals, deficiency in man, metabolism, intestinal synthesis, 
animal and human requirements, pharmacological action, func¬ 
tion, nutrition of microorganisms, effects in plants, requirements 
of insects, and analogues. 

Because of the breadth of treatment this volume should be of 
interest and value to many biological scientists. It is rare to dis¬ 
cover such a happy compromise between the inclusion of a mass 
of confusing and irrelevant detail and an unjustified and disap¬ 
pointing brevity, but this author has wisely steered the middle 
course. The book is well written, and its physical form and for¬ 
mat are excellent. There are no illustrations, but there is an 
abundance of appropriate chemical formulas and equations. Per¬ 
haps as important as any other detail, for the student in this 
field is the fact that the book is thoroughly and carefully docu- 
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menled with an extensive bibliography at the en^l , 
chapter. 

This volume is recommended without reservation to th' ■ 
ous student of nutrition, to the practicing physician who 
more than a smattering of knowledge of this field, and to t8 
chemist, the biochemist, the bacteriologist, and the general k; 1 
gist. The qualifications of the author, his excellent manner of r" 
sentation, and the careful documentation of fact that he 
served throughout all serve to make this volume a sicnife!! 
contribution to the vast and voluminuoiis literature in the r 1 
of nutrition. 


The Quantitation of Mixtures of Hemoglobin Deriv.allves bv DSm 
electric Spectrophotometry. By Francis T. Hunter, A.M.. M d Awa--, 
in Medicine, Harvard Medical School, Boston. Cloth. SS.’so Pp 
48 illustrations. Charles C Thomas, Publisher, 301-327 E, Lawrence' Vi” 
Springfield, Ill.; Blackwell Scientific Publications. 49 Broad St Orri'i 
England; Ryerson Press, 299 Queen St., W., Toronto 2B, 1951,’ 

Rapid, simple, and accurate methods are described for y; 
saying by spectroscopic methods the various blood pigment 
in small samples of blood and plasma (0.05 to 0.25 ml., de 
pending on the particular determination). Except for a photo 
electric spectrophotometer for use in the visible range, the onh 
special equipment required is an apparatus for de-acrating sohi 
tions of sodium carbonate that are used for diluting blood prio 
to determining its oxygen saturation. This apparatus is dc 
scribed in detail along with the method of its use. Rapidity i 
secured not only through the methods for developing the color 
to be measured but also by the construction of convcrsioi 
charts and nomograms from which the concentrations of pig 
ments can be read. The theoretical and practical aspects of con 
structing charts and nomograms are carefully presented wilt 
the aid of 42 unusually clear charts. The book is well arrange 
and fully indexed, and it is excellently printed, This book shouk 
interest all clinical and forensic laboratories. 

711 Medibal Maxims. By William S. Reveno, M.D., Assist.int Prolcsioi 
of Clinical Medicine, Wayne University Medical College, Detroit. tt'iK 
forewords by Frederick A. Coller, M.D., and William I. Kerr, M.D, Cloft, 
$3.75. Pp. 197. Charles C Thomas, 301-327 E, Lawrence Ave., SpringMi 
111.; Blackwell Scientific Publications, Ltd., 49 Broad St., Oxford, inghrj; 
Ryerson Press, 299 Queen St., W., Toronto, 2B, 1951. 

This little book consists of 711 medical maxims somcwhal 
in the style of Hippocrates’ aphorisms. Each maxim is one sen¬ 
tence long and usually full of meaning. For example, ramfora 
opening of the book on page 104 gives the following threeaiife 
top of the page; “585. Topical sulfonamides contribute Jink lo 
the favorable results of reparative wound surgery; 586. Breait 
cancer may run a very protracted course in the aged; and 587. 
Hemorrhage is the most frequent single finding in premature 
babies dying within 10 days after birth.” Some of the aphorisnii 
are obviously worth noting; others are simply obvious. Taken 
three or four at a time, they have some interest as a meansd 
medical relaxation, but for steady reading they are almost as ir 
possible as a dictionary. Also, as with any finite statements, lim 
alters correctness, and the therapeutic maxims particulatl; 
suffer. The book obviously represents a labor of love, but ilsrtd 
teaching value is somewhat questionable. 

Tills Will Kill You. By Charles Furcolowe. Cloth. $2.75. 
illustrations. B. C. Forbes & Sons Publishing Company, Inc., 80 Film ''it. 
New York, 1952. 

Charles Furcolowe’s contribution to the present day literal^ 
on “stress phenomenon” is embodied in a pseudoscmntii- 
humorous monograph. The author attempts to satirize mnum^^ 
ous fashion the many habits of the modern business fOP"; "’ 
lead him to an early grave. This is ably done; the desired 
ful response is invoked and the information bears ij’ 

ship to medical concepts. Such chapters as “You Too 
an Ulcer,” “It’s Easy to Go Crazy,” and “What About C-'- j 
are examples of comic representations of everyday tmn ' 
living. Insofar as the book is read for laughter, p, 
achieves his objective. One must overlook the details 0 ^ 

tific advice” as being objectionable on the grounds that no 
prescriptions can be written for everyone. These 
have been omitted and replaced with more of the ettcc 
and satire. On the whole, one gets a good laugh from 
and perhaps a mirror image of oneself. 
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QUERIES AND MINOR NOTES 


COOMBS' test for ANTIBODIES 
XNO SPHEROCYTOSIS 

To THE EonoK:-~Pkdse explain the mechanism oj Coombs' 
test. From published reports, it is evident that the test is often 
positive in acquired hemolytic anemia. Con yon sum tip the 
evidence (or the site of formation, and the mechanism of for¬ 
mation of the spherocyte? M.D., Pennsylvania. 


Answer.— The Coombs’ lest is a nonspecific test for incom- 
plete forms of anfifaodies adsorbed on the surface of red cor¬ 
puscles. The Coombs’ serum is an anti-human-giobulin serum, 
(he active principle of which is an anti-gamma-globulin. Since 
antibodies are gamma globulins, Coombs’ serum detects the 
presence of any antibodies adsorbed on the red cell. Methods 
for the preparation of Coombs* serum are described in “Blood 
Groups in Man,” by Race and Sanger (Charles C Thomas, Pub¬ 
lisher, Springfield, III.). The test may be performed with a di¬ 
rect or an indirect technic. The direct Coombs’ test is done by 
adding red cells to Coombs’ serum in an attempt to show that 
the cells have been sensitized by incomplete antibodies. It has 
been particularly useful in demonstrating sensitization of red- 
cells by incomplete Rh antibodies. The indirect Coombs’ test is 
designed to demonstrate the presence of incomplete antibodies 
in serum. The serum in question is incubated with a suspension 
of appropriate red cells; the cells are then washed and tested 
with Coombs’ serum to see whether they have adsorbed anti¬ 
body. If so, the cells will agglutinate. 

The indirect test may be put to practical use when one must 
give a transfusion to a patient who has had many transfusions 
and who has frequent transfusion reactions when given blood 
of his own A-B-0 and Rh type. The reactions in this instance 
may be caused by the less well-known blood groups for which 
typing scrums are not available. An indirect Coombs’ test may 
then be done using the recipient’s serum and the donor’s ceils. 
A positive reaction would mean that the recipient’s plasma con¬ 
tains an antibody for the donor’s cells, and the donor should be 
rejected. By using this technic, several investigators have suc¬ 
ceeded in identifying previously unknown blood groups. 

The direct Coombs’ test has also been employed to demon¬ 
strate that the red corpuscles in patients with acquired hemo¬ 
lytic anemia arc sensitized by a hemolysin antibody. If is not 
yet possible, however, to say whether the erythrocytes in pa¬ 
tients with hereditary spherocytosis consistently give a negative 
reaction with the direct Coombs’ test. Boorman, Dodd, and 
Loutit {Lancet 1:812, 1946) reported positive tests in acquired 
hemolytic anemia, and negative tests in hereditary spherocytosis. 
Singer and Motulsky {J. Lab. & Clin. Med. 34:768, 1949) ob¬ 
tained a positive Coombs’ reaction in all of seven patients with 
acquired hemolytic anemia and in only one of seven patients 
with hereditary spherocytosis. They mention the possibility that 
an immunologic hemolytic anemia may occasionally be super¬ 
imposed on hereditary spherocytosis and account for a positive 
rwetion, On the other hand, Wright and his associates (/. Lab. 
dc Clin. Med. 37:165, 1951) found incomplete antibodies ad¬ 
sorbed on the red cells in 8 of 25 patients with hereditary 
spherocytosis. DilTcrcnccs in technic may be responsible for the 
ditTcrent results reported. The three references given are by no 
means complete, but serve to illustrate the several points of 
view. 

The only conclusion possible at present is that the direct 
Coombs’ test is usually positive in acquired hemolytic anemia 
due to immune bodies and usually negative in hereditary sphero¬ 
cytosis. One cannot yet predict whether refinements in technic 
Will make the Coombs' test a specific method'for differentiat¬ 
ing between these two diseases. 


Th^v "“'’'‘''''‘J prepared by competent authorities 

posailc-irdr cannot h cOmmuuicMions and queries on 


Spherocytes are not pathognomonic of hereditary spherocyto¬ 
sis. When normal red blood cells are exposed to hypotonic solu¬ 
tions or certain hemolytic agents, they tend to increase ^ in 
thickness and take on the appearance of spherocytes. The action 
of circulating hemolysins is almost certainly responsible for the 
spherocytosis which occurs in many patients with acquired 
hemolytic anemia. Similar changes occur when blood stands in 
a test tube or undergoes stasis in the spleen. These_ changes for 
the most part, however, are reversible. By contrast, in hereditary 
spherocytosis, the characteristic shape of the erythrocyte seems 
to be due to an inherent abnormality of the red cell itself. If the 
cells are suspended in normal plasma, they maintain their sphero¬ 
cytic form. The nucleated red cells from which the spherocytes 
develop seem to be normal in size. Most investigators believe 
that the maturing red cell becomes spherocytic as soon as it 
loses its nucleus. Others maintain that in this disease, too, hemo¬ 
lysins produced by the spleen are responsible for the change. 
Spherocytosis, however, persists after splenectomy. The bulk of 
evidence favors the concept that the spherocytosis of hereditary 
spherocytic anemia is caused by a fundamental defect in the 
red cell itself, and that the abnormality is evident as soon as the 
developing erythrocyte loses its nucleus. The nature of the de¬ 
fect is unknown. It may be in the stroma of the cell or, as is the 
case in sickle cell disease, it may be in the structure of the 
hemoglobin molecule. 

RHINOSCLEROMA 

To THE Editor: — Please discuss treatment of a young Mexican 
man with a diagnosis of rhinoscieroma. Kiebsiella oxena has 
been cultured .from the nose. The father add the brother of 
the patient also have the disease. The patient was given a six 
week course- of streptomycin and sulfadiazine, with minimal 
improvement, and he now appears to have tracheal involve- 

• - M.D., California. 

Answer. —In view of the minimal response to streptomycin 
and sulfadiazine, it .is suggested that nitrofurazone (furacin®) 
solution be used topically in the form of a nasal spray. Strepto¬ 
mycin can also be fried in aerosol form in dosages of 0.5 gm. 
for a period of 10 days. 

Although cutes have been reported following roentgen and 
radium therapy, radiologists generally believe that such therapy 
is merely palliative, requiring repetition as tiie disease recurs. 
The dosage is 200 r in seven consecutive daily applications, with 
the following technical factors: 200 kv., 0,5 mm. Cu plus 1 mm. 
At filtration, 50 cm. focus-skin distance over one field (antero¬ 
posterior over the nose). If the lesions do not disappear or 
greatly regress, it may be necessary to remove obstructing tissues 
by surgical means. 

WEIGHING A RECUMBENT PATIENT 
To THE Editor; — is there an accurate and simple method where¬ 
by the weight of a recumbent patient in a standard hospital 
bed of known weight may be determined without use of the 
expensive recumbency scale (Toledo), but with use of an ordi¬ 
nary professional type of scale? 

Lester Meister, M.D., Long Beach, Calif. 

Answer. —The best method of determining the weight of a 
recumbent patient is to slide him onto a light wooden stretcher 
just the height of the bed. This stretcher should be provided with 
a shelf a few inches above floor level, so that it can be balanced 
on platform scales. The metabolism ward of the Russell Sage 
Institute of Pathology, now in the New York Hospital, for 38 
years has used such a stretcher with Fairbanks silk scales and 
has obtained weights accurate within 20 gm. 

It is possible to determine weights by roughly balancing a bed 
on (wo platform scales, one at each end. The limits of error 
should be. checked with subjects of known weight. Remember 
that a hair mattress contains thousands of hair hygrometers. 



QUERIES AND MINOR NOTES 


SQUINT 

To THE Editor: — A 15-month-old white' male has severe alter¬ 
nating squint. Examination after instillation of atropine re¬ 
veals hyperopia of no more than 1 diopter. The child uses both 
eyes and apparently has as yet no amblyopia. Would corrective 
lenses be of benefit? Will operation be necessary for muscle 
shortening, and what is the optimal age for operation? What 
is the etiology of strabismus present since birth but apparently 
not due to muscle paralysis? 

Grace S. Gregg, M.D., Pittsburgh. 

Answer. —As convergence and accommodation are closely 
associated it would be desirable to know the direction of devia¬ 
tion in this case, whether the squint is convergent or divergent; 
also it would be helpful to know the effects of atropine on the 
position of the eyes, if any. The expected degree of hypermetro- 
pia at the age of 12 months is given by one authority at 2.58 
diopters; hypermetropia of not more than 1 diopter is unusual, 
and since squints are usually associated with relatively high re¬ 
fractive errors it is doubtful whether glasses would tend to alter 
the degree of squint in this case. However, if definite improve¬ 
ment in the angle of squint was acquired (although not expected) 
under the influence of atropine drops, glasses might be of value 
and should be given a trial. 

A definite answer cannot be given. The patient should be 
examined at repeated and frequent intervals to see if tfie angle 
of deviation varies and to watch for any change in fixation or 
other circumstance that might influence the status of the eyes. 
In all probability, eye muscle surgery will have to be done.to 
straighten the eyes. If after several months of observation and on 
repeated examinations the angle of squint seems to be about 
the same, if the vision remains equal in each eye, and if the 
refraction of the eyes does not change, surgery could justifiably 
be done.. The longer the time the eyes are straight, the better 
are the chances for the development of binocular single vision 
with good fusion. 

The etiology of strabismus present since birth but apparently 
not due to muscle paralysis is not always clear. Without first- 
- hand study of the patient a discussion of the possible etiology of 
e strabismus would be futile. 

OKE ROOT IN ARTHRITIS 

To THE Editor: — A friend reports being cured of rheumatoid 
arthritis by a whisky extract of poke root. Please tell me any¬ 
thing yon know about this treatment. 

W. T. Edmundson, M.D., Hood River, Ore. 

Answer. —Available evidence reveals no basis for the view 
that an alcoholic extract of poke root possesses therapeutic value 
in rheumatoid arthritis. Poke root, or phytolacca, was official in 
the National Formulary VII (1942) but has been omitted from 
subsequent revisions of this work. The 1938 edition of the 
Epitome of the Pharmacopeia and National Formulary, a pub¬ 
lication prepared under the supervision of the Council on Phar¬ 
macy and Chemistry, refers to phytolacca as an “unreliable 
irritant, emetic, cathartic and so-called alterative.” The U. S. 
Dispensatory 1950 states that phytolacca has been employed in¬ 
ternally in chronic rheumatism but that there is “no satisfactory 
evidence that it is therapeutically useful and it is no longer pre¬ 
scribed by physicians.” 

RECURRING FEVER 

To THE Editor: — I have a patient for whom a diagnosis of 
dengue fever was made in service in World War 11. He still 
complains of fever, generalized aches, and arm tenderness 
at recurring intervals of approximately every three months. 
Can you inform me of proper treatment for this condition at 
this stage? Frederic G. Loomis, M.D., Waterloo, Iowa. 

Answer. —Since dengue fever is not a recrudescing disease, 
[ the recently recurring symptoms are not related to the former 
i attack of dengue. Diagnostic efforts should be directed toward 
i brucellosis as a characteristically relapsing disease, and also dis- 
1 eases such as tuberculosis, Hodgkin’s disease, canicola fever, and 
; the malignant conditions that often involve bone. 


J.A.M.A., Jan. 26 , 190 

CARE OF NEWBORN INFANPS SKIN 

To^ THE Editor:— What is the best management of the ncwh . 
infant’s skin in the immediate neonatal period? Of wimt rr 
use is hexachlorophene in the prevention of impeihrfi^'lf 

M.D., Connectiat 

Answer.— There is no single method for the manacemeni nf 
the newborn infant’s skin in the neonatal period that is'ccnerali 
agreed on as being best. Techniques vary from that of Icaii ' 
the infant alone without removing the vernix caseosa to gh"'' 
general prophylactic inunctions with ammoniated mercurv sJb 
ihiazole ointment, or various oils containing bacteriostatic suK 
stances. Many substances have been found generally satisfacton 
and avoidance of excessive cleansing and trauma to the skin t 
of course, essential in all programs. 

Hexachlorophene has been studied as a method for the pre¬ 
vention of impetigo in the newborn. An article in the d/iicrLn 
Journal of Diseases of Children by Glaser, Thompson, and Ben¬ 
son (81:329 [March) 1951) outlines a study in which it was con¬ 
cluded that hexachlorophene in a concentration of 1% in a 
bland oil-in-water emulsion was highly effective in controlling 
the incidence of impetigo and miliaria in newborn and older 
infants. This same group had previously used sulfathiazole oint¬ 
ment with considerable success. The danger of sensitivity to 
sulfathiazole topically applied was considered justification for 
omitting its use as a routine, substituting hexachlorophene, 

SWOLLEN SUBMAXILLARY GLANDS 

To THE Editor: — 1 am puzzled about the sudden amt simul¬ 
taneous enlargement of both submaxillary glands in n mm 
who had mumps in childhood. The swelling was almost tin 
size of a hen’s egg and tender to palpation. After the use o] 
penicillin the swelling almost disappeared in two days, lie hat! 
taken cold two days before the onset of swelling and nni 
heard to hack constantly. His antrums were tender; there mt 
no dental infection. 1. How does one differentiate between 
the submaxillary nodes involved in antritis and the siihimtil- 
laiy glands involved in mttmps? 2. What are the etiohgic 
possibilities in this case? M.D., Oregon, 

Answer.— 1. A high white blood cell count, mostly poly¬ 
morphonuclear cells, is not present in mumps. If it were known 
that the patient had not had mumps previously, a skin test miflit 
be of value, after the swelling subsided, for determining sus¬ 
ceptibility or immunity. 

2. In the case cited a bacterial infectiosr seems to have ben 
responsible for the swelling. The rapid subsidence of the glaniis 
with penicillin treatment strongly suggests, an acute inflamma¬ 
tory condition. If the history of mumps in childhood is reliable, 
that would be almost sufficient to exclude mumps. Second 
attacks of mumps are unusual. 


SEDATIVES AND HEPATITIS 

To THE Editor: — 1. What is the best drug for sedation in cmn 
of liver disease? 2. Is paraldehyde contraindicated in lha 
disease? 3. Is paraldehyde quantitatively excreted by th( 
respiratory system? 

A. L. Rosenblatt, M.D., Louisville, Ky, 


Answer. —There are no entirely satisfactory drugs for o-- 
as sedatives in cases of hepatitis or cirrhosis. Perhaj^s the 5“^' 
are bromides, chloral hydrate, and paraldehyde. There is s®--- 
unpublished work that indicates that barbiturates are per 
less hazardous than has been previously believed, but c im- ■ 
experience with fhis series of drugs has been somewhat un 
tunate. . . 

Paraldehyde is destroyed in the liver to the extent 0 . 

80%, the balance being excreted through the f 
mental liver injury, high blood levels of paraldehyde ^ 
noted after the administration of the drug. Under 
stances more is eliminated through the Jungs, but one 0 
it is all disposed of in this manner. Chloral is, 0 
stroyed in the liver by a combination with glucuron 
in the presence of liver disease, may give a ? j jathr 

sedative effect. It is recommended that both , -nMero 

cautiously in moderate dosage at first, the amoun 
being increased as necessary. 
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death of rabbits after pregnancy TEST 

To THE Editor". —A while woman, 33, in good liealili generally, 
has had three miscarriages, losing each felus in three or three 
and a half months. Her last menstrual period was April 11, 
1951. On June 26, 27, and 28, she iiw given two ampuls of 
neostigmine daily, since this did not bring on her period, it 
iivif assumed that she was pregnant. However, an obstetrician 
stated that she iiw not pregnant. On several occasions she 
has "spotted" a little for less than one day. She complains 
of dyspareimia. On August 16, results of physical examina¬ 
tion, including pelvic examination, were negative. The patient 
complained of slight tenderness and soreness of the breasts 
for seven days, starting on August 11. Her basal metabolic 
rate was -23%. At weekly intervals during the past month, 
she has had four rabbit tests, each rabbit dying about two 
days after the injection of urine. The fourth test ii’os made 
on urine that had been dialyzed for five hours. The result^ of 
a frog lest at the same time negative. 1 would appreciate 
your opinion on diagnosis, cause of the rabbits' death, and 
advice as to further management. 

Robert Palmer Trice, M.D„ Richmond, Va. 

Answer. —Urine that is fresh and has been collected in a 
clean bottle should not kill a rabbit when injected intravenously. 
If it cannot he used promptly, it should be refrigerated. Animals 
usually succumb as a result of bacteria and decomposition prod¬ 
ucts in the urine. It is possible that the urinary tract of this 
patient harbored bacteria that were fatal to the rabbits but pro¬ 
duced no symptoms in the patient. It may be of interest to cul¬ 
ture a catheterized urine specimen. 


CHOICE OF ANESTHETIC 

To THE Editor; —What is the anesthetic of choice in a case 
of premature separation of the placenta with profuse bleed¬ 
ing? We have discussed this matter in our staff conferences 
but have not come to any definite conclusions. It was pointed 
' out (hat local Infiltration for cesarean section lakes too long. 

Anthony J. Sclafani, M.D., Brooklyn. 

Answer _It is assumed from the mention of cesarian section 

that conditions were not favorable for delivery from below. 
The choice of anesthetic is the least important factor in this con¬ 
dition. The important points are as follows; 1. Early diagnosis 
often saves both mother and child. 2. Early use of blood in 
adequate amounts (several portals of entry and with pressure at 
times). 5. Prompt notification of the surgery and anesthesia de¬ 
partments to be ready for the procedure. 4. Use of the anesthetic 
that is most readily available with a competent anesthetist. 

One may argue for or against almost any anesthetic agent. 
One would desire an agent that could be used quickly and with 
which a generous supply of oxygen could be given. Anoxia is a 
serious problem in these patients. The baby probably does not 
deserve too much notice here, because the amount of separation 
of the placenta with the resulting anoxia usually determines the 
future of the baby. 

Many use cyclopropane with or without ether and with oxygen 
or ethylene with or without ether and with oxygen. Ether and 
oxygen is a good anesthetic. Spinal anesthesia is not favored by 
all .nuhoritics. The barbiturates such as thiopental sodium 
might lead to increased anoxia although this might be debated. 


ADMINISTRATION OF TETANUS AND 
DIPHTHERIA ANTITOXINS 

To THE Edhor: —Please outline a standard method of admin 
isrermg diphtheria antitoxin (1,000 units) and tetunns anti 
to.rin (1,500 units) in persons who .show a positive skii 
reaction. What is your recommended procedure for patient 
rcqidrhig therapeutic doses, with positive skin reactions, ii 
cases of diphtheria and tetanus? 0 

Answer. —With the highly refined diphtheria antitoxin now 
produced, severe rc.-ictions arc seldom observed. A specially re 
lined diphtheria antitoxin has been administered to asthmatie 
without causing unpleasant reactions. However, if (he skin re 
.^^sensitization should be undertaken. The 
nlrUv f t^epend somewhat on the patient. Ordi 

"iny be given sub 

em.incously. ]f there is no reaction at the end of 20 minutes 


then I cc. may be injected by the same route; if there is still 
no reaction after another 20 minutes, it is generally considered 
safe to inject the full prophylactic or therapeutic dose intra¬ 
muscularly. Nevertheless, when the patient is known to be 
asthmatic, greater caution is advisable. For injection the serum 
may be diluted 1:10 in isotonic sodium chloride solution. Then 
0.1,"0.2, 0.3, and 0.4 cc. is injected subcutaneously at 20 minute 
intervals, provided no reactions occur. Such injections should 
he given in an extremity if danger of anaphylactic shock is 
feared, in order that a constrictor can be applied above the site 
of injection if alarming symptoms develop. Epinephrine should 
also be immediately available for injection. When any kind of 
foreigrv serum is given intravenously, it should be combined with 
an equal or greater amount of isotonic sodium chloride solution, 
or 5% dextrose to which 5 to 10 minims (0,3 to 0.6 ml.) of 
epinephrine have been added. Although it is wise always to make 
sensitivity tests, negative results are not an absolute guaranty 
that reactions may not occur. If there is a positive skin reaction 
to tetanus antitoxin, it is advisable to procure bovine tetanus 
antitoxin. Otherwise one may adopt the same procedures as for 
any other serum. The ophthalmic test for sensitivity is not 
recommended. 

LIGATION OF EXTERNAL CAROTIDS 

To THE Eoftor; —Bilateral ligation of the external carotid svas 
done on a patient 65 years old to relieve an uncontrollable, 
bilateral, recurrent, severe hemorrhage. He had hypertension 
(over 200). This bilateral ligation immediately controlled the 
/leiiiorr/inge, but, 12 hours after the ligation, a cerebral 
hemorrhage svith paralysis of the right side of the body de¬ 
veloped. The blood pressure immediately dropped to 140 
systolic and continued to drop. The patient died 34 hoiir.s 
after the bilateral ligation. Does bilateral ligation of the ex¬ 
ternal carotid raise the cerebral arterial pressure and predis¬ 
pose to vascular cerebral accidents? M.D., Tennessee. 

Answer. —Interruption of the external carotid arteries should 
not increase the blood pressure in the internal carotid arteries, 
with resulting increase in cerebral arterial pressure.,The cause 
of hemiplegia in your patient probably was the result of a clot 
arising in the stump of the left external carotid artery and car¬ 
ried into the cerebral circulation, producing the hemiplegia. 
Thrombosis following surgical procedures on the carotid arterie.s 
is much more frequently the cause of hemiplegia than is ordi¬ 
narily considered. Given another case such as this, it would be 
important to make sure that the interruption was exactly at the 
origin of the external carotid artery, so that there would be 
little if any chance of a thrombus forming at the site of ligature. 
Some favor suturing the stump of the external carotid artery 
rather than ligating it, as this is a better closure with less chance 
of thrombosis developing. 

ENLARGEMENT OF TIP OF NOSE 
To THE Editor." —A 43-year-old white married woman, para JH 
gravida Hi, complains of enlargement of the tip of her nose. 
The enlargement began several months ago and has graduaiiv 
increased. At times it seems more pronounced than at others. 
The patient believes it is apt to be somewhat larger in the 
morning. It is painless, and there is no history of respiratory 
allergy. Results of physical examination are not remarkable, 
except for the blood pressure, which is 186/1 JO. The tip of 
the nose appears somewhat bulbous, but the skin is smooth 
and there are no lesions on the nasal mucosa. Could this be 
a ca.se of rhinosclerama; if so, what is the treatment? 

^ John D. German, M.D., Clintonville, Wis. 

Answer.- —Scleroma is a persistent and progressive, firm, in¬ 
durated lesion that usually involves some of the mucous mem¬ 
brane of the nose. The diagnosis is established by biopsy, and 
treatment is with antibiotics of the streptomycin series. From 
the description given, however, it is not likely that this woman 
has scleroma. A lesion such as is described in this case could 
be a manifestation of a fixed drug eruption, angioneurotic edema, 
rosacea, or solid edema. The latter is a recurrent erysipelas-like 
eruption, usually due to infections that enter through minute 
fissures in the mucous membrane. It, too, should be treated with 
antibiotic agents before the tissue becomes organized. 
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POST-THORACOPLASTY PAIN 

To THE Editor: —A man, 41, had tuberculous meningitis a year 
and a half ago and iraj treated with streptomycin. Afterward, 
because of a cavity in the left lung, he had- four stages of 
thoracoplasty, three behind and one in front. He also had a 
phrenicotomy. After six months at a tuberculosis hospital, he 
came home with a negative sputum. In the last seven months 
he has had pain in the area of the left lower ribs. The pain has 
a pulling and drawing sensation in die axilla. The pain is so 
severe that he needs narcotics. He is very restless. I would be 
grateful for suggestions as to what can be done. 

Michael Rabe, M.D., Hew Bremen, Ohio. 

Answer. — Pain is complained of not infrequently by patients 
after major chest surgery. Sometimes it is confined to the track 
of the incision, but more often is related to one of the intercostal 
nerves which has been injured or involved in suturing. In the 
case under discussion it seems that the trouble may be with the 
second intercostal, which is different from other intercostals. 
The lateral cutaneous branch of the second intercostal nerve 
does not divide into anterior and posterior branches as do the 
other intercostal nerves. It remains a large single trunk, known 
as the intercostobrachial nerve, which pierces the intercostal and 
serratus anterior muscles and traverses the axilla to the medial 
side of the arm. A second intercostobrachial nerve is frequently 
given off from the lateral cutaneous branch of the third inter¬ 
costal. These two nerves supply cutaneous branches to the axilla 
and medial side of the arm. The branch from the third intercostal 
particularly supplies the axilla and lateral chest wall. They are 
particularly vulnerable to injury during the performance of first- 
stage thoracoplasty, especially if care is not exercised in stripping 
the periosteum of the second and third ribs. It is possible, also, 
to include one or both of these nerves in a suture while securing 
bleeding points. This accident may account for post-thoraco¬ 
plasty pain especially in the axilla, lateral chest wall, or medial 
aspect of the arm. Treatment should be directed toward the relief 
of pain without excessive use of narcotics; physical therapy 
methods and psychotherapy should be employed. Pain is usually 
self-limiting and will gradually subside, although this may take 
several months or more in some instances. The patient should 
be treated sympathetically rather than as a problem case. Resort 
to neurological surgery should be delayed as long as possible, 
ost patients will recover without it. 

ACTIVE IMMUNIZATION DURING PREGNANCY 

To THE Editor: —In the absence of epidemics or specific ex¬ 
posure but in consideration of civil defense precautions, is it 
advisable to promote active immunization of pregnant women 
to typhoid, tetanus, and smallpox? 

Warren L. Jones, M.D., Santa Ana, Calif. 

Answer. —It is not advisable to promote active immunization 
of pregnant women for typhoid, tetanus, and smallpox in the 
absence of epidemics, the threat of epidemics, or specific ex¬ 
posure. There is some hazard to the mother and fetus, although 
it may not be great. Febrile reactions are commoner in preg¬ 
nant than in nonpregnant women. Sauramo reported that in¬ 
oculations for typhoid during the first half of pregnancy have 
resulted in violent reactions and abortion. Immunizations have 
been implicated in poliomyelitis, and there is clinical evidence 
in recent epidemics that the incidence of poliomyelitis in preg¬ 
nant women was appreciably higher than in the general 
population. 


J.A,M.A., Jan. 26 , 1951 

INJECTION TREATMENT OF HERNIA 

To THE Editor:—P/ ense compare the merits of the surgical c- 1 
infection treatments of inguinal hernia. Is the pniiem ai 
■ latory throughout the infection treatment? Is this treat'll ' 
cheaper? My own opinion is that, in the great maioriTc 
cases, the injection treatment is inferior and unprciiictahic ' 
to result. ^ ^ Pittsburgh.'' 

Answer.— The injection treatment of inguinal hcrni.a, or ar 
other hernia, has not withstood the test of time, all later obs'- 
vations showing an exceedingly high rate of recurrence. Tb 
injection treatment is not based on sound principles of repei! 
The hernial sac is still present, and the scar tissue produced b 
the injected material usually disappears after a time, all of uhicl 
preclude satisfactory results. Patients receiving the injeciio 
treatment are ambulatory, and this treatment should be cheapei 
These, however, are irrelevant factors when one considers thj 
the hernia will not be cured. 

COMBINED ESTROGEN AND ANDROGEN THERAP 
To the Editor:— 7 wish to take issue with the answer to il 
query on “combined estrogen and androgen therapy" in Tn 
Journal, Oct. 13, 1951 (page 707). My e.xperience in the pa 
nine years with such mixtures has been wholly satisfactor 

The side reactions cited in The Journal tisiially follow w 
necessarily large doses of the mixture for unduly tong perioi 
of treatment. The dosage schedule outlined in our report i 
GP (3:39 [Marcli] 1951) will rarely induce such complicat'm 
Endocrine therapy in general is frequently misused. This oj 
lies no less to the use of the sex hormones singly or in eon 
bination. Unfortunately some current commercial prepsn 
tion (but not “test-estrin,” cited in The JournalJ of eslrogo 
androgen are too potent for long-term therapy oj li 
climacterium. 

I believe the many distinct advantages fj. Clin. Endocrino 
10:7676 [Dec.] 1950) inherent in combined esirogen-midrop 
therapy should not be ignored or discredited because of ih 
abuse rather than the proper use of this valuable hormn 
mixture. s. J. Glass, M.D. 

360 No. Bedford Dr. 

Beverly Hills, Calif. 

URINARY INFECTION AMONG TRUCK DRIVERS 
To the Editor: —On page 910 of The Journal of Oci, 21 
1951, is a question regarding urinary infection among true 
drivers. The answer is correct as far as it goes, llowevci 
the commonest cause of acute and chronic urinary i/ifeclio: 
in the young age group of men mentioned is prostalilii, t 
which truck drivers, railroad engineers, traveling saksmr 
and bus drivers are subject. Perhaps the constant poun&j. 
of the perineum in the commercial type of vehicle 
account for this. 

The simplest way to determine whether the patient has pro 
tatitis is to examine the prostate per rectum and this shou 
have been commented on by the physician who answere t 
question. Norborne B. Powell, M.D. 

801 Hermann Professional Bldg. 

Houston, Texas. 


VITAMIN A IN ALLERGY 

To THE Editor; —Is there any justification for vitamin A therapy 
in an allergic six-year-old child? If so, what is the correct 
dosage? Allergy has not been definitely established by tests. 

George C. Christie, M.D., Canon City, Colo. 

Answer. —^The use of vitamin A to combat allergy arises from 
the function ascribed to this vitamin of keeping dermal arid 
mucosal tissue in a normal state. For the same reason, vitamin 
A has been used for the prevention of the common cold. In the 
experience of many allergists, the use of vitamin A has offered 
little encouragement. 


DISTRESSING GAS DURING PREGNANCY 
To the Editor; —In The Journal, Oct. 20, 

there was a query about “Distressing Gas During ‘ 
In 20 years of obstetrics 1, too, have frequently enc 
this complaint, and I have informed the inquirer of ^ 
ment: liquid taka-diastase® (digestive enzyme age 
8 cc. immediately after meals. 


H.J.Liikeinan.M.D.- 
Chief, Obstetrics and Gynecolog) 
U. S. Naval Hospital 
Portsmouth, N. H. 
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BASIC PSYCHIATRY IN MEDICAL PRACTICE 

John C. Whitehorn, M.D., Baltimore 


The practice of medicine is one of the fields of human 
endeavor most markedly modified from time to time by 
the progress in basic sciences. Revolutionary changes in 
medicine were brought about by the development of 
bacteriology and sanitary engineering. That revolution 
preceded the active careers of the present generation of 
physicians; but we of this generation have witnessed and 
participated in a great change produced by the develop¬ 
ment of chemotherapy and the antibiotic drugs. The net 
results of accumulated scientific gains have been a much 
greater effectiveness in the treatment and prevention of 
acute infectious disease, and a considerable lengthening 
: of the average span of life, with a change in the types of 
distress and disability for which medical aid is sought. 

' The physician’s practice, whether general or specialized, 
has come to include a larger and larger proportion of 
[ more chronic illness. Bit by bit, radical advances are 
being made in these fields also—as in the better man¬ 
agement of diabetes and in the treatment of thyrotoxi¬ 
cosis. Yet there is a large and increasing proportion of 
^ those illnesses, or conditions of marginal poor health, in 
which modifications in the patient’s way of life consti- 
' tute a major concern of the physician. This requires some 
^ skill in dealing with patients as persons, yet, until recently 
the course of training for a career in medicine gave little 
or no instruction or guidance in dealing with patients as 
persons. 

Psychiatry has special pertinence for this aspect of 
medical practice for three reasons: 

First, because a considerable segment of the problems 
of chronic ill health is made up of frank mental and 
emotional disease—the psychoses and the neuroses. 
* Second, in a considerable proportion of cases, emotional 
maladjustments and bad habits of thinking and feeling 
definitely participate in the production of morbid tissue 
pathology—the so-called psychosomatic conditions. 

I Third, many illnesses, which are not in themselves psy¬ 
chotic, neurotic or psychosomatic, require for their 
■ proper management modifications in the pattern of life 
adjustment and modifications in patients’ attitudes_a 


task of adaptation that may strain the personality re- 
• sources of many patients, or arouse definite and obstinate 
noncooperation, whose management requires of the doc¬ 
tor some psychiatric knowledge and skill. 

I wish that I, as a representative of psychiatry, could 
report that psychiatry, as a clinical specialty and as a 
basic medical science, stands ready and able to solve the 
practical problems raised by these three points; but the 
distressing fact is that we in psychiatry are only partially 
prepared, either to perform these tasks in a fully satis¬ 
factory manner or to teach others to do so. Let me 
acknowledge this state of imperfection and inadequacy 
promptly and frankly, to forestall misunderstanding; for 
my main purpose today is to discuss some of the points 
at which present day psychiatric knowledge and teach¬ 
able skills have value and pertinence to those problems 
of modern medical practice, and I do wish, earnestly, to 
guard against appearing to claim too much for psychiatry. 
An appreciation of the needs for better psychiatric 
knowledge is, however, attracting an increasing number 
of able young physicians into this field of study. Some 
lines of potential advancement are becoming clearer. If 
support can be furnished on an increasing scale, progress 
in psychiatry will enable physicians to meet those needs 
more adequately. 

What does psychiatry now have to offer that is sig¬ 
nificant for general medical advancement in these three 
fields that I have outlined? As a teacher in a medical 
school, I face this question primarily as a problem of 
medical education for those newly entering the medical 
profession. 

How do things shape up, for the successful teaching 
of psychiatry as a basic medical science? One could say 
that psychiatry is nosv being added as another chapter 
of physiology, dealing with the personality functions. 
Such a statement, while true, is deceptively simple. The 
practically useful ways of approaching the study of per¬ 
sonality functions are very different in methodology from 
the rest of physiology. Personal goals and ambitions, 
interpersonal attitudes and sentiments are the funda- 


S'in Clinic, Johns Hopkins Hospital. 

Prr^rnfprf in «-.»•» ^iceUags at the One Hundredth Annual Session ol the American Medical Association, Allaniic City, June 12, 1951. 

ndon, SepL 20 1948 ^ of the Peripatetic Cub. Johns Hopkins Hospital, Feb. 2, 1951; and given in part as a clinical address, Guy’s Hospital. 
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mentally important matters in the study of personality 
functions. Methodology suitable for such matters is not 
being taught in physiology. With due humility for meth¬ 
odological imperfections, we may properly consider, 
however, that personality functions do constitute a part 
of physiology, in a broad sense, and it is in this sense 
that I speak of psychiatry as a basic medical science. 

As I see it, the preparedness of psychiatry to fulfill this 
new role in medical education, as a basic science of 
human nature, depends essentially on the validity and 
usefulness of that part of psychiatry which we may call 
“psychodynamics.” The term psychodynamics in its most 
general .meaning should perhaps include the whole body 
of knowledge about biological and social forces which 
in psychological ways influence personal behavior, but 
the term is usually used in a more restricted sense, with a 
special focus on certain intermediary psychological 
processes, such as interpersonal attitudes, repressed de¬ 
sires, and emotional conflicts. 

For the sake of perspective, let us consider, even 
though it must be in haste, the historical development 
of psychodynamics within the specialty of psychiatry. 
For this purpose psychiatric study may be characterized 
at three levels; (1) descriptive, (2) epithetic, and (3) 
thematic. 

All medical men have some acquaintance with de¬ 
scriptive psychiatry, which means the detailed scrutiny 
of individual patients for the detection of pathological 
items of behavior and the orderly grouping of the patho¬ 
logical pictures so disclosed into syndromes or disease 
entities. This level of psychiatric study was epitomized 
in the life work of Emil Kraepelin, especially in his 
escriptions of manic-depressive psychosis and dementia 
« ■ ccox. 

It was at one time generally assumed that the tasks of 
description and classification would be the preparation 
for discovering the organic or toxic etiologies of the 
entities described. The paradigm, or pattern of thought 
and expectation, was provided by dementia paralytica 
(general paresis), which is organically meningoenceph¬ 
alitis, caused by the spirochete of syphilis. There 
has been considerable advance in the knowledge of 
dementia paralytica, in the certainty of its diagnosis and 
in the methods of treatment. The greater certainty of 
diagnosis of syphilitic meningoencephalitis has, however, 
brought with it knowledge that compels a considerable 
revision of the expectation that there would be found a 
specific organic etiology for each describable pattern of 
pathological behavior. The clinical picture formerly 
thought to be typical and characteristic of dementia 
paralytica—the expansive, grandiose picture—is actually 
manifested by fewer than half the cases. Depressive or 
neurasthenic patterns of reaction actually outnumber the 
grandiose. We now know that practically any one* of the 
known pathological reaction patterns can be found in 
patients with syphilitic meningoencephalitis. The differ¬ 
ences in the pattern of pathological personal reaction, 
with the same organic etiology, have been attributed to 
1 differences in personality. 

As in this example, so also in many others, psychiatry 
i has been busy with the task of distinguishing different 
I types of personality. Morphological correlates of person- 
ality differences-have been sought, with many errors and 


J.A.M.A., Feb. 2, igji 

with some successes. The physical stigmas of decencracv 
was one of the false leads; the pyknic-asthcnic'contrasi 
in body build has been found to be a moderately useful 
index to differences in personality. 

In clinical psychiatric practice today, the clinician 
customarily carries about with him a certain stock of 
adjectives—terms such as introvert, extravert, schizoid 
syntonic, seclusive, obsessive, and paranoid, by which 
one can characterize personality, still within the bounds 
of normal diversity but predisposing to the developnicn! 
of fairly specific pathological reaction patterns if some¬ 
thing happens to precipitate a psychosis or a neurosis, 
These adjectives for characterizing personality represent 
a level of psychiatric study one step higher than the 
mere descriptive pathological characterization of the 
clinical picture. It is this level of interest in personality 
that I have called epithetic. Now an epithet implies dis¬ 
approval, and I use the term intentionally, because it 
has seemed to me that these characterizations of per¬ 
sonality have very commonly been made in a spirit of 
some hostility or disparagement, as exemplified in the 
pseudoscientific epithet “psychopathic personality, 
S. O. B. type.” 

Let me hasten now to consider the next higher level 
of psychiatric study—the thematic level, at which one 
is concerned with the themes or issues with which pa¬ 
tients are struggling. At the thematic level of study one 
seeks to penetrate beyond the merely descriptive formu¬ 
lation of the pathological pattern of reaction, even be¬ 
yond the epithetical characterization of the patient's 
personality, and arrive at an appreciative personal under¬ 
standing of the patient’s reaction, as a form of human 
behavior pertinent to certain themes or issues. In a 
figurative way, it sometimes appears as if the patient who 
manifests a psychosis, a neurosis, or an uncooperative 
attitude had turned aside from the main struggle of life 
in an intensive preoccupation over a disturbing side issue, 
internalizing some conflict with others in the environ¬ 
ment and struggling introspectively with this internalized 
issue or externalizing some inward moral struggle and 
projecting it onto others. At this thematic level of psychi¬ 
atric study, one must somehow come to grips with 
motives and attitudes in their personal meanings for 
individuals, and it is this study that has stimulated the 
development of psychodynamics. With the growth of 
psychodynamics, at the thematic level of psychiatry, (he 
narrowing course of specialist psychiatry has broadened. 
Psychodynamic concepts and methods of study have wide 
applicability in general medicine, in dealing with patients 
as persons, and in dealing with personal problems as 
factors in disability and distress. 

I have wished to make it clear, by these remarks, thal 
there need be no antagonism between those interested m 
psychodynamics and those interested in descriptive p>) 
chiatry, in organic determinants of psychiatric illnes^ or 
in hereditary predisposing factors. So long as a patiiO 
remains alive and struggling toward some goal, 
dynamic considerations have some pertinence. The c i 
cal psychiatrist has to take all those aspects 
sideration. Their relative importance varies wrt 

case. . . 

In the development of psychodynamres, sex nd 
ceived a lot of attention. Sigmund Freud, in his s u 
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of hysterical reactions by the methods of hypnosis and of 
free association, disclosed many evidences that in such 
illnesses repressed sexual impulses play an active, 
dynamic role in motivating behavior in ways previously 
unsuspected. He was led thereby to formulate an extraor¬ 
dinarily simple schema of motivational dynamics, on.the 
assumption that sexual interest was the principal, if not 
the sole, motivating force. Certain elementary psycho¬ 
dynamic mechanisms, such as repression, displacement, 
projection, and rationalization, were initially worked out 
in terms of this libido theory. There was considerable 
resistance to these earlier psychodynamic formulations 
of Freud, in part because the exclusive emphasis on sex 
seemed a ludicrous oversimplification of human nature, 
and in part because there was a widespread attitude that 
sex was a rather nasty business and that the libidinal 
theory gave a degrading view of humanity. In the-his¬ 
torical perspective of half a century it has become evident 
to nearly all, however, that Freud’s observations and 
theories contributed a powerful impetus to the study of 
unconscious motivation which has been fundamental to 
the development of psychodynamics on a broader basis. 

Freud had a talent, also, for borrowing, from the gen¬ 
eral cultural heritage, forms of expression for the dra¬ 
matic presentation of his dynamic concepts. The theme 
of incestuous wishes was presented as the “Oedipus 
complex.” In the deep psychoanalysis of many patients, 
something approximating the Oedipus complex came to 
light. It became so commonplace a finding that most 
psychoanalysts came to assume that the Oedipus complex 
is a childhood phase in the development of everyone. 
During the early period, when the emphasis was on the 
bluntly incestuous aspect of the Oedipus complex, many 
nonanalytical psychiatrists remained skeptical of its gen¬ 
erality. As the aggressive component in human nature 
has received more and more attention in the study of 
psychodynamics, the Oedipus complex has become a 
more generally acceptable concept. It is a convenient 
term for designating an early phase of personality devel¬ 
opment in which the child feels and expresses resentment 
and hostility against one of the parents. Since the bring¬ 
ing-up of children inevitably involves many frustrations, 
children have occasions for developing resentments and 
aggressive impulses against the frustrating parent. Ag¬ 
gression against a parent was one of the outstanding fea¬ 
tures of the original Oedipus Rex story. Freud’s choice 
of the Oedipus story for epitomizing incestuous wishes 
has served therefore as a kind of conceptual bridge be¬ 
tween his early libido theory of psychodynamics and the 
later recognition of aggression and of other motivational 
dynamics. It is a fortunate choice of metaphor, indeed, 
which provides the means for its own constructive modi¬ 
fication. 

These references to the Oedipus complex point up the 
fact that efforts to formulate scientific hypotheses about 
psychodynamics turn out to have close parallels with con¬ 
cepts familiar in humanistic arts and letters. I presume 
that in the world’s great storehouses of art and literature 
most of the themes of human aspiration and striving are 
represented. Much of the knowledge of human nature 
that has been artistically formulated exists as proverbs or 
aphorisms or myths, like Oedipus Rex or Narcissus, 
which catch one facet of human nature and highlight it. 
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Another proverb or myth may highlight another facet of 
human liature, almost the exact reverse. Wisdom lies 
not in the proverb but in the good sense by which one can 
judge which proverb applies to a particular situation. 

In th'e attempt to develop a scientific schematization of 
human nature that would be solid and dependable—not 
so shifting as proverbs or myths—the psychoanalysts 
have fixed upon the concept of instinct. This was doubt¬ 
less one of the considerations that recommended sex as a 
foundation stone for theoretical psychodynamics. Sex be¬ 
havior was seen to have an obvious biological necessity 
and seemed to lend itself fairly well to formulation as an 
instinct. It is of some historical importance, also, that 
Freud’s formative years were in the post-Darwinian pe¬ 
riod, when the biological aspect of human nature was re¬ 
ceiving intense attention. The concept of instinct pro¬ 
vided a biological link between mankind and other 
animal species. Later, McDougall attempted to outline a 
psychodynamic scheme of human motivation and be¬ 
havior in terms of some 14 instincts and their modifica¬ 
tions, as the conceptual foundation for the social psy¬ 
chology of man. Social anthropologists-demolished the 
foundations of McDougall’s system by overwhelming evi¬ 
dence that the actual human behavior patterns are deter¬ 
mined by culture rather than by instinct. It would, in my 
opinion, be a forward step if we could eliminate the word 
“instinct” from psychodynamic formulations, because 
the original hypothesis has had to be so markedly altered. 
Yet the basic biological orientation of psychology which 
was implied by the term “instinct” or “triebe,” as used by 
Darwin, Freud, and McDougall, has helped us to escape 
many of the scholastic quibbles about the nature of the 
human mind and to direct attention to the biological func¬ 
tions indicated by the word “mind.” 

From the biological or functional view, the word 
“mind” appears primarily as a verb, rather than a noun. 
“Mind” denotes certain functional activities of an organ¬ 
ism rather than a metaphysical entity. These functional 
activities are aimed toward the fulfilment of needs and 
have therefore a futurity-oriented meaning or purpose, al¬ 
though the awareness of the need may be very dim. It has 
been of primary importance, in the development of psy¬ 
chodynamics, to recognize that human life is character¬ 
ized by this orientation toward the future. It is impractical 
for one human being to try to understand another human 
being in complete disregard of the purposes or aims 
toward which one’s efforts are directed. It would also be 
impractical to assume that every person is fully aware of 
the goals toward which he exerts himself and could give 
an adequate account of his motivation. Much remains 
unconscious and becomes manifest, if at all, only by im¬ 
plication. The psychoanalytic method of studying the un¬ 
conscious through the free-association technique has con¬ 
tributed a great deal toward a deeper understanding of 
motivation in general. Personal experience with psycho¬ 
analysis may also contribute toward the development of a 
given person’s skill in discerning from brief contacts the 
motivational patterns in a patient’s life. It is by no means 
necessary, however, for every medical man to have psy¬ 
choanalytic training in order to do a decent job of sizing 
up the attitudes and emotional problems of his patients. 
Common sense and a certain practical knowledge of life 
can take the experienced physician a long way in the task 
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of comprehending patients’ personal problems, once the 
physician has gained an appreciation of the medical im¬ 
portance of motivation and of the emotional problems 
and possible physiological disturbances involved in mo¬ 
tivational conflicts. Even the medical student, although 
his direct experience of life may be somewhat limited, 
can bring a good deal of practical sense to the task of 
evaluating a patient’s emotional adjustment and his pat¬ 
terns of motivation, once he is oriented to think seriously 
and professionally about the matter. Furthermore, when 
the student has reached the stage of clinical work, the 
rich case material in the hospital wards and outpatient 
services provides him wonderful opportunities for study¬ 
ing the adaptive and maladaptive behavior and attitudes 
of many kinds of men and women, under a variety of 
social pressures and personal biases. 

Students usually feel somewhat awkward and insecure 
in making use of these opportunities to study personality. 
All too often they fall into the easy routine of formal his¬ 
tory taking and formal physical examination, and get 
very preoccupied in the busyness of tests and special ex¬ 
aminations. There is such an infinity of tests in these days 
that the student could easily devote all his time to the 
apparatus and technique of medicine and forget that the 
patient is a person. From my acquaintance with medical 
students, I would say, however, that many of them have 
genuine interest in patients as persons and have a good 
deal of intuitive appreciation of human nature. In sub¬ 
mitting to the technological pressures on their time, they 
submit with regret. Some even persevere in their interest 

■<ons, and some of these seek guidance from experts 
;ychoIogical medicine to help them reach a better 
. derstanding of the patients. It is at this point, as I have 
implied before, that a knowledge of psychodynamics en¬ 
ables the phychiatrist to guide the student, in a really 
helpful way, to a working understanding of patients who 
are having difficulty in personal problems. Concretely, 
this means that the expert in psychological medicine 
should help the student learn to do good personal inter¬ 
viewing, to talk with patients in sufficient freedom to 
bring out the patient’s attitudes and his sense of values. 
The student usually needs further help in making out the 
meaning of the patient’s statements and behavior and in 
integrating his interview material into a formulation that 
may make further interviews meet the patient’s personal 
needs. 

They do need help in developing skill in interviewing. 
In learning about interviewing, students usually want 
some sort of guide or outline to habituate them to cover¬ 
ing the “main points,” and students may be helped by a 
temporary crutch for this purpose, but one of the princi- 
I pal needs later is to liberate the interview from anystereo- 
1 typed constraints. Only in a fairly free-flowing interview 
I do the unconscious attitudes of the patient get clearly 
\ "t^^iicsted. The hee type of interview, as contrasted 
] with fixed pattern, aho stimulates the student to bring 
( into play his own common-sense judgment and his con- 
V SI ^able store of intuitive understanding, 
d . source of grave errors and of frequent errors in the 
' rf’• approach to psychodynamics can be 

or student reads him- 

vntofi ° * 1 ? assumes that the patient is moti- 

al, valcd m the same ways as k k i„ many instances this 
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leads to false interpretations and misunderstandinss J 
the physician or medical student did really have • 
thorough understanding of himself, this tendency wouk 
not be so productive of mischief, but unfortunately phv 
sicians and medical students share in the general humai 
tendency to dramatize themselves to themselves in flat 
taring ways and therefore commonly misconceive thci 
own motivations. Let us call this the projective error. 

The projective error contains, then, two factors: first 
the error in trying to understand a diversity of patients 
personalities by reference to the really rather limitci 
range of one’s own attitudes, prejudices, and conflicts 
second, the misconception of oneself that is intuitive!' 
employed as a basis of reference. 

The most useful general corrective to this common am 
grave source of error is found in the systematic study o 
the process of personality development. I had the op 
portunity during the recent war to observe the work of: 
number of military psychiatrists. There was, of course 
considerable diversity in their practical grasp of psycho 
dynamic considerations and therefore in their capacitic 
for prompt psychotherapeutic assistance. One could ob 
serve a general superiority, in these respects, of the me; 
who had had considerable training in child psychiatry 
I believe that this correlation was not an accident. Ai 
understanding of the development of personality durin] 
childhood helps the physician to avoid the pitfall of ex 
pecting people to be motivated in a wholly mature pat 
tern. This in turn helps him to be realistic, rather fhai 
irritated, when patients do not live up to fully adult ex 
pectations. 

There are several ways in which one may designate thi 
progressive steps toward maturity of personality. It is ol 
great practical value to the physician to have some fairly 
definite ideas regarding these stages of immaturity. Many 
morbid anxiety reactions would remain quite enigmatic 
or would be seriously misunderstood and mistreated if 
the physician did not allow for the patient’s emotional 
immaturity. A person may be intellectually or economic¬ 
ally very successful, yet remain childishly dependent on a 
mother or mother substitute for maintaining emotional 
security. Others may continue far into adult years the 
strenously competitive and exhibitionistic attitude ol 
early adolescence. If the physician, trying to understand 
the anxiety of a middle-aged man, fails to recognize a per¬ 
sisting adolescent overemphasis on prestige symbols, 
the meaning of an anxiety reaction may be completely 
missed. 

The early psychonanalysts developed a set of term! 
for characterizing stages of psychosexual development 
roughly stated as oral, anal, oedipal, phallic, and genital. 
These terms have not been very useful to the physicua 
without psychoanalytic training, because the criteria de¬ 
pend in considerable measure on uncovering uncon 
scions trends through the methods of free association an 
dream analysis. Such data when obtainable may pro" ■ 
a delicate index of immaturity levels, very convenien 
when psychoanalysts communicate case reports , 
other but not always clearly intelligible to the umnitm 

LEVELS OF IMMATURITY ^ 

For more general purposes 
delineate a series of stages of 
having special reference to .the 


I have found it useful 
personality developmen 

sense of personal respon 
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sibility in interpersonal relationships. Four levels of im¬ 
maturity can be roughly blocked out and conveniently 
labeled infantile, childish, early adolescent, and late ado¬ 
lescent. The stages or levels are named in accordance 
with certain attitudes that characterize successive periods 
in the growth of a normal and eventually mature person¬ 
ality, but the terms and concepts are intended to be used 
principally for understanding persons who are chron- 
ologfcally and physically grown up but emotionally have 
remained at one of these immature levels or in their ill¬ 
ness have returned to it. 

InfantUe Level .—At the infantile level, one expects 
from others a limitless amount of service and consider¬ 
ation, without any automatic feeling of reciprocal obliga¬ 
tion. This attitude was most clearly, though paradoxically, 
expressed by one of my patients when she said, “Fm no 
baby; I know what I want; and I want what I want when 
1 want it.” The outstanding emotional need at this level 
is for affection or attention. 

Childish Level .—At the childish level, there has de¬ 
veloped some sense of responsibility, but it is a delegated 
responsibility of the kind that is completely erased by a 
good excuse. The alibi habit is the characteristic expres¬ 
sion of this stage. Great circumstantiality in speech is a 
useful clinical clue. Persons at the childish level of im¬ 
maturity expect thorough reliability in others but only 
formal effort, up to the “excused” level, in themselves. 
They may expend much more effort in framing accept¬ 
able excuses than might be required to get a job done. 
Obsessive scrupulosity is a substitutive way of establish¬ 
ing merit, rather characteristic of this level. Praise or 
blame are the focus of attention. The great emotional 
need of the childish level is for security, characteristically 
sought in attachment to others—older or more powerful 
persons who may appear reliable and interested. 

Early Adolescent Level .—^At the early adolescent 
level, exhibitionism and prestige-seeking are the out¬ 
standing manifestations of a strong push to gain 
personal significance, and to sustain it by repetitive 
demonstration. The striving for self-sufficiency requires 
extrafamilial supports, and those are characteristically 
found in idealistic hero worship and in gangs. Badges 
and trophies have high value as demonstrable symbols 
of prestige. The sense of group responsibility develops at 
this level, limited in range to the gang or even more lim¬ 
ited to one’s buddy, but rather fanatical in its intensity. 
The great emotional need at this stage is for assurance as 
to personal significance, rather than simply affection or 
security. Now personal significance can show off only in 
a social setting. It can never be wholly individualistic. 
There is therefore at this level a correlated growth of 
social sense expre.ssed in personal loyalty or small group 
loyalty. 

Late Adolescent Level.—The late adolescent level is 
the stage of -isms—romanticism, idealism, or cynicism, 
for example. The sense of social responsibility has be¬ 
come more generalized in the form of loyalty to a cause, 
as well as to a person or group. The tendency to excess is 
still present, as in earlier adolescence, but it is doctrin- 
nairc excess rather than physically strenuous excess. The 
pscudosophisticated “line” of talk, the “wise-crack,” and 
the sophomoric savant are easily recognizable manifesta¬ 
tions. Sexual interests are expressed in pairing off and in 


courtship behavior, but success in that field, or the an¬ 
ticipation of success, has the emotional quality of a 
conquest rather than of mutual devotion. 

ADULT LEVEL OF MATURITY 

The adult level of personal maturity is difficult to 
characterize, but not too difficult to recognize. It is mani¬ 
fested in a balanced perspective regarding oneself and 
one’s life and work in relation to others. The mature per¬ 
son can examine and appreciate the views and attitudes 
of others without feeling threatened thereby in one’s own 
self-assurance. The social needs for affection, security, 
and significance characterizing immature stages are not 
outgrown in the mature adult, but the means to their sat¬ 
isfaction have been found in,a fairly wide range of per¬ 
sonal relationships. The emotionally mature adult is not 
fixed in a stereotyped pattern but can handle a number 
of social roles and can shift for himself from one to the 
other role without paralyzing constraint or anxiety. 

COMMENT 

The foregoing brief comments on the infantile, child¬ 
ish, early adolescent, and late adolescent levels of person¬ 
ality development have been worked out clinically, and 
presented here, not by any means for the mere purpose 
of having a scale on which individual specimens can be 
pinned down at the appropriate level. The whole inten¬ 
tion is to aid the physician to comprehend and formulate 
the motivational level of maturity of each patient, so that 
his remarks and his plan of management and treatment 
can tie in constructively with the patient’s system of 
values. 

In the strategy of psychotherapy and in the manage¬ 
ment of patients, one has to recognize the psychodynamic 
principle that personality growth is stepwise. If one deals 
with a childish personality and some progress in matura¬ 
tion does occur, one can expect that the characteristic 
themes and issues of adolescence will next arise and have 
to be worked through before one can expect full 
maturity. 

A word of caution in regard to these levels of matur¬ 
ity. I have found by experience that young physicians, 
learning to study their patients in these terms, tend to 
slip into the use of the terms as epithets, regarding the 
patient as childish, or infantile, or adolescent, in a too 
accusatory fashion. The principal value of this aspect of 
attitude study is thereby ruined, for its principal value is 
to help the physician appreciate the patient’s set of values 
and his preferred role in the system of interpersonal 
relationships. 

The physician who can recognize and evaluate with 
reasonable correctness the personal attitudes and level 
of emotional maturity of his patient, and their bearing 
on the management of his illness, will have gained 
thereby a positive contribution to his competence in 
general medicine. This appreciation of attitudes does not 
exclude organic pathology, nor does it depend on the 
diagnosis of a functional disorder by exclusion of organic 
lesions. Even when the patient’s attitudes are pathogno¬ 
monic of one of the classical psychoneuroses, it is still 
important to know whether he has some organic disease. 
Hypochondriasis does not immunize to cancer, nor does 
hysteria immunize to brain tumor. Conversely, the dis¬ 
covery of ulcerative colitis, of mitral stenosis, of undulant 
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fever, or even of an obvious hernia does not of itself 
eliminate from medical consideration the attitudes and 
patterns of personality reaction which may be the factors 
hindering treatment, or limiting recovery, or impelling 
the patient toward an unnecessary and miserable second- 
rate invalid adjustment in life. For the diagnostician to 
miss an organic lesion has been, quite properly, an oc¬ 
casion for some professional disgrace; now, with a more 
widespread understanding of the emotional forces that 
produce ill health, with a knowledge of how to examine 
for pathological attitudes and reactions, and with an in¬ 
creased appreciation of psychotherapeutic resources, it 
should become a comparable professional disgrace to 
overlook disturbances of personality functions that may 
be of crucial importance in producing or prolonging ill 
health. 

CONCLUSION AND EXTENSION 

Medical practice has been greatly changed by major 
triumphs over infectious disease through bacteriologi¬ 
cal study, sanitary engineering, chemotherapy, and the 
antibiotic drugs. The span of life has been lengthened. 
Chronic disease and marginal conditions of persistent 
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ill health now demand a larger share of medical attenti^ 
and require from the physician greater understand£ 
and skill in dealing with human nature. In the necessa '■ 
task of aiding individual patients to adapt to stress ?o 
modify their ways of living, and especially to resolve 
more effectively the internal emotional conflicts that spol 
life for so many unfortunate persons, the modern phU 
cian needs something that traditional medical education 
and training have not provided. 

Psychiatry has found some answers and has developed 
some methods of studying human nature that olTcr pos¬ 
sibilities for physicians to work out better solutions to 
some of these problems. 

Modern medicine has become a fearfully complicated 
procedure, depending, however, in the ultimate analysis, 
on the trained good sense of the individual practitioners! 
and limited by their limitations. In this paper, and in 
working day by day to make psychiatry more useful as 
a basic medical science, I have not wished to complicate 
medicine in any unnecessary degree, but, instead, to 
focus attention on the most crucial points for the appli¬ 
cation of practical psychodynamic understanding. 

610 N. Broadway. 
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Neomycin, discovered by Waksman and Lechevalier ^ 
in 1949, is an antibiotic which is produced by a strain of 
Streptomycetes closely related to Streptomyces fradiae. 
It is a basic compound, heat stable, and freely soluble in 
water. It does not lose its potency in watery solution or, 
indeed, in any type of vehicle, which is in striking con¬ 
trast to many other antibiotics which are available for 
the topical treatment of cutaneous pyogenic infections. 

The laboratory work of Waksman and Lechevalier ^ 
and that of other investigators - indicated that neomycin 
is bactericidal in vitro against an unusually wide variety 
of both gram-negative and gram-positive organisms. Fur¬ 
thermore, in their original article on neomycin, Waksman 
and Lechevalier ^ reported that bacterial organisms did 
not appear to become resistant to the antibiotic, as often 
happens with streptomycin in particular. 

Waisbren and Spink,® Carr and Brown,'* Duncan and 
others,® Wolgamot and Duncan,® and Lazar and Fish¬ 
man have reported on the parenteral administration of 
neomycin in the treatment of various types of systemic 
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infections, including tuberculosis and infections of tlie 
urinary tract, especially those due to Proteus and Pseudo¬ 
monas. 

The series of cases reported by Waisbren and Spinf ’ 
included 63 patients. They stated that infections dw to 
Proteus organisms and to other gram-negative bacilli 
were favorably affected by the antibiotic, but in sum¬ 
marizing their findings, they stated that, “In view of tbe 
ototoxic and nephrotoxic effects of neomycin, this dm? 
cannot be recommended for general use.” Most of their 
patients received 2 gm. of neomycin daily. The seven pa¬ 
tients who had tuberculosis were not benefited by the 
therapy. 

Carr and Brown * reported that partial deafness oc¬ 
curred in four of their six tuberculous patients who 
ceived neomycin, this complication appearing during ih-’ 
fourth to the sixth week of treatment. The deafness per¬ 
sisted without change after the discontinuation of neo¬ 
mycin administration. Also, they noted temporary'd:^' 
age of renal function in all of their six patients. OnC-^ 
other hand, Duncan and others ® reported evidence 
toxicity in only 1 of their 10 patients with minary 
infections who received neomycin. This patient ha 
pairment of hearing and an increase in blood urea nia^ 
gen; his hearing improved after neomycin 
discontinued, but the blood urea nitrogen 
mained high. They stated that neomycin was 
effective in eradicating sensitive organisms , 
blood and urinary tract, and they did not observe n 
of the organisms after cessation of therapy. It s o 
noted that their patients received neomycin for on 
to seven days. 
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Poth and his associates ® have reported on an extensive 
experience with the oral administration of neomycin for 
intestinal antisepsis. He used a dosage of 1 gra. of neo¬ 
mycin sulfate orally every four hours. After neomycin 
therapy, the stools became odorless, semisolid to fluid 
in consistency, and greenish in color. The concentration 
of neomycin was determined in the blood, urine, and 
feces after the patient had been on the antibiotic for three 
days. The blood levels were extremely low with a max¬ 
imum of 3 y/ml. of serum. Quantitative urine assays in¬ 
dicated that approximately 3% of the ingested antibiotic 
was excreted by the kidneys. The quantity of neomycin in 
the feces was so high that accurate numerical values were 
impossible. They concluded that neomycin alone was 
found’to fail in only one respect in that it occasionally did 
not inhibit the growth of Aerobacter aerogenes. There¬ 
fore, they added phthalylsulfathiazole (sulfathalidine®) 
to the treatment regimen with a dosage of 1.5 gm. every 
24 hours. They found that only a small amount of neo¬ 
mycin was absorbed from the gastrointestinal tract, and 
therefore they concluded that even in a person highly 
sensitive to neomycin, serious toxic damage would not be 
expected to occur. 

The only report regarding the topical use of neomycin 
which has appeared in the literature to date is that of 
Kile and others " who stated that neomycin ointment (5 
mg. per gram in a water-miscible or a grease base) was 
effective and well tolerated in a group of over 200 pa¬ 
tients with various pyogenic skin infections. In this pre¬ 
liminary report, they came to the conclusion that the 
results with neomycin ointment were, in the majority of 
instances, superior to those obtained with preparations 
which they had used previously. 

The study here reported concerns the evaluation of 
neomycin as a topical therapeutic agent in the treatment 
of 264 patients with various types of cutaneous pyogenic 
infections. After reviewing the available literature, it 
seemed to us that the preponderance of evidence indi¬ 
cated that the nephrotoxic and ototoxic properties of 
neomycin precluded its parenteral administration, except 
perhaps in extremely ill patients with systemic infections 
which had not responded to other therapeutic agents, and 
therefore only one of our patients received neomycin 
parcntcially. 

METHOD OF TREATMENT 

The vast majority of the patients included in the pres¬ 
ent study were treated with (1) an ointment consisting 
of 5 mg. of neomycin sulphate per gram in an ointment 
base which is a mixture of petrolatum and lanolin 
(“myciguent”), or (2) an aqueous solution of neomycin 
sulphate with a concentration of either 1 mg. or 5 mg. 
per cubic centimeter, or (3) neomycin sulphate incorpo¬ 
rated in a water-miscible base (5 mg. per cubic centi¬ 
meter) was used in the treatment of 48 patients. The 
water-miscible base is composed of a mixture of methyl- 
paraben, propylparaben, sodium lauryl sulphate, pol- 
cthylene glycol (carbowax®) 1500, cetyl alcohol, 
spermaceti, petrolatum, and triple-distilled water. Other 
vehicles which we have tried include a carboxymethyl- 
cellulosc base, neobase* (a greaseless ointment base), 
and a bentonite lotion. In a few patients, the concentra¬ 
tion of neomycin cither in aqueous solution or in one of 


NEOMYCIN THERAPY—LIVINGOOD ET AL. 


the lotion vehicles or in neobase® was increased to as 
much as 30 mg. per cubic centimeter or gram. 

Patients were instructed to apply the ointment from 
three to five times daily. The aqueous solution was used 
either in the form of soaks or compresses, with instruc¬ 
tions to carry out the treatment for one-half hour either 
two or three times daily. When feasible, as in the treat¬ 
ment of lesions of the extremities, the ointment was 
covered by a bandage, and in some patients before ban¬ 
daging, cellophane was used to cover the involved part 
after the application of the ointment. 

Bacterial cultures were done in almost all cases, and 
numerous repeat cultures during and after treatment were 
done in some patients. The in vitro sensitivity of the 
organisms to neomycin as well as to other antibiotics was 
determined in a representative group of patients. 

RESULTS 

Our results with topical neomycin therapy are sum¬ 
marized in Table 1. Patients who had impetigo, impeti- 
ginized dermatitis, ecthyma, acute paronychia due to 


Table 1.— Topical Treatment with Neomycin of Cutaneous 
Pyogenic Infections 

Results Rcac- 

, -'■- 1 tion 

No. Ques- to 

of Pa- Excel- tion- No Trent- 


Diagnosis 

tients 

lent 

Fair 

able 

Effect 

ment 

Impetigo contagiosa . 

30 

29 

0 

1 

0 

0 

ImpcUginized dermatitis*. 

48 

4 o 

0 

3 

0 

St 

Ecthyma . 

7 

u 

3 

1 

0 

0 

Paronychia (acute) . 

5 

4 

0 

0 

1 

0 

Furunculosis and sty. 

J 

5 

0 

0 

0 

0 

Pustular folliculitis . 

32 

8 

2 

0 

2 

0 

Cutaneous ulcers . 

37 

9 

4 

3 

1 

0 

Impetiglnizcd atopic donaatitiSae 
Impetiginized eczematous ilcrma- 

8 

4 

4 

0 

0 

0 

tills . 

G3 

22 

22 

'32 

7 

4 t 

Otitis externa . 

Secondarily Infected 2nd and 3rd 

8 

7 

0 

1 

0 

0 

degree burns •* . 

23 





0 

MSsccUancous ** . 

38 


•• 



0 


• Secondarily inlectcd contact dermatitis, superficial fungus infections 
and others. ’ 

’* Statistical analysis or results not feasible. (See discussion in text) 
t Reactions not due to irritation or sensitization. (See discus«ion in 
text.) 

bacterial infection, furunculosis, and hordeolum (sty) 
responded promptly and in the vast majority, the condi¬ 
tions cleared up within three to six days. Only seven of the 
95 patients in this group failed to have a rapid and com- 


2. Warth, P. T.; Chandler, C. A., and Bliss, E. A.: Antibacterial 
Action of Neomycin and Furadroxyl in Vitro and in Vivo, Bull. Johns 
Hopkins Hosp. 86: 169 (March) 1950. Waksman, E. A,; Hutchison, D., 
and Katz, E.: Neomycin Activity upon Mycobacterium Tuberculosis’ and’ 
Other Mycobacteria. Am. Rev. Tuberc. GO: 78 (July) 1949. Hobby. G. L.; 
Lenert, T. F., and Dougherty, N.: The Evaluation of Neomycin and Other 
Antimicrobial Agents of Bacterial and Fungal Origin and Substances from 
Higher Plants, Ann. New York Acad. Sc. 52 : 775 (Dec.) 1949. 

3. Waisbren, B. A., and Spink, W. W,: A Clinical Appraisal of Neo¬ 
mycin, Ann, Int. Med. 33: 1099 (Nov.) 1950. 

4. Carr, D. T.; Brown, H. A., and Pfuetze, K. H.: Occurrence of 
Deafness in Neomycin Therapy, Correspondence, J. A, M. A. 144 :65 
(Sept. 2) 1950. 

Doncan, G. G.; Clancy, C. F.; Woigamot, J. R., and Beidleman, B.; 
Neomycin: Results of Clinical Use in 10 Cases, J. A. M. A. 145:75 
(Jan. 13) 1951. 

6. Woigamot, J. R., and Duncan, G. 0.: Clinical Use of Neomycin; 
Preliminary Report, Pennsylvania M. J. 33: 1264 (Dec.) 1950. 

7. Lazar, A. M., and Fishman, J.: Neomycin in the Treatment of 
OURs Media in Infants, Eye. Ear, Nose, & Tliroat Month. 29: 484 (Sept.) 


8. Poth, E. J.; Fromm, S. M.; Martin, R. G„ and Hsiang, C. M.; 
Neomycin: An Adjunct in Abdominal Surgery, South. M. J. 44 : 226 
(March) 1951. 

9. Kile. R. L.; Welsh, A. L., and McAfee, G. D.: Topical Use of 
Neomycin; A Preliminary Report, Arch. Dcrmat. & Syph. 62:911 (Dee.) 













336 


NEOMYCIN THERAPY—LIVINGOOD ET AL. 


pletely satisfactory course; Streptococcus hemolyticus 
was isolated in all seven patients. 

It is more difficult to evaluate the efficacy of antibac¬ 
terial therapy in pustular folliculitis, chronic ulcers, 
impetiginized atopic dermatitis, and impetiginized ecze¬ 
matous dermatitis. (Other diagnostic terms for impeti¬ 
ginized eczematous dermatitis include infectious eczema- 
toid dermatitis, infectious eczema, and others.) In these 
types of pyogenic cutaneous infections, numerous other 
predisposing and etiological factors must be taken into 
consideration. 

Neomycin ointment and/or neomycin in aqueous 
solution seemed to be particularly effective in the treat¬ 
ment of otitis externa, although in our group there were 
only eight patients with this disease. 

The miscellaneous group of diseases included sebor¬ 
rheic blepharitis, secondarily infected neurotic excoria¬ 
tions, exfoliative dermatitis, pemphigus, furfuraceous 
impetigo, secondarily infected squamous cell carcinoma, 
Behget’s syndrome, bacterid of the hands and feet, 
perleche, ulcers secondary to periarteritis nodosa, myco¬ 
sis fungoides. Prurigo nodularis, blastomycosis, derma¬ 
titis herpetiformis, bromhidrosis, secondarily infected 
psoriasis, kerion, secondarily infected removal sites, and 
perianal cryptitis. Although our results in this group were 
not evaluated statistically because of the small number of 
cases in each diagnostic category, a few observations are 
in order. As would be expected, local treatment with neo¬ 
mycin controlled the secondary infection factor in almost 
all patients. The results in two patients with furfuraceous 
impetigo, two patients with seborrhoeic blepharitis, one 
patient with secondarily infected psoriasis, and five pa¬ 
tients with secondarily infected removal sites were par¬ 
ticularly impressive. It is interesting to note that the appli¬ 
cation of neomycin ointment in three patients with 
chronic paronychia due to Candida albicans resulted in 
pt exacerbation of the condition; the same sequence 
;.. ents occurred in one patient with erosiq ihterdigi- 
blastomycetica. Our preliminary observations in this 

gard lead us to believe that the exacerbation of a 
:utaneous lesion, following the local use of neomycin, 
should lead one to suspect a Candida infection. Also in 
this connection, it is noted that the one patient with 
cutaneous blastomycosis had a similar exacerbation fol¬ 
lowing the application of neomycin. 

Furthermore, we have made no attempt to subject the 
results with neomycin in the treatment of burns to sta- 
I tistical analysis because numerous other local and general 
\ therapeutic measures were used in the treatment of these 
I patients. Our clinical experience with neomycin in the 
\ treatment of secondarily infected burns indicated that 
\ neomycin was the local treatment of choice when the 
I \ secondary bacterial infection was due to either the 
i K'^oteus Or the Pseudomonas group. Although it seemed 
! W be just as effective as other antibiotic agents used 
i it was difficult to demonstrate a distinct superior- 

j % in the treatment of local infection caused by the gram- 
I 1 positive organisms. In general, we have been impressed 
1 ! qviih the fact that many secondarily infected burns clear 
’ ^^’"^Sardiess of local and systemic antibiotic therapy. 

I' I 'hurn'^T^^ bacterial infections complicating 

' ' such management of systemic factors, 

^^uc^uate nutrition and local cleanliness accom- 


J.A.M.A., Feb. 2, 195J 

plished by soap and water together with appropriah 
debridement. Obviously, infections due to the tetanu^v 
bacillus and Clostridium perfringens must be recoenized 
and treated appropriately. In approximately one-third of 
the patients with secondarily infected burns, the pro¬ 
longed local application of neomycin, particularly in the 
form of neomycin solution as a compress, resulted in the 
replacement of the bacterial flora with a fungus organism 
including Candida albicans and Aspergillus. The funsi 
disappeared soon after the neomycin therapy was dis¬ 
continued, and we did not note any apparent delay in 
epithelization in any of these patients. 

After experimenting with various types of vehicles 
and varying concentrations of neomycin, we reached the 
conclusion that the two preferable methods of local appli¬ 
cation were the following: 

1. Neomycin sulfate (5 mg. per gram) in a petro¬ 
latum-lanolin base. 

2. Neomycin sulfate (1 to 5 mg. per cubic centimeter) 
in aqueous solution as a compress or soak. We have the 
impression that 1 mg. of neomycin per cubic centimeter 
of water is just about as effective as 5 mg. per cubic 
centimeter, although we cannot be absolutely certain of 
this. 

We were convinced that neomycin incorporated in the 
water-miscible base which was used was somewhat less 
effective than neomycin incorporated in the petrolatum- 
lanolin base. 

REACTIONS TO TREATMENT 

We did not observe a single instance of allergic sensi¬ 
tivity and/or primary irritant reaction to neomycin in 
this series of 264 patients. However, two of the patients 
were sensitive to the lanolin component of the ointment 
base. A few patients complained of burning on the appli¬ 
cation of the water-miscible ointment base, especially if 
there was considerable denudation of the skin. Concen¬ 
trations of 5 mg. or more of neomycin per cubic centi¬ 
meter of water seemed to have a considerable drying 
effect, but the patients did not complain of burning. 

In Table 1, we have listed seven patients who had 
reactions to treatment. In all of these patients this reac¬ 
tion was represented by the development of localized 
cutaneous moniliasis at the site of application. Candida 
albicans was cultured from all patients, and the condition 
cleared up promptly and completely following the dis¬ 
continuation of neomycin therapy and the use of Castel- 
lani’s paint, 3% iodochlorhydroxyquin (vioform*) oint¬ 
ment, or gentian violet. Patch test reactions to neomycin 
were completely negative in all cases. 

Blood serum levels of neomycin were determined in 16 
patients after neomycin ointment and/or neomycin in 
aqueous solution had been applied to extensive denuded 
surfaces for at least one week. Evidence of systemic ab¬ 
sorption of neomycin was present in only two of these 
patients, and in both patients the level was less than 1 y 
per cubic centimeter of serum. Neomycin compresses ha 
been applied to both of these patients on a denuded sur¬ 
face covering about 20% of the body which resulted from 
second and third degree burns. 

BACTERIOLOGY 

As stated previously, bacterial cultures were done m 
almost all patients, and numerous repeat cultures wer 
done in many; the total number of cultures was appr 
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mately 450. Space does not permit a complete recapitu¬ 
lation of the results. In impetigo, impetiginized derma¬ 
titis, ecthyma, paronychia, furunculosis, and sty, the 
organisms which were isolated included hemolytic Staph, 
aureus, nonhemolytic Staph, aureus, hemolytic Strepto¬ 
coccus, nonhemolytic Streptococcus, hemolytic Staph, 
albus, nonhemolytic Staph, albus, Proteus group. Pseudo¬ 
monas group, Alcaligenes fecalis, Aerobacter aerogenes, 
and Escherichia coli. One or more types of staphylococci 
were isolated in approximately 80% of this group of pa¬ 
tients, and hemolytic Streptococcus was isolated in ap¬ 
proximately 30%, whereas Proteus and Pseudomonas 
were isolated in only 5%. 

In the group of patients with impetiginized eczema¬ 
tous dermatitis, the bacterial flora was quite similar ex¬ 
cept that hemolytic Streptococcus, Proteus, and Pseudo¬ 
monas were isolated in a slightly higher percentage of 
patients. Hemolytic Staph, aureus was the causative 
organism in all patients with paronychia except one; 
hemolytic Streptococcus was isolated in this one patient, 
and the lesion did not satisfactorily respond to therapy 
with neomycin ointment. 

TxauB 2.—Jn Vitro Sensitivity Tests—Hemolytic 
Staphylococcus Aureus* 

More 

0.4 or 2 or r> or 10 or 2.i or 00 or Than 
Less Less Less Less Less Less 04) 


Neoinycln. 03 7I 74 0 0 0 0 

Auteoinycln. 35 53 54 02 04 00 — 

Terrnmycin. 30 40 49 .50 .59 OO 3 

Chlornmphenlcol. 0 24 55 50 01 04 0 

Pcnleillln. 48 0 o 0 0 0 0 

Baeitraein. 0 2 2 23 40 41 0 


* Sensitivity exiiressed lu mlcroBrnuia of ontihlotic tier cuhlc centimeter. 
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definite conclusion, but, in general, neomycin seems to be more 
effective in this group of infections than other available 
antibiotics. 

IN VITRO SENSITIVITY TESTS 
In vitro sensitivity tests to neomycin, using the stand¬ 
ard multiple-tube method, were done for 74 strains of 
hemolytic Staph, aureus, 27 strains of hemolytic Staph. 

Table 3. —hi Vitro Sensitivity Tests—Hemolytic 
Staphylococcus A Ibus* 

More 

0,4 or 2 or n or 30 or 25 or 50 or Tlinn 
Less Less Less Less 50 


Neomycin. 27 0 0 0 n 0 0 

Auvcoiuycin. 0 S 4 0 0 0 0 

Terr«mydn. 0 2 3 3 4 0 0 

Chlommohenicol. 0 2 3 3 3 4 0 

Penicniia..,.. 0 0 0 0 0 0 0 

Racitrudn. 0 0 0 0 0 0 0 


* Sen-^ltivity expres.«pd In mierognnns of antiitlotic per cubic centimeter. 

Table 4.— In Vitro Sensitivity Tests—Streptococcus 
Hemolyticiis'^ 

More 

0.4 or 2 or 5 or 10 or 25 or 50 or Than 

Less Le.ss Less Less Less Less 50 


SeomycSn. 3 0 19 3T 42 43 0 

Auteomycin. 8 12 14 14 17 0 0 

Terramycln. 13 16 25 SO 31 32 0 

Chloramphenicol. 5 U 23 24 25 0 0 

PenlciUln. 15 17 0 0 0 0 0 

Bacitracin. C 12 13 0 0 0 0 


* Sensitirity expressed in microgrnms of antibiotic per cubic centimeter. 

albus, 43 strains of hemolytic Streptococcus, 13 strains 
of Pseudomonas, and 20 strains of Proteus. The results 
of these tests are recorded in Tables 2, 3, 4, 5, and 6. In 


Analysis of out results with neomycin therapy in cor¬ 
relation with the cultural findings makes it possible to 
make the following statements: 


1. If any type of Staphylococcus is the predominant organism 
which is found on culture of the lesion, and if bacterial infection 
is the important factor, one may expect a prompt, completely 
satisfactory response following the local application of neomycin. 

2. If hemolytic Streptococcus is the predominant causative 
organism, the results with neomycin therapy are less predictable 
and, in general, less favorable than those in infections due to 
staphylococci. The seven patients with impetigo, impetiginized 
dermatitis, ecthyma, and paronychia, who did not have a com¬ 
pletely satisfactory course following neomycin therapy, had 
infections which were due to hemolytic Streptococcus. On the 
other hand, 38 other patients in this group with infections due 
to hernolytic Streptococcus had an entirely satisfactory response 
following neomycin therapy. It is more difficult to correlate the 
therapeutic results with the cultural findings in the case of pa¬ 
tients with impetiginized atopic dermatitis and eczematous der- 
nwliljs due to hemolytic Streptococcus. Neomycin was more 
effective than other antibiotics used previously in many of our 
patients with impetiginized eczematous dermatitis, but the re¬ 
verse was true in other patients. In this group of patients in 
particular, in vitro sensitivity tests of the predominant bacterial 
organisms to the available antibiotics are absolutely essential for 
sdcction of the therapeutic agent which is apt to be more 
effective. 


3. Our results indicate quite clearly that neomycin is fl 
lotic o choice (we have had no experience with poly 

for the treatment of patients with infections due 
Eseudomonns and Proteus groups. 

4. Our c.xperience with infections due to Alcaligenes 
Aerobacter .acrogencs, and Esch. coli is too limited f 


Table 5. —In Vitro Sensitivity Tests — Pseudomonas^ 

More 

0.4 or 2 or 5 or 10 or , 25 or 50 or Thao 
Less Loss Less I.ess Less Less 50 


XeouiyciD,...^.. 0 4 S 13 n o 0 

Aureomrein. 0 0 0 2 8 9 1 

Terraniycin. 0 0 4 5 7 0 0 

L’liloriimphcnicol. 0 0 0 0 ,5 7 o 

Penicillin. 0,0 0 0 0 0 4 

Bneitrncin. 0 0 0 0 0 U 5 


* Sensitivity expre.sseil in niteroBrnms of antibiotic per cubic centimeter. 


Table 6 .— In Vitro Sensitivity Tests—Bacillus Proteus* 


0.4 or 2 or B or 10 or 2.5 or 50 or Than 

I.ess Less Less Less l^es.s Less so 


Xeomyein. 0 1 13 17 19 20 0 

.iurcomycin. 0 0 o 0 0 1 7 

Terramycln. 0 0 0 0 0 1 c 

Chloramphenieul. 0 0 1 0 7 0 0 

Penicillin. 0 1 2 0 0 u 0 

Bacitracin. 0 0 0 0 0 0 5 


* Sensitivity cxprcsseit in microt'rams of antibiotic |icr cubic ecntlnietcr. 

addition, in vitro sensitivity tests to aureomycin, terra-! 
mycin, chloramphenicol (Chloromycetin*), penicillin,’ 
and bacitracin were done in a smaller group of cases, 
and they are available in the tables for comparative pur-, 
poses. ! 

These results are self-explanatory. They indicate quite' 
clearly that in this regard, neomycin is superior to the 
other antibiotics which were tested except for hemolytic 
Streptococci. The sensitivity tests indicated that hemolytic 
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Streptococci isolated from patients with cutaneous pyo¬ 
genic infections were more sensitive to bacitracin, aureo- 
mycin, terramycin, and chloramphenicol than to neo¬ 
mycin. 

These studies are in accord with those which have been 
reported by other observers in that neomycin in vitro 
is bactericidal for a wide variety of both gram-negative 
and gram-positive organisms. 

Residual bacterial counts, using the technique of 
Spicer,were done in many of these in vitro sensitivity 
tests. In this regard, the difference between neomycin 
and the other antibiotics which were tested was striking. 
In the case of neomycin, the residual .counts were almost 
always zero or only a few organisms; in contrast, the 
residual counts which were recorded with aureomycin, 
terramycin, chloramphenicol, and bacitracin were seldom 
recorded as zero, and in most cases they were very high. 

On the basis of our laboratory work, it seems justi¬ 
fiable to conclude that except in hemolytic Streptococ¬ 
cus infections, neomycin is the antibiotic of choice now 
available if one considers only the in vitro sensitivity tests 
of bacterial organisms isolated from a representative 
group of pyogenic cutaneous infections; furthermore, 
more than 50% of the strains of hemolytic strepticocci 
were sensitive to neomycin in a concentration within the 
therapeutic range. 

COMMENT 

In the past two years, in addition to the continued use 
of penicillin parenterally in selected cases, our experience 
with other antibiotics in the treatment of pyogenic 
cutaneous diseases includes the use of bacitracin oint¬ 
ment, aureomycin ointment, chloramphenicol, aureomy¬ 
cin, and terramycin. We are in agreement with the numer¬ 
ous investigators who have reported on the efficacy of 
.pacitracin ointment and aureomycin ointment in the 
'dtment of pyogenic cutaneous infections. These prepa- 
ions effect prompt clinical cure in a high percentage 
jf pyogenic cutaneous infections, especially impetigo and 
impetiginized dermatitis. However, in addition to its 
therapeutic effectiveness, the choice of an antibiotic for 
topical treatment depends on factors such as patient ac¬ 
ceptance, stability, and especially its sensitizing and/or 
irritant properties. In this regard, neomycin has certain 
advantages which are of practical importance. It is un¬ 
usually stable, freely soluble in water, colorless, and thus 
far the incidence of sensitization reactions which has been 
recorded is extremely low. In experiments which will be 
reported later, we have found neomycin to be unusually 
nontoxic for epithelial cells growing in tissue culture. In 
comparison, aureomycin, terramycin, chloramphenicol, 
and bacitracin are more toxic for epithelial cells in tissue 
culture. 

The fact that we have observed seven patients in whom 
localized cutaneous moniliasis developed at the site of 
application seems significant and of practical impor- 


10. Waksman and Lechevalier.^ Footnote 2. 

11. Spicer, S.; Bacteriologic Studies of tne Newer Antibiotics: Effect of 
Combined Drugs on Microorganisms, J. Lab. & Clin. Med. 36: 183 (Aug.) 
1950. 

12. Miller, J. L.; Slatkin, M. H., and Johnson, B. A.: Evaluation of 
Bacitracin in Local Treatment of Pyogenic Infections, Arch. Dermat. & 
Syph. GO: 106 (July) 1949. Sawicky, H. H.; Pascher, F.; Frank, L., and 
Rosenberg, B.: Therapeutic Assays of Skin and Cancer Unit of New York 
University Hospital: Aureomycin Hydrochloride Ointment, J. Invest. 
Dermat. 15:339 (Oct.) 1950. 


-J.A.M.A., Feb, 2, 19J2 

tance. In the first place, neomycin should not be mn 
locally if the diagnosis of cutaneous moniliasis is su 
pected. Secondly, if a cutaneous lesion improves initiniiv 
following the application of neomycin and then snoii 
taneously becomes exacerbated, one must consider th> ■ 
possibility of a complicating monilial infection. It is prob 
able that this sequence of events occurs only with pro 
longed use of the antibiotic. We have the impression thai 
it is more apt to occur as a complication of neomvein ' 
therapy only because neomycin is more effective in ster¬ 
ilizing the area which is under treatment. Experiments 
involving the incorporation of neomycin in funeus cub 
ture medium do not indicate that neomycin enhances 
the growth of fungi. . 

We have observed patients.with impetiginized eczema¬ 
tous dermatitis in .whom hemolytic Streptococcus has 
been isolated who have responded more favorably to neo- 
mycin than to other antibiotics. However, we-are of the 
opinion that neomycin is less effective in the majority of 
acute noneczematized cutaneous hemolytic Streptococcal 
infections than are bacitracin, ointment and aureomycin j 
ointment, particularly the latter. • i 

If one considers the entire bacterial flora present in 
the case of cutaneous pyogenic infections,, neomycin 
seems to have a distinct advantage over other available 
antibiotics because it is also effective against gram¬ 
negative bacilli, and it is unusually effective for almost 
all strains of staphylococci. 

One year’s experience with any new therapeutic agent 
should be considered as a preliminary evaluation because 
it is well known that the incidence of sensitization reac¬ 
tions tends to increase as more experience with (he 
therapeutic agent is accumulated. However, we are im¬ 
pressed with the fact that we encountered no sensitiza¬ 
tion reactions in the 63 patients who had impetiginized 
eczematous dermatitis. It is in this group that one expects i 
to see sensitization reactions. The average duration of 
the disease in these 63 patients was 11 months, and one 
or more antibiotics had been used'previously in 37 o! 
these patients; 10 patients had been found to be sensi¬ 
tive to one or more other antibiotics. The average dura- ^ 
tion of therapy was 26 days in the patients with impeti¬ 
ginized eczematous dermatitis, which should be.sufTicienl 
time for sensitization to develop. Furthermore, over a 
period of several months, repeated courses of topical 
neomycin therapy were adrhinistered in 12 of these 
patients. ' ' • ! 

It seems obvious that it would be desirable to incor¬ 
porate another antibiotic with neomycin in an eflort to 
improve its antibacterial range with respect to hemolytic 
Streptococcus. Furthermore, it might be well to combine 
neomycin and a fungicide in order to prevent the devel¬ 
opment of localized cutaneous moniliasis which seems to 
occur on prolonged topical application of the antibiotic. 
Work is in progress along these lines. 

SUMMARY AND CONCLUSIONS 

1. Our experience with the topical use of neomycin m 
the treatment of cutaneous pyogenic infections is f-' 
ported; a total of 264 patients is included in this senes. 

2. Our results indicate that the preferable methods 
of local application of the antibiotic include an 
containing 5 mg. per gram in a petrolatum-lanolm 
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(“mvciauent”) and an aqueous solution o£ neomycin 
sulfate containing 1 to 5 mg. per cubic centimeter, used 
as a compress, soak, or as ear drops. 

3. In vitro sensitivity tests reveal that neomycin hp an 
unusually wide antibacterial range, including practically 
all of the bacterial organisms which are encountered in 
skin infections. 

4. The in vitro tests indicated that neomycm is supe¬ 
rior to the other antibiotics which were tested in respect 
to hemolytic Staphylococcus aureus, hemolytic Staph, 
albus, Pseudomonas, and Proteus, but its in vitro activity 
in regard to hemolytic Streptococcus is exceeded by baci¬ 
tracin, aureomycin, terramycin, and chloramphenicol. 

5. Excellent results with the topical application of 
neomycin were recorded in 88 of 95 patients with im¬ 
petigo, impetiginized dermatitis, ecthyma, paronychia, 
and furunculosis. 

6. Neomycin is an effective therapeutic agent for the 
treatment of the bacterial factor in a significant percent¬ 
age of patients with impetiginized eczematous dermatitis. 

7. The results which were obtained in a small series of 
patients with otitis externa were particularly impressive. 

8. Localized cutaneous moniliasis developed in seven 
patients after prolonged local application of neomycin. 
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This complication cleared up promptly after neomycin 
therapy was discontinued. The significance of this se¬ 
quence of events is discussed. 

9. No sensitization and/or primary irritant reactions 
to neomycin were noted in this series of patients, unless 
it is assumed that some of the patients in whom localized 
cutaneous moniliasis developed actually had a sensitiza¬ 
tion reaction; all patch tests were negative. 

10. The modern treatment of cutaneous pyogenic 
infections depends on the identification of the causative 
organisms with in vitro sensitivity tests of the bacterial 
organisms to the antibiotics that are available in order 
that the therapeutic agent of choice for the specific pa¬ 
tient can be selected. 

11. The topical use of neomycin seems to be a most 
important addition to our therapeutic armamentarium. 
On the basis of our experience to date, we feel that it is 
probably the local treatment of choice in the management 
of cutaneous pyogenic infections except in the case of 
some infections due to hemolytic Streptococcus. How¬ 
ever, additional experience must be accumulated before 
determining its final place in our therapeutic armamen¬ 
tarium. 

927 Strand St. 


USE OF NEOMYCIN IN DERMATOLOGY 

Roy L. Kile, M.D., Evelyn M. Rockwell, M.D. 
and 

Jan Schwarz, M.D., Cincinnati 


Neomycin, an antibiotic derived from Streptomyces 
fradiae, was discovered by Waksman and his co-work¬ 
ers in 1949.^ It differs chemically and biologically from 
streptomycin and streptothricin.- 
Studies on the spectra of bacteria affected by neomycin 
reveal the drug to be bactericidal in vitro ^ against a wide 
variety of gram-negative and gram-positive organisms,' 
including some that are streptomycin-resistant. Resist¬ 
ance to neomycin develops in the same pattern as re¬ 
sistance to penicillin." Thus resistant strains are less apt 
to develop to neomycin than to streptomycin. There are 
indications, however, that resistance to neomycin may 
develop in Bacillus proteus, in B. pyocyaneus, and in 
some hemolytic streptococci. 

Early in vivo studies showed neomycin to be rela¬ 
tively nontoxic." It may, however, cause kidney and 
eighth cranial nerve damage," particularly when kidney 
function is impaired. It is the purpose of this study to 
evaluate neomycin in dermatological therapy, observing 
its sensitizing capacity as well as its therapeutic effec¬ 
tiveness. 

A preliminary report on the topical use of neomycin 
ointments has been published.* 

MATERIALS AND TECHNIQUE 

The ointments used in this study contained 5 mg. 
(1,000 units) of neomycin (supplied by the Upjohn 
Company, Kalamazoo, Mich.) per gram. Two ointment 
bases were used: one, water-miscible; the other, greasy. 
The latter was a mineral oil, wool fat, and petrolatum 


mixture. Since neomycin is a relatively stable material, 
the preparations were stored at room temperature. 

A variety of dermatoses was included in this study, but 
primary or secondary infection was the main reason for 
using neomycin. Appraisal of results was based on the 
response of these infections to treatment. 


From the Department of Dermatology. College of Medicine, University 
of Cincinnati. 

Drs. A. L. Welsh and G. D, McAfee aided in observing some of the 
patients in this study. 

Read before the Section on Dermatology and Syphilology at the One 
Hundredth Annual Session of the American Medical Association. Atlantic 
City, June 14, 1951. 
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The large group termed “prophylaxis” were patients 
on whom physical agents such as irradiation, freezing, or 
fulguration were used, and on whom the ointments were 
employed to prevent infection, or for lubrication. These 
studies are of value only for assessing possible irritation. 

Patients with stasis ulcers, and atopic or seborrheic 
dermatitis are considered separately, although in most in¬ 
stances the results of therapy are based on the progress 
of a concomitant secondary infection. This was done par¬ 
ticularly to observe a group in which sensitization is 
known to occur. 


J.A.M.A., Fell. 2, 

Intramuscularly administered neomycin was nii- 
another group of patients. Varying dosase schc^y “ 
were used. With one exception, 0.5 gm. (100,000 uni-t 
was given once or twice daily. In an attempt to avoid iV 
untoward reactions reported by others, administration df 
neomycin was not continued longer than seven davs V 
patients with evidence of impaired kidney function wc 
given intramuscular neomycin therapy. 

Cultures from lesions were taken before therapy in 
151 patients, with as many follow-up cultures taken as 
possible. These were taken as swabs from beneath crusts 


Table 1.— Clinical Cases Treated with Topical Neomycin 


Diagnosis 

Otitis externa. 

Pustules . 

Inlectious eczematoiil dennatitis. 

Conjunctivitis . 

Folliculitis . 

Herpes simplex. 

Impetigo ... 

Secondary pyogenic infection. 

Blepharitis marginalia. 

HidraUenitis suppurativa. 

Granuloma (nonspecific). 

Acne varioliformis. 

Perlfeche . 

Fissures . 

Prophylaxis } . 

Stasis ulcers. 

Burns . 

Furuncles . 

Infected sebaceous cysts. 

Dermatitis repens. 

Paronychia . 

-Acne excoriee. 

Kerion . 

Seborrheic dermatitis. 

:cthyma . 

eo.sis . 

iseeilaneous: x-ray burn, acne kcloidaiis, 

coliuiitis, sty. 

Secondarily infected atopic dermatitis.. 

Total..-. 


Results 

Preparation Used , -*- 


No. of 
Piitients 

Water- 

miscible 

Base 

Greasy 

Base 

-A_ 

Oph¬ 

thalmic 

\ 

Wet 

Dressing 

Marked 
Im¬ 
prove¬ 
ment * 

Im¬ 
prove¬ 
ment f 

Same 

Worse 

Reactions 

12 

3 

9 

1 

. , 

1 

7 

4 



15 

3 

11 

1 


1 

14 




81 

2G 

G1 

2 

2 

33 

35 

14 

2 

1 doiil)tful renefion 

G 

•• 

•• 

G 


.. 

5 

.. 

1 

1 patient irrltiileil-patch 

"7 

23 

51 

2 


2G 

15 

G 


tests negative 

IG 

2 

15 

2 


2 

14 

, , 



102 

11 

91 

2 

.. 

81 

IG 

0 

3 

2 patients seemed Irrltutcd- 

100 

11 

87 

3 

1 

54 

42 

2 

2 

patch test negative 

2 patients seemed Irrltnlcd- 

21 

.. 

1 

23 



21 

2 

1 

patch test,negative 

3 

2 

2 


., 

,, 

2 


1 

1 patient sensitive to non- 

9 

2 

7 




9 



mycin—positive iiatcli iwl 

3 

3 

2 

.. 


.. 

3 

., 



10 

3 

G 

2 


3 

1 

3 

, 

1 patient treated 5 lao., Itn’n 

51 

7 

11 

r» 

1 

8 

10 

3 


seemed irritated 

70 

10 

35 

2G 

,, 

. . 

. , 

, , 



‘>9 

12 

9 


5 

2 

15 

2 

3 

1 Irritation from wet dre.^s- 

7 

1 

C 



2 

5 



ing.s—patch test ncgatlvo 

21 

2 

20 

, 


2 

18 

1 



11 

5 

8 

3 

», 

1 

13 

.. 



4 

, , 

1 

. , 


1 

3 

«. 



12 

2 

11 


,, 


12 




10 

4 

0 


1 

3 

0 

1 



0 


5 

. 



5 

.. 



9 

3 

(i 

1 

1 

2 

G 

1 



8 

1 

7 

, , 


G 

2 




9 

5 

5 

•• 

•• 

1 

7 

•• 

1 


10 

1 

9 


.. 


4 

G 



9 

1 

S 


2 

4 

4 

1 



_ 


_ 







— • 

722 




•• 

233 

3.57 

48 

14 

9 


* Marked improvement = infection clear in less than one week. 

t Improvement = infection clear or bettor in two or tluec weeks. . . 

t Given to assess irritation in patients treated with physical agents such as irradiation, freezing, or fulguration. 


Another series of patients was treated with wet com¬ 
presses using a solution containing 1 mg. (200 units) 
neomycin per cubic centimeter. In many instances wet 
boric acid packs were used on similarly involved areas 
of the same patient for comparison. 




5. Waisbren, B. A., and Spink, W. W.: A Clinical Appraisal of Neo¬ 
mycin, Ann, Int. Med. 33: 1099 (Nov.) 1950. 

6. Duncan et al.'"' Waksman et al.^'' (n) Waksman, S. A.: Streptomycin 
and Neomycin; An Antibiotic Approach to Tuberculosis, Brit. M. J. 
^•.595 (Sept, t)j 1950. (ft) Waksman, S. A.; Frankel, I., and Graessie, O.i 
In Vivo Activity of Neomycin, J. Bact. 58:229 (Aug.) 1949. 

el al.u Waksman et al.'"’ (a) Karlson, A. G.; Gainer, 
L H., and Feldman, w. H.: Neomycin in Experimental Tuberculosis of 
Guinea Pigs, Dis. Chest. 17: 493 (May) 1950. (ft) Carr, D. T.; Brown, 
1 ' A Pfucue, K. H.; Occurrence of Deafness in Neomycin Therapy, 

Ana w (Sept. 2 ) 1950. (f) Karlson, A. G.; Gainer, J. H., 

a oi Neomycin on Tuberculosis in Guinea Pigs 

345Tubercle Bacilli, Am. Rev. Tuberc. 

Neoinvein’. McAfee, G. D.; Topical Use of 

Ntomycin. 1 rchmmary Report, Arch. Dermat. & Syph. 63:911 (Dec.) 


or from incised pustules after careful cleansing of the 
skin. Cultures from ulcers, taken as swabs from the ulcer¬ 
ated area and where possible below the surface, «cfi’ 
less satisfactory. 

Provocative patch tests with the ointment and In- 
water-miscible base containing 5 mg. neomycin per gra® 
were carried out on an additional 124 persons. The st-- 
ond application was made 14 days after the first, an 
one positive reaction to the water-miscibie base con^ 
taining neomycin was observed. Patch tests with 
gm. neomycin per 5 cc. sterile saline, the vvafer-misc) i- 
base alone, and the water-miscible base containing nco 
mycin were repeated on the patient in whom this rcac^ 
tion occurred. The latter two samples 
reactions. Apparently this was a case of sensitivity to 
water-miscible base rather than to neomycin, since t 
was no reaction to the neomycin in sterile saline solu i 
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RESULTS 

Table 1 gives the results obtained by topical applica¬ 
tion of neomycin to 722 patients. Responses were, for the 
most part, very satisfactory. Many patients used the 
preparations for a time, discontinued therapy, and then 
resumed it for the same or another condition. The lack 
of skin reactions in these patients further emphasizes the 
low sensitizing capacity of neomycin. 

Our early experience with neomycin indicated that the 
greasy base produced a more rapid effect than the water- 
miscible base. Therefore, the former was used in most 
cases. On some patients neomycin was used first in the 
water-miscible base, and later in the greasy base, with 
apparently better results with the latter preparation. 

Healing proceeded satisfactorily during the use of thep 
preparations. The wet compresses containing neomycin 
were far more effective than the control (usually boric 
acid dressings). 


Table 2. —Clinical Cases Treated with Intramuscular 
Neomycin 

Results 


No, ol 

Diagnosis Patients 

SecoDflarlly Infected 1 
contact dermatitis 

Secondarily infected C 
fungus infection 


Secondarily infected 3 
stasis ulcer 


Furunculosis 


Paronychia . 


Infectious eczema* 
fold dermatitis 


0.5 gm. neomycin f.M. 
dally for 0 days, IV.D. 

I.M. neomycin, W.D. lo 
4 patients, neomycin 
ointment in 2 patients 

I.M. neomycin, ^V.D., 
neomycin ointment in 
1 patient 

0.5 gm. neomycin I.M. 
dally for 3 days 

0.5 gm. noomycio I.M. 
daily for 4 days 

I.M. neomycin, neomy¬ 
cin ointment locally 
In 3 patients 

I.M. neomycin. 


Total. 23 


I.M. = intrnmusculnr ndministrotion, 

IV.D. = ivet dressings containing 1 mg. ncomj’cin per cubic contlmclcr. 
Marked improvement = Infection clear in less than one week. 
Improvement = infection clear or better in two to three weeks. 

No reactions were noted in this .eoric.s. Intramuscularly administered 
neomycin was never u.^cd for more than 7 days. 


Most of the cases of pyogenic skin infections showed 
definite improvement in two to five days. Figure 1 shows 
the arms of a 6-year-old girl with infectious eczematoid 
dermatitis before therapy and five days later. Therapy 
during the first three days consisted of intramuscularly 
administered neomycin twice daily and neomycin wet 
dressings; thereafter neomycin ointment was applied 
three times a day. 

Figure 2 shows the side view of a 13-year-old Negro 
girl with secondarily infected seborrheic dermatitis and 
the same girl after seven days of therapy. This consisted 
of neomycin wet dressings applied to the ears 12 hours 
a day for three days, neomycin ointment, and daily 
sliampoos. 

The ointments caused irritation on several patients on 
whom patch tests were negative. These reactions are 
difficult to interpret. The greasy ointment base seemed 
better tolerated than the water-miscible one in most in- 
Manccs. Only one proved case of sensitivity was observed. 
1 Ins woman, who had hidradenitis suppurativa, reacted 


to both ointments. She had a positive patch test reaction 
to both, as well as a focal flare of the dermatitis that had 
been present in her axillae, as the patch tests became 
positive. 

The ophthalmic ointment was satisfactory. No case 
of irritation from its use was observed. Only occasionally 



Fig. 1.—Infectious eczematoid dermatitis before and five days afier 
topical and parenteral neomycin therapy. 

did a patient experience burning on the eyelids or in the 
eyes, but it was never necessary to discontinue the medi¬ 
cation because of this. 

Table 2 illustrates the results of therapy with intra¬ 
muscularly administered neomycin with or without topi¬ 
cal therapy. No undesirable reactions were noted in these 
23 patients. 

Among the failures with this therapy were two chil¬ 
dren in the same family who first had a hemolytic 
staphylococcic infection and then in whom, while using 



Fig. 2. Seborrheic dermatitis with marked secondary infection A, before 
therapy and B, seven days after topical.therapy with neomycin ointment. 

neomycin ointment, a hemolytic streptococcic infection * 
developed which subsequently cleared with use of penicil- ' 
lin ointment. Two cases of Bacillus pyocyaneus (Pseudo¬ 
monas aeruginosa) infection resistant to neomycin in 
vitro as well as in vivo developed while neomycin was 
being used topically. Duncan, Clancy, Wolgamot, and 
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Beidleman state that B. proteus and B. pyocyaneus 
exhibit properties suggesting potential development of 
resistance to neomycin. 

BACTERIOLOGY 

Of the more than 300 cultures taken, 44 were sterile 
and 30 were contaminated. For final evaluation, cultures 
from 151 patients were available. Swabs taken as pre¬ 
viously described were incubated overnight in heart- 
brain infusion and were subcultured on blood agar. Most 
cultures showed hemolytic Staphylococcus aureus. Gela¬ 
tin liquefaction and plasma coagulation were tested 
routinely on these cultures. The hemolytic streptococci 


Table 3.— Inhibition of Staphylococci in Relation to 
Biological Factors 


Size of Inhibition * 

Less than 15 mm. 

15 to 18 mm. 

19 mm. or over. 


Gelatin 
Liquefied; 
Coagulaso 
Present (%) 

4 

70 

2fi 


Gelatin 

Not Liquefied: 
Coagulase 
Present (%) 

4 

55 

41 


. Total of 50 cases Total of 70 cases 


* Paper disk method on agar plates. 


Table 4.— Correlation of Cultures with Clinical Results 


Results 

--- ^ — 

Marked Initial 

Im- Im- Im. 
prove- prove- prove- 

Culture ment ment ment Same 


Impetigo 

Staph.* . 

Staph.* and Strep.t... 
Strep.t . 


Infectious eczematoid 
dermatitis 

Staph.* . 

Staph.* and Strep.t... 
Strep.t . 


Infected insect bites 

Staph.* . 

Staph.* and Strep.+. 

Strep.t . 

"Y, iculitis, cellulitis, 

■ culosis 
r ' h.* . 


ted stasis ulcers 

taph.* . 

Staph.* and Pyocj'an.; 


Miscellaneous 
Staph.* .... 
Pyocyan.t , 


21 

2 

5 


10 

1 

1 

12 

1 

1 


12 

4 


10 


7 

2 

1 


5 


1 

2 


3 

2 

2 

3 


4 

1 


'i 

1 


2 




1 


Total 


80 28 7 0 


* Staph. = hemolytic Staphylococcus aureus, 
t Strep. = hemolytic Streptococcus. 
i Pyocyan. = Bacillus pyocyaneus. 


No 

Fol- 

Worse low-up Total 

7 87 

2 .. 0 

1 .. 7 


4 31 

.. 2 

1 

4 17 

3 
1 


1 1 17 

119 

3 

1 1 10 

1 

0 IS 151 


and B. pyocaneus (Ps. aeruginosa) cultures were not 
further subdivided. Sensitivity to neomycin was tested on 
all cultures with paper disks of constant diameter soaked 
in neomycin and afterwards dried. Photoprints were 
taken from each sensitivity test. 

All staphylococci were sensitive to neomycin, the 
diameter of inhibition being at least 14 mm. with the 
j disks soaked in aqueous solution containing 3 mg. neo- 
mycin per cubic centimeter. Control titration in broth 
1 showed that a diameter of ± 15 mm. corresponds to com- 
1 plete inhibition at a level of 0.05 mg. neomycin per cubic 
1 centimeter of medium. In 20 cases, hemolytic Staph. 

; aureus cultures were obtained one or more times after 
treatment as well as before treatment. There was no 
1' decreased sensitivity to neomycin if the normal variation 
of sensitivity studies is considered. 

There were, as expected, four groups in 128 cultures 
of hemolytic Staph, aureus; (1) gelatin liquefied, coagu- 


J.A.M.A., Feb. 2, 195; 

lase positive; (2) gelatin not liquefied, coagulase positive 
(3) gelatin liquefied, coagulase negative; (4) gelatin no 
liquefied, coagulase negative. Only five cultures wen 
coagulase negative. There was a definite difference hi 
tween the sensitivity' to neomycin in Groups 1 and'^' 
(Table 3). The average diameter of inhibition forGroui 
2 was larger and the incidence of diameter more than 1< 
mm. was 15% greater than for Group 1. There was 
however, no significant difference in the therapeiuii 
results with these two groups. 

Hemolytic streptococci cultures from 19 of 20 patient 
were inhibited by neomycin in vitro. B. pyocyaneus ciil 
tures from 10 of 12 patients were inhibited by neomycin 
Eight of these latter patients had urological diseases am 
are not included in this study. 

Table 4 shows the comparison of clinical results wit 
the cultures. In summary, marked improvement c 
improvement was obtained in 88% of 109 patients wit 
cultures of hemolytic Staph, aureus, and in 89% of 
patients with cultures of hemolytic streptococci. Whe 
cultures of both hemolytic Staph, aureus and hemolyti 
streptococci were obtained, improvement was noted i 
73% of 11 patients;-and when a culture of B. pyocyanen 
was obtained, improvement was noted in only 50% c 
four patients. With the exception of hemolytic Stapl 
aureus, the number of cultures is insufficient to perm 
conclusions that are statistically significant. The result; 
however, suggest that B. pyocyaneus or hemolytic strcf 
tococcic infection which develops during treatment of 
primary staphylococcic infection with neomycin may nc 
be benefited by neomycin therapy as much as a primar 
staphylococcic or streptococcic infection, 

COMMENT 

In our early studies with neomycin, we were impresse 
by its effectiveness and the relative absence of irritatio 
produced. Initial enthusiasm based on encouraging pre 
liminary experience with a new product is not alway 
justified, but added experience confirmed our origin: 
impressions. We recognized that many factors are in 
volved in the objective appraisal of a new agent for topi 
cal therapy, and that adequate controls are not alway 
easy to establish. However, enough comparative ev 
dence is available to convince us of the therapeuti 
efficacy of this drug. In several instances, neomyci 
preparations were used satisfactorily on patients wh 
were sensitive to other antibiotics, including aureomycii 
bacitracin, and penicillin. 

There was only one instance of definite sensitivity J 
neomycin in a total of 869 cases (including those i 
which the provocative patch tests were given), indicatir 
that neomycin has a low sensitizing index. Sensitizatio 
to the bases was noted more often than sensitization I 
neomycin. Irritation during treatment with the prepar: 
tions, however, is difficult to interpret. In the group ( 
nine patients showing irritation, there may have bee 
more than one individual who was sensitive to neomycn 
but this was not substantiated by patch tests. 

Patients with atopic dermatitis, stasis dermatitis, an 
seborrheic dermatitis were surprisingly tolerant to t 
preparations. It is felt that the skin of these patients 
relatively easily sensitized and affords a good basis ( 
a test of the possible sensitizing properties of a new druj 
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SUMMARY AND' CONCLUSIONS 

1. Neomycin is a valuable antibiotic for topical ther- 

apy. ■ .... 

2. In a series of 675 patients witVi sWn infections, 
neomycin was more effective for most sKin infections than 
other topical agents we have used. 
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3. Some patients with hemolytic streptococcic and 
pyocyanic infections did not respond satisfactorily to 
neomycin. 

4. The sensitizing index of neomycin is very low, so 
that it may be used generally without fear of reactions. 

2508 Auburn Ave. 


NEPHROSTOMY DRAINAGE AND SPLINTING OF URETER IN 
ROUTINE KIDNEY SURGERY 

H. Haynes Baird, M.D. 
and 

Hamilton W. McKay, M.D., Charlotte, N. C. 


There has been very little written on nephrostomy 
drainage and splinting of the ureter in routine kidney 
surgery except in connection with pyeloplasties and re¬ 
vision of the ureteropelvic junction. However, we believe 
that by applying the following two fundamental surgical 
principles, nephrostomy drainage and a ureteral splint 
will be more frequently used; 1, An infected kidney 
should be adequately drained. 2. Ureteral peristalsis is 
dependent on a histologically normal intact ureter and 
fluid within the lumen. 

If one goes back many years prior to the advent of 
chemotherapy and antibiotics, one finds that it was not an 
infrequent occurrence for a urologist to do a nephrostomy 
or a pyeiostomy in cases of severe pyelonephritis of preg¬ 
nancy. For a long period of time nothing of importance 
was done about nephrostomy drainage until the advent 
of plastic surgery on the pelvis of the kidney and upper 
part of the ureter. In this paper we are advocating a more 
liberal use of nephrostomy drainage and splinting of the 
ureter, based on the preceding two principles, as an ad¬ 
junct to the armamentarium in obtaining better results in 
less time and with fewer complications. 

This paper is primarily concerned with the use of a 
nephrostomy drainage combined with ureteral splinting 
in routine kidney surgery—to be specific, in surgery for 
the various types of renal calculi, especially when the 
stones are multiple, and for stag-horn calculi. 

Many of these conditions are complicated by some 
type of obstruction at the ureteropelvic junction. The 
various methods for relief of ureteropelvic obstruction 
have been extensively written about and well illustrated 
in excellent articles in recent years; therefore, we do not 
wish to dwell on this phase of plastic surgery of the kidney 
and upper part of the ureter. 

Wc have used various sizes of the Mclver nephrostomy 
tube with an attached ureteral splint, and, in our opinion, 
this drainage tube and splint is simply constructed and 
easy to introduce. However, certain objections have been 
raised to its use. One very well-known writer on plastic 
surgery of the kidney has stated that the Mclver tube is 
unsatisfactory because in his hands the splinting portion 
of the drainage tube will not stay down the ureter bm 
works back up into the kidney pelvis. This has not been 
our experience, based on postoperative x-rays. Another 
objection to the use of this type of nephrostomy drainage 
IS that the portion of the tube which drains the kidney is 


connected with the splint, and when the nephrostomy 
drainage is removed, the ureteral splinting ceases. If pro¬ 
longed ureteral splinting is indicated, some other form of 
nephrostomy drainage is indicated. There might-be an 
objection raised to nephrostomy drainage with splinting 
in ordinary kidney surgery on account of the small open¬ 
ing made in the kidney parenchyma for the exit of the 
nephrostomy tube. Of course, this results in localized 
fibrosis with a minimum amount of kidney damage at the 
point of exit of the tube. 

It is our belief that the previous objections are minimal 
as compared to certain advantages which will be listed 
and illustrated with case reports. Since urine is a powerful 
irritant to all tissues, if it is drained through a nephros¬ 
tomy tube and not allowed to fill the renal fossa the post¬ 
operative course should be smoother and any subsequent 
surgery should be easier because of tbe decreased arriount 
of fibrosis. 

In removing stag-horn calculi or multiple calculi, a 
small fragment of stone or particles of sand are very apt 
to be left behind, even though an x-ray is made at the 
operating table. In such cases these particles are more 
likely to pass down the ureter if a Mclver tube has been 
used (after its removal), since the opening in the kidney 
pelvis would be closed and the ureter dilated as a result 
of the ureteral splint. These small particles, by clumping 
together, account for the high incidence of stone recur¬ 
rences in many cases. During the past three years we have 
used the Mclver nephrostomy tube in 37 consecutive 
cases of renal stones without a recurrence; in 26 cases 
it has been 18 months or longer since operation and 
in 11, between 6 and 18 months. We do not intend 
to imply that this is the answer to stone recurrence, but 
these results are given as a clinical observation. 

Case 1. — R. C., a white woman, 25, was admitted to the hos¬ 
pital with a history of painless gross hematuria intermittently for 
three weeks. The genera! physical examination findings were non¬ 
contributory, and the urological examination revealed a stag¬ 
horn calculus in the left kidney (Fig. 1) with a ureteropelvic ob¬ 
struction and a Grade 2 caliectasis. The blood determinations 
were normal, including a blood calcium and an inorganic phos¬ 
phorus determination. The urine contained many white and red 
blood cells. A urine culture from the right kidney was negative, 
and a culture from the left was positive for gamma streptococci. 


Read before ilie Section on Urology at the One Hundredth Annual 
Session of the American Medical Association, Atlantic City, June 13, 1951, 
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At operation the ureteropelvic obstruction was found to be 
due to extrinsic causes and was easily corrected, and since there 
was a large renal pelvis, the stone was removed in toto through 
the pelvis. The interior of the kidney was palpated for any par¬ 
ticles of stones, and none were found. A portable x-ray made at 
the operating room table failed to reveal any stones, so a Mclver 
nephrostomy tube was used and the incision in the renal pelvis 
was closed with-interrupted No. 0000 chromic surgical suture. 



Fig. 1.— (A) Kidney, ureter, and bladder x-ray showing a stag-horn stone 
to the left kidney which fills the renal pelvis. (B) Urogram which reveal* 
t ureteropelvic obstruction and caliectasis. 



Pig. 2.—(.1) Kidney, ureter, and bladder x-ray which shows innumerable 
small stones in the right kidney (B) Retrograde pyelogram made by 
1 Injecting through the Mclver nephrostomy tube 12 days postoperatively. 

1 The postoperative course was uneventful, and the Mclver 
i i tube was removed on the seventh day. Some urine drained 
t ‘ through the loin incision for six hours. The patient was dis- 
1 charged nine days after operation. Fourteen days after operation 
i '■ she had severe left renal colic for three hours, followed by the 
> passage of a small stone. 


J.A.M.A., Feb. 2, 1952 

Obviously the small stone which was passed after tlu 
patient went home had been left in the kidney at the tim-’ 
of operation. If a nephrostomy tube with a ureteral splim 
had not been used, the stone could have dropped in the 
ureter soon after operation, thereby causing considerable 
trouble, inasmuch as there would have been little or no 
expulsive force. 

Case 2.—J. C., a white man, 33, was admitted to the hospital 
with severe kidney colic on the right side and a temperature of 
105 F. The patient gave a history of perinephric abscess drained 
on the left side. General physical examination revealed an 
acutely ill, poorly nourished man. Urological examination re¬ 
vealed a Grade 4 hydronephrosis and over 100 small stones 
in the right kidney; the left kidney parenchyma was completely 
destroyed by hydronephrosis. 

Laboratory Studies; The red blood cell count was 4,000,000, 
with 12 gm. of hemoglobin, and the white blood cell count was 
15,000, with a shift to the left on the differential. The nonpro¬ 
tein nitrogen was 38 mg. per 100 cc. A urine culture revealed 
Bacterium coli. Blood calcium and inorganic phosphorus values 
were normal. 





' >■ ‘ ^ '■ 



Fig. 3.—A portable x-ray made at the operating table after removal o( 
the Slones. 


For seven days the patient was treated with streptomycin and 
i ureteral catheter to the right kidney; the first three days the 
emperature continued to spike between 103 and 107 F and then 
eturned to 100 F for the next four days. The right kidney was 
hen explored, and a Grade 4 hydropelvis was found, with a high 
nsertion of the ureter which produced almost complete obstruc- 
ion. The excess pelvis was excised and 130 stones removed 
Fig. 2/1); a portable x-ray made at the operating table (Fig. 3) 
evealed no stones. A Foley Y-ureteropyeloplasty was done, an 
i Mclver nephrostomy tube with a lOF ureteral splint was used, 
rhe postoperative course was very benign; the temperature w^ 
rormal after the second day. A retrograde pyelogram (Fig. 2«), 
which revealed a minimal hydropelvis with the ureteropelvic 
uncture at the most dependent part of the pelvis, was made by 
injecting through the Mclver nephrostomy tube 12 days pos * 
yperatively. The nephrostomy tube was removed 14 days atte. 
yperation, with a prompt closure of the sinus. 

A right retrograde pyelogram three years later . 

progression of the hydronephrosis and a normal emptying _ 
Subjectively, the patient has had no further trouble 
left nephrectomy for removal of the nonfunctioning hy P 
rotic sac. 


■I 
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QjP 3 _H. S.. a white woman, 33, was admitted to the hos¬ 

pital because of chills, fever, and pain in the left flank. The past 
hislorj' "'as significant in that she had had similar episodes during 
tivo previous pregnancies and was treated with various antibiotics 
with rather poor results. Physical examination revealed an acutely 
ill, three-months’ pregnant patient with a large-tender palpable 
mass in the left flank. 

Laboratory studies; Urine culture revealed Bacterium coli and 
Aerobacter aerogenes. 

Urological examination revealed a hypoplastic nonfunction¬ 
ing right kidney and a large hydronephrotic left kidney (Fig. 
U), which contained between 300 and 500 cc. of urine. It was 
very difficult to pass a ureteral catheter into the kidney pelvis 
because of the angulation of the upper part of the ureter (Fig. 
4B). 

A hysterotomy and tubal ligation were done, and for 16 days 
the patient was treated with various antibiotics and a ureteral 
catheter in the left kidney. Despite these measures, the patient 
continued to have temperature elevation to 104 F and pain in the 
left flank. At this point we decided to explore the kidney, and it 
was found to contain many small cortical abscesses about the 
size of a pinhead; there was a hydropelvis and caliectasis, which 
contained about 500 cc. of cloudy urine. There was a uretero- 



Fig. '*.—(4) Preoperative retrograde pyclogram; 300 cc. of dye was 
“iecied, which did not Tdl the kidney completely. (C) Kidney, ureter, 
•nd bladder x-ray with urethral catheter showing S-shaped angulation of 
the upper part of the ureter. 

pelvic obstruction, and the upper part of the ureter formed an 
S-shaped angulation (Fig. 4B) apparently due to the large pelvis, 
which actually shortened the distance from the bladder to the 
normal position of the renal pelvis. Realizing that results are 
not too good if a pyeloplasty is done in the presence of infection. 
We, nevertheless, decided to go ahead since the patient had been 
given antibiotics for 16 days with little improvement. The large 
pelvis was resected, thereby making it possible to straighten the 
S-shaped angulation of the upper part of the ureter; a Foley 
i-urctcropyeloplasty was done posteriorly and one anteriorly, 
end a Mclvcr nephrostomy tube with a 10 F ureteral splint was 
used. 

inT^p following operation the patient had a temperature of 
F, which then returned to normal and remained so for the 
uration of the hospital stay. A retrograde pyelogram (Fig. S) 
as made 10 days after operation by injecting dye through the 
»nv revealed the suture line to be intact without 

tni- of dye. The nephrostomy tube and ureteral 

removed on the 14th postoperative day, and urine 
sed to leak through the sinus after six hours. 
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The preceding case illustrates what can be accom¬ 
plished by adequate drainage of infected urine. Even 
though the organisms were sensitive to the drugs used, 
it was not possible to improve the patient’s clinical course 





Fig. 5.—Retrograde pyelogram made by injecting 25 cc. of dye through 
the Mclver nephrostomy tube 10 days postoperatively. Note dye in the 
ureter around the ureteral splint lOF, which means there is an adequate 
uretcropelvic opening. 



Fig, 6.— (A) Preoperative retrograde pyelogram in supine position with** 
out any angulation of the upper part of the ureter. (B) Postoperative 
retrograde pyelogram in supine position showing marked angulation of the 
upper part of the ureter with some hydronephrosis. 

until nephrostomy drainage was done. It is very easy for 
this surgical principle to be forgotten in the present anti¬ 
biotic age. 
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Several writers, as well as ourselves, have shown that 
ureteral peristalsis is dependent on a histoloaically nor¬ 
mal intact ureter \vith fluid in the collecting system.^ 

hen an incision is made in the pelvis of the kidney and 
urine is allowed to drain into the kidney fossa for several 
days, we can assume that there would be no or very little 
peristalsis in the ureter during the time that the urine is 
escaping through the opening in the pelvis of the kidney. 
Therefore, if the upper part of the ureter has been dis¬ 
sected from its bed, there is apt to be kinking when the 
ureter is placed back, due to lack of peristalsis, and it 
will^ be fixed in a kinked position unless some splinting 
device is used. Two cases will be described to illustrate 
the preceding principle. 

Case 4. —B. S., a white woman, 32, entered the hospital with 
a history of pain in the right flank, epigastric pain, and nausea, 
which became severer toward the end of the day. These symp¬ 
toms had been present for about three to four years. Physical 



Fig. 7.—^Retrograde pyelogram with marked atiguJation of the upper 
part ol the ureter and Grade I caliectasis. 


J.A.iM.A., Fcfi, 2, J 9 J, 

collectins system and upper part of the ureter. Ever since tv 
pyelolithotomy the patient had complained of a dull pain in 
right kidney and episodes of fever and frequency of urimt' 

A pyelogram (Fig. 7) revealed an S-shaped upper p.irt nf u."; 
ureter through which a catheter could not be passed and me - 
of the dye remained in the kidney after 15 minutes. The hvdt 
nephrosis progressed, and finally a nephrectomy was done fo:” 
beginning stag-horn calculus and hydronephrosis, which 
suited in cure. ’ 

It is our belief that since the upper part of flic ureter 
was dissected from its bed when the pyelolithotomy was 
done and the urine escaped through the openinc in the 
pelvis for several days, there was no stimulus for peristal- 
sis, and thus the ureter became fixed in the aneulatcci 
position. Had a Mclver nephrostomy tube with a ureteral 
splint been used and the incision closed in the renal 
pelvis, the patient would probably have a normal kicinev 
today. 

Our experience has been, after removing the nephros¬ 
tomy tube and splint, that healing takes place in most 
patients immediately. A few drain as }ong as three days, 
but most of these patients are healed in 12 to 24 hours. 
To us and to our patients this improvement in routine 
kidney surgery is worthy of consideration. We believe 
that the use of nephrostomy drainage in ordinary kidney 
surgery when indicated is comparable to the improve¬ 
ment in technique now used in prostatic surgery, namely, 
a tight closure of the capsule in perineal prostatectomies 
and a tight closure of the bladder in suprapubic or retro¬ 
pubic prostatectomies. When a urological surgeon is able 
to cut short the prolonged drainage of urine into the tis¬ 
sues anywhere in the body, it is certainly a surgical ac¬ 
complishment worthy of comment. 

CONCLUSION 

It is obvious we are not advocating routine nephros- 
omy drainage and ureteral splinting in all kidney surgery. 

If we exclude plastic surgery of the pelvis of the kidney 
and revision of the upper part of the ureter, nephrostomy 
drainage with a ureteral splint is a great advance in ordi¬ 
nary kidney surgery, both from the viewpoint of the 
urological surgeon and the patient. 

1012 Kings Dr. (Dr. Baird). 

1. McKay, H. W.; Baird, H. H., and Lynch, K. M., Jr.: Imporlani 
Factors in the Surgical Removal of Ureteral Calculi, South. M. I. •U: 
394-401 (May) 1948. 


examination revealed a palpable and tender right kidney. Other¬ 
wise nothing unusual was noted. Urological examination revealed 
a marked ptosis of the right kidney in the upright position, and 
the renal pelvis did not empty completely in 15 minutes. A pyelo- 
gvam in the supine position (Fig. 6A) revealed no angulation of 
the upper part of the ureter. 

A. nephropexy, using Lowsley’s ribbon gut, was done along 
with a lysis of the upper part of the ureter. The postoperative 
course was uneventful; however, a retrograde pyelogram re¬ 
vealed a marked angulation of the upper part of the ureter 
(Fig. 6B), and it was almost impossible to pass a catheter into 
the kidney pelvis because of the ureteral angulation. 

It is our belief that ureteral peristalsis in the preceding 
l case was greatly diminished for 24 to 48 hours following 
operation, thus allowing the ureter to become fixed in the 
I permanent angulated position. A ureteral splint would 
( probably have obviated this complication. 

c „ 5.--Three years prior to the present hospital admission, 

H. W., a white woman, 36,had a stone removed from the right 
I renal pelvis. A pyelogram done at that time reveaiea a normal 


'enetrating Shafts of Revelation.—In this modern era, no phy- 
ician, however pragmatic, can limit his horizon by refusing tbt 
ruits of the chemist, or experimentalist, and three expansive 
ears (1931-4) in the department of experimental endocrinology 
t the Lister Institute stamp my own outlook. Nevertheless, vc 
rust not forget Pope’s dictum that the proper study of mankind 
! the study of man, or Trousseau’s advice to live with our pa- 
ients by the bedside, or the fact that Nature herself is a most pro- 
ific experimentalist. Let us not be unduly obsessed by the labo- 
alory so that our clinical senses and judgment become blurred, 
lUt, at the same time, let the clinician maintain a sensitive aware- 
less of the experimentalist and biochemist, so that their pent- 
rating shafts of revelation may not be shut out by obtosencss. 
)n this background, I hope you will permit me today to oirec 
ny thoughts mainly along clinical lines and to indicate m ^ 
alter part of my address that the richness and plethora o ^ - 
■linical field may still throw up new features and new syndrom-, 
■emembering with Pasteur that “in the field of obseG'aUo - 
:hance favors only the mind which is prepared. --S. Leons 
jimpson, M.D., Adrenal Hyperfunction and Function. V 
jf ihs New York Academy of Medicine. December, woi. 
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diagnosis and treatment of acute intestinal obstruction 


Robert E. L. Berry, M.D., Ann Arbor, Mich. 


There has been some progress in our knowledge of the 
pathological physiology and treatment of acute intestinal 
obstruction in the past two decades. Despite this ad¬ 
vance, the mortality rate in the treatment of such obstruc¬ 
tions remains discouragingly high. There are differences 
of opinion among persons with considerable experience 
as to certain aspects of management, but this does not 
seem to be importantly related to the continued high 
mortality rate. The commonest causes of death in small- 
bowel obstructions' are peritonitis and infection. Be¬ 
cause they are, for the most part, late manifestations of 
the disease process, their prevention and early, effective 
treatment should be the logical method of significantly 
lowering mortality rates. Failure of early diagnosis and 
delayed application of proved sound therapeutic pro¬ 
cedure undoubtedly are the most important factors in 
maintenance of the lethal results of acute obstruction. 

DIAGNOSIS 

Acute Mechanical Small-Bowel Obstruction .—Early 
diagnosis of intestinal obstruction is possible only by the 
correlation of a carefully taken history and a detailed 
physical examination. Abdominal pain and vomiting are 
the earliest symptoms of mechanical obstruction. Even 
though these symptoms are associated with a large num¬ 
ber of acute abdominal diseases, an evaluation of their 
nature and a careful physical examination will confirm 
or present evidence strongly suggesting the diagnosis of 
obstruction. Pain produced by overactive peristalsis in 
consequence of the intestinal block is of an intermittent 
crampy nature. It comes on suddenly, increases in cre¬ 
scendo fashion, and may last from one to three minutes. 
It may then cease as abruptly as it began, only to recur 
again and again. The pain of strangulated obstruction 
tends to be severer and fulminating in nature. The sever¬ 
ity may be of such degree that a shocklike picture may 
be present. The pain tends to be continuous in most in¬ 
stances, with frequent exacerbations due to the anoxia- 
induced increased peristaltic activity of the bowel wall.- 
As nonviability of the bowel is approached, it becomes 
flaccid, dilated, and inert, and the coliclike nature of the 
pain gives way to a steady soreness that may indicate the 
onset of peritonitis. 

The importance of differentiating strangulated ob¬ 
struction of the bowel from simple obstruction cannot 
be overemphasized (Table). Few more positive indica¬ 
tions for operative intervention exist than intestinal ob¬ 
structions in which the blood supply of the obstructed 
loop has been compromised. 

Vomiting in intestinal obstruction tends to be more 
requent and abundant than in other acute abdominal 
oon itions. It has two principal causal factors; (1) a 
ro e.x component produced by abnormal stimulation of 

c visceral afferent nerve tracts by distention, kinking, 
laciion on the mesentery, and strangulation and (2) a 
mechanical component produced by distention in and 

oh T ^ ^rea and peristalsis.’ Strangulated 

s ructions are usually characterized by more violent. 


severer, and more persistent vomiting. This is probably 
due to a greater reflex stimulation of the visceral nerves. 
Vomiting observed in simple obstructions tends to be 
somewhat delayed in onset and is produced by mechan¬ 
ical distention and reverse peristalsis. 

Obstipation, constipation, and failure to expel flatus 
are not reliable symptoms in bowel obstruction. Diarrhea 
may be present. This is possible because the intestinal 
tract can still discharge its contents distal to the ob¬ 
struction. 

Early in the course of simple obstructions little help 
to diagnosis is afforded by the general condition of the 
patient. Auscultation of the abdomen may reveal syn¬ 
chronous concurrence of pain and increased peristaltic 


Differential Diagnosis Between Simple and Strangulated 
Bowel Obstructions 


Strongulntcd 

PftiQ Sudden onset and ful¬ 

minating; severe, 
cramplikc; may bo 
continuous 


Vomiting 


ShoeJe-liko mnnl- 
Icstntions 

Response to con« 
servntivo therapy 
Peritoneal fluid 
Scout roentgen* 
ogrnm 
Mass 

Tcn(lcrnc«5S 
Abdominal spasm 

Rectal examina' 
tioD 

Blood studies 


Occurs at onset of pain; 
severe, continuous, and 
sustained and may 
have little relation to 
peristaltic pain 
May appear early at on¬ 
set; persistent with 
progressive severity 
Poor 

Invariably bloody 
Isolated loop may bo 
present 

May be present 
May be marked 
Frequently present and 
marked 

Bloody rectal discharge 
may be present 
Dehydration and homo- 
concentration do not 
respond to therapy; 
white cell count may 
be elevated 


Simple 

Onset gradual; less 
severe; tends to dis¬ 
appear during peri¬ 
ods of inactive peri¬ 
stalsis 

Begins at considerable 
interval after onset 
of pain; tends to be 
simultaneous with 
peristaltic action 

Appear late in course of 
obstruction; tend to 
be less severe 

Usually good 

Clear 

Isolated loop rarely 
present 

Rarely present 

Usually not marked 

Usually absent 

Blood rarely present 

Dehydration and hemo- 
concentration respond 
to therapy 


activity (borborygmus). The intimate time relationship 
of pain and abnormal abdominal sounds establishes the 
pain as that of intestinal colic and is highly significant in 
the diagnosis of obstruction. The presence of a scar of a 
previous abdominal operation should always be regarded 
with suspicion in a patient presenting symptoms of in¬ 
testinal obstruction because adhesions are one of the 
commonest obstructing mechanisms.’ 

If the obstruction is allowed to progress, profound 
changes in the patient’s appearance and general condition 
occur secondary to intestinal distention, dehydration, 
and (if perforation takes place) peritonitis. The accumu- 


From the Department of Surgery, University of Michigan Medical 
School, University Hospital. 

Read before the Scientific Assembly of the Clinical Session of the 
American Medical Association, Cleveland, Dec. 7, 1950. 
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Bowel, J. A. M. A. 140; 135 (May 14) 1949. 

2. Crowley, R. T., and Johnston, C. G.: Therapeutic Considerations 
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lation of gas (70% from swallowed air) and fluid in the 
obstructed bowel increases the intraluminal pressure, 
which causes an outpouring of extracellular fluid into 
the bowel (Fig. 1). The resulting dehydration and di¬ 
minution of circulating blood volume are a direct result 
of this loss.* Obstruction distention is also responsible 
for certain elfects the nature of which is still obscure. 
Vomiting and changes in blood pressure and respiration 
have been noted experimentally when the bowel has been 
subjected to high degrees of distention.*' Finally, disten¬ 
tion of the bowei results in venous stasis, edema, and in¬ 
creased permeability of the intestinal wall. 

Before it was demonstrated that distention and dehy¬ 
dration could have lethal results in intestinal obstruction, 
many investigators suggested that toxic products pro¬ 
duced in the obstructed bowel were responsible for the 
lethal effects observed. Although there is still disparity of 
thought concerning the toxic factor in intestinal obstruc¬ 
tion, the great majority of clinical and experimental evi¬ 
dence ® points to the conclusion that distention and fluid 
disequilibrium are responsible for most of the harmful 
systemic effects observed in obstruction. Peritonitis re¬ 
sulting, from perforation can produce toxicity, but this 
effect is the result of the peritonitis and increases the ef¬ 
fects of obstruction. 


OBSTRUCTION 

ACCUMULATION OF CAS AND FLUID 

I 

DISTENTION 


OUTPOURING or FLUID 
INTO BOWEL 

I 

EXTRACELLULAR AND 
CELLULAR DEHYDRATION 

I 

hemoconcentration 

CIRCULATORY cOlLAPSC 


HOLLOW VISCUS PAIN 
BOWEL EDEMA 
VENOUS CONGESTION 
INCREASED PERMEABILITY 


I 


NECROSIS and PERFORATION 
IF STRANGULATION IS 
PRESENT 


Fig, t. —Pathological physiology prcwJuced by obstruction distention Id 
small bowel. 


The physical findings of strangulated obstructions are 
clearer than are those of the simple type (Table). Exter¬ 
nal strangulating obstructions usually present an irre¬ 
ducible mass protruding through an abdominal orifice. In 
very obese persons such a mass may not be visible. Inter¬ 
nal strangulating obstructions offer greater diagnostic 
difficulties for three reasons: (1) many surgical lesions 
of the abdomen may be easily confused with acute 
strangulation; (2) no reliable tests exist that absolutely 
identify this condition, and (3) the cause and site of the 
obstruction are concealed. 

The picture of shock may be observed early in the 
course of strangulating obstructions. It is characterized 
by rapid pulse, diminished venous return, and decreased 
blood volume and is probably principally reflex in origin.® 
Simple obstructions, on the other hand, do not produce 
this picture until later when dehydration and distention 
have become well developed. The response of simple 


4 . Johnston, C. G.: Decompression in Treatment of Intestinal Obstruc¬ 
tion, Surg., Gynec. & Obst. 70 : 365, 1940. . . 

5. Schrager, V. L., and Ivy, A. C.; Symptoms Produced by Distension 
ol Gallbladder and Biliary Ducts: Clinical and Experimental Stuoy. 
Surg,, Gynec. & Obst. 47! 1, 1928. 

6. (a) Maddock, W. G., and Coller, F. A.; Sodium Chloride Metabo¬ 
lism of Surgical Patients, Ann. Surg. 113: 520, 1940. (b) Penberlby, G.C., 
Irvin, J. E., and Tenery, B.. M,; Fluid, Salt and Nutritional Balance in 
Patients with Intestinal Suction Drainage, Ann. Surg. 113:530, 1940. 
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obstructions to early treatment is dramatic, the nation, 
obtaining relief and showing marked improvement k 
clinical condition. In cases of strangulating obstructions 
marked improvement in the clinical picture does noi 
occur following early treatment because the prime causal 
factor of the obstruction has not been relieved, and them 
is continued visceral afferent nervous stimulation with 
unpleasant effects. 

In strangulating obstructions little or no tenderness 
may be present, even though the pain may be excruciat¬ 
ing. One of the reasons for this dissociation is the absence 
of early irritation of the parietal peritoneum. The excep¬ 
tions to this are closed-loop obstructions, which arc ex¬ 
tremely tender, the generalized tenderness associated 
with spreading peritonitis due to bowel perforation, and 
increased peritoneal sensitivity associated with transuda¬ 
tion of blood and other fluid into the peritoneal cavity 
after several hours of obstruction. Unless perforation has 
occurred, true muscle spasm may not exist, although vol¬ 
untary rigidity may be marked in strangulated obstruc¬ 
tions. 

Whether or not a mass can be palpated depends upon 
the nature and location of the obstructing lesion and the 
thickness of the abdominal wall. It is of significance onlj 
when it can be palpated. Absence of a mass docs not 
preclude the presence of a strangulating obstruction, 
Rectal and pelvic examination may reveal masses not 
detectable by examination of the abdomen. Rectal 
examination of patients with strangulating lesions of the 
terminal ileum (intussusception, strangulated Meekers 
diverticulum, and so forth) may reveal blood on the 
examining finger, which provides strong corroborafm| 
evidence of the nature of the obstructive lesion. 

Bloody peritoneal fluid is always present in strangu¬ 
lated obstructions four to six hours after the onset ol 
symptoms. Increased capillary and venous pressures with 
concomitant rupture of these vessels account for the 
presence of blood in the peritoneal cavity. However, if 
the primary lesion totally occludes the arterial supply 
(as, for instance, in mesenteric arterial embolism) bloody 
fluid may not be present. Blood in the peritoneal cavity 
is not pathognomonic of strangulated intestinal obstruc¬ 
tions since it also occurs in other acute abdominal dis¬ 
eases, such as hemorrhagic pancreatitis, ectopic preg¬ 
nancy, trauma and torsion of pedunculated ovarian cysts, 
It is, however, one of the most helpful signs in the dif¬ 
ferentiation of simple from strangulated obstructions. 

Little help in the diagnosis of intestinal obstruction ii 
obtained from examinations of the urine and blood 
shortly after the onset of symptoms. A rising leucocyte 
count is suggestive of strangulated lesions but is not ar 
entirely reliable sign. Most of the profound changes ir 
body fluids that may be reflected by laboratory finding 
(e. g., hemoconcentration, diminished plasma and red 
blood cell volumes, rising nonprotein nitrogen, and 
changes in serum sodium, potassium, chloride, and bicar¬ 
bonate) are the result of large losses of body fluid sec¬ 
ondary to distention and prolonged vomiting. 

X-Ray.—^The most important laboratory aid in the 
diagnosis of intestinal obstruction is the scout roentgeno¬ 
gram of the abdomen. Roentgenograms taken early aitci 
the onset of symptoms in cases of simple obstruction! 
may show little, but as distention progresses the mvohc 
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loops begin to lie in a horizontal fashion across the 
Jnmen and give rise to the familiar stepiadder arrange¬ 
ment of the coils of the distended gut (Fig. 2). 

In cases of strangulating obstructions an early scout 
roentgenogram may be of great value. Because of the 
nature of these lesions, an early distended closed C-loop 



Fig. 2.~MechanicaI small'bowcl obstruction produced by carcinoma of 
splenic flexure of (he colon. Note the distended right half of the colon 
the sfepladdcr effect of the coils of small bowel. 


niay stand out vividly (Fig. 3). The presence of such 
fin isolated loop of small bowel associated with other 
diagnostic features of strangulated obstruction is almost 
pathognomonic. As distention progresses, however, this 
loop may disappear in the pattern of many distended 
coils of bowel. 

The presence of fluid, manifested by a hazing of the 
viscera, is further corroborating evidence of a strangu¬ 
lated obstruction, provided other diagnostic features are 
present. 

Adynamic Ileus .—The term “paralytic ileus,” which 
has been used to describe this condition, has largely 
ocn discarded because experimental studies have re¬ 
vealed that the contractile power of the gut has not been 
osl m this condition.^ Rather it would seem that the 
Activity of the gut is inhibited by overactive sympathetic 
"1 uence or other inhibitory phenomena. There is no 
organic obstructing mechanism in cases of adynamic 
I fills. The distention of the gastrointestinal tract and the 
fii lire of normal peristaltic contractions result in failure 
0 propel intestinal contents in a normal manner, 
of traumatic conditions are productive 

a jnamic ileus. Peritonitis, the trauma of operation, 
hemorrhage from any cause, strangula- 
ofit? ^ rcnal and gallbladder colic, torsion 

ovarian cyst or of the spermatic cord, blunt trauma 


to the abdomen, prolonged ether anesthesia, fractured 
ribs, spinal-cord injuries, hyperextension in a body cast, 
embolism and thrombosis of the mesenteric vessels, in¬ 
fectious fevers, severe general sepsis, and severe central- 
nervous-system injury are among the known causes of 
ileus. The entire gastrointestinal tract is usually involved, 
and in this manner ileus differs sharply from mechanical 
obstruction. Despite the enormous distention seen in 
ileus, perforation and gangrene of the intestine are rare 
occurrences. 

The diagnosis of this condition offers no serious difld- 
culty. There is usually a history of one of the predisposing 
causes. Abdominal examination reveals the tremendous 
distention which may interfere seriously with respira¬ 
tion. Absent or feeble peristalsis is found upon ausculta¬ 
tion of the abdomen. A scout roentgenogram is of great 
value in diagnosis. The usual pattern is observed in 
cases of gaseous distention of the entire intestinal tract, 
with the gas distribution seeking its own level and show¬ 
ing none of the organized loop distention seen in mechani¬ 
cal obstruction (Fig. 4). If the distention is not relieved, 
the same clinical picture observed in far-advanced me¬ 
chanical obstruction may ensue due to the effects of 
distention and large losses of extracellular fluid into the 
gut by vomiting. 

There are occasions in which a differential diagnosis 
between adynamic ileus and mechanical obstruction may 
be impossible because components of both may be pres¬ 
ent concurrently. The hazards of this combination are 
somewhat lessened by the therapeutic considerations 
these obstructions have in common. 





Fig. 3.—Acute strangulated obstruction produced by postoperative ad¬ 
hesions. Observe distended loop (arrow). At autopsy this was found to be 
infarcted ileum. The presence of this C-loop, when associated with olhei 
signs of strangulating obstruction, is almost pathognomonic. 

Vascular Obstruction .—^Mesenteric Embolism and 
Thrombosis: Mesenteric thrombosis and embolism are 
recognized preoperatively with great rarity. The nature 


7. Wangensteen, O. H.: Intestinal Obstructions: A Physiological and 
Clinical Consideration with Emphasis on Therapy, Including Description 
of Operative Procedures, ed. 2, Springfield, ill., Clrarles C Thomas, 
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of the disease processes with which these lesions may be 
associated can be of help in diagnosis. The commonest 
cause of mesenteric artery occlusion is an embolus arising 
from the valves of the left side of the heart in a patient 
with serious cardiac disease. Conditions with which 
venous thrombosis of the mesenteric vessels is most com- 



Fig 4.—Adynamic ileus after inguinal herniorrhaphy. Both iarge and 
smaU bowel sLw distention. The gas in the bowel has no organized pat- 
tern and tends to find its own level. 


only associated are: (1) postoperative splenectoiny 
h extension of the thrombus from the splenic vein 
o the superior mesenteric vein, (2) hepatic disease, 

md (3) acute abdominal infections.® 

Mesenferic vascular occlusions are singular in that 
hey may run a course of a week or more before it be¬ 
comes obvious that something is seriously wrong. The 
usual manifestations, however, are severe abdominal 
pain, vomiting, and diarrhea. Both stools and vomitus 
may contain blood. Shock, if present, is due either to 
reflex stimulation of the visceral afferent nerves or to 
large losses of blood into the bowel, occasioned by the 
venous infarction. Distention of the abdomen is progres¬ 
sive, and peristalsis may be audibly depressed or absent 
A scout roentgenogram will reveal distention of both the 

large and small bowel. , 

Vascular occlusion involving the mesenteric vessels 
is a disease of persons usually over 45. Because exac 
diagnosis is difficult, the important consideration is to 
recognize that a serious surgical lesion is present that 
demands operation. . . 

Acute Large-Bowel Obstruction.— Carcinoma ts j 

fat the commonest cause of acute mechanical obstruc¬ 
tion of the colon. Fundamental “etences tn the nm'- 
nm-) and physiology of the large and small bowel pr 
dace, however, marked variations in the clinical respons 


to obstructions. The small bowel is thicker, more niuscu- 
lar, has a smaller lumen, and the vascular anastomotic 
patterns are more abundant. Peristalsis in the small bowel 
is of the progressive type, with periodic waves consistini 
of annular contraction and relaxation. Peristalsis in the 
large bowel is of the mass-segmental type, occurrinc at 
less frequent intervals and moving the fecal stream from 
one segment to the next rather abruptly. The pain, there¬ 
fore, of acute obstruction of the colon may be sudden 
and severe, but due to its segmental peristaltic activity 
exacerbations tend to be less severe and less frequent. 
Vomiting tends to be less severe and less frequent after 
the initial onset in cases of large-bowel obstruction. 
Borborygmi are usually present. 

The function of the large bowel on the right side h 
absorption of fluids and on the left concentration and 
storage of fecal matter. Consequently, there is not the 
large outpouring of extracellular fluid into the lumen ol 
the colon in response to distention. As a result, evidence: 
of hemoconcentration, dehydration, and shock are no 
as pronounced as in small-bowel obstructions. The thin 
ner walls and poorer blood supply of the colon and tin 
greater internal pressure exerted on the walls of 1 
greater diameter render it more susceptible to perfora 
tion. 



Fig. 5.-Acute t iremendoufdislcntTon^of 


Tremendous abdominal distention 
large-bowel obstructions, but as a genera * 
Sgenogram of the abdomen wm prov.de_a^^^^^^^^ 
differentiation betwe en large and small 

8. Whittaker. L. D.. and P^|’Yy°2)' 

Occlusion. J. A. M. A. Ill: 21 (July 2) 1938. 
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lion The appearance of the distended loop of colon, 
winning just proximal to the lesion and extending in 
/retrograde manner to a greatly distended cecum, is 
quite typical in Figure 5. Whether or not the ileocecal 
'valve is competent is of considerable importance. If it is 
competent, a closed-loop obstruction is produced, and if 



Fig. 6.—X'fay appearance of bowel of Figure 5 after decompression with 
cccostomy. Barium enema reveals complete retrograde block. 


^ intraluminal tension is not relieved, necrosis and per¬ 
foration of the thin-walled colon, particularly at the 
cecum, may rapidly take place. If the valve is not com¬ 
petent, small-bowel obstruction may also develop. It is 
of interest to note that in 198 cases of small-bowel 
obstructions reported from this clinic 60, or 30%, were 
due to carcinoma of the colon.^ 

Strangulated obstructions of the colon are not par¬ 
ticularly common, and the majority of them are either 
n volvulus of the sigmoid colon or cecum. It is essentially 
a disease of the older age group. Once volvulus has 
occurred, it may spontaneously untwist itself or respond 
to nonoperative treatment." Strangulated sigmoid volvu¬ 
lus, however, presents the picture of abdominal disten- 
hon, pain, vomiting, borborygmi, and abdominal tender¬ 
ness. A mass may be palpable through the abdominal 
wall. Tenesmus and bloody rectal mucus may also be 
present. Shock from loss of blood into the infarcted 
owcl may be present. A scout roentgenogram will reveal 
rcmcndous distention of the sigmoid colon, which may 
present a C-shape that is almost pathognomonic of the 
csion. A barium enema may be helpful in the diagnosis 
hut IS not essential. 

Volvulus of the cecum (Fig. 6) produces mechanical 
sma 1-bowel obstruction, and this may be confusing early 
m e course of the disease. Colicky pain, vomiting, dfs- 
'on, and borborygmi may all be present. A tender 
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mass may be palpable in the right lower quadrant. A 
scout roentgenogram will reveal a large “empty space’’ 
in the right iliac fossa with incisurae characteristic of 
the colon; a barium enema may show no retrograde 
passage beyond the obstruction.^® 

TREATMENT 

All forms of treatment in intestinal obstruction have 
as their final objective the restoration of the continuity 
of the intestinal stream to as near normal as possible. 
Regardless of whether the obstruction is mechanical, 
adynamic, or vascular, there are certain common thera¬ 
peutic considerations. Intestinal distention and vomiting 
must be relieved; water and electrolyte abnormalities 
must be corrected and normal balance maintained; 
plasma volume and the red blood cell mass should be 
maintained; infection should be combated with appro¬ 
priate antibiotics, and finally operation, if necessary, 
should be timed to obtain the maximum benefit of pre¬ 
operative management without procrastination or undue 
attempts to obtain from prolonged preoperative treat¬ 
ment benefits that may be obtained only by operation. 

Strangulated and vascular obstructions demand im¬ 
mediate operation. One should not await the appearance 
of the cardinal signs of intestinal distention in cases of 
simple mechanical obstruction before advising opera¬ 
tion. If the patient is seen early, operation should be car- 



Fig. 7.—Volvulus of the cecum producing mechanical small-bowel 
obstruction. Observe the large “clear space’* in the right lower part of 
the abdomen. 


ried out immediately. Only in this way can the late effects 
of intestinal obstruction (distention, dehydration, circu¬ 
latory collapse) be obviated and the necessity of repara¬ 
tive and preoperative treatment that becomes essential 
with late obstructions prevented. 

9. Gilchrist, R. K.: Obstruction due to Volvulus of Colon, Arch. Surg. 
SG:79. 1948. , 

10. Senequc, J., and Couade, M.: Considerations Sur Ics 

volvulus aigus du ciecum, J. Chir. 64:409, 1948. 
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Management of Small-Bowel Obstruction. —Intestinal 
Decompression: In the presence of established small- 
bowel distention, the passage of a long intestinal tube is 
preferable to the shorter duodenal tube. Under fluoro¬ 
scopic control the tip of the long tube is placed in the 
proximity of the pyloric sphincter, and after the tube 
has entered the duodenum its progress may be followed 
by repeated fluoroscopic or scout roentgenogram exami¬ 
nations. If difficulty is encountered in passing the tube 
from the stomach to duodenum, relaxation of the pyloric 
sphincter by the inhalation of amyl nitrite or injection of 
atropine may be helpful. 

1. Adynamic ileus. The use of long-tube decompres¬ 
sion is, by long odds, the most effective method of treat¬ 
ing the distention from adynamic ileus. Adequate man¬ 
agement of the underlying cause of the ileus must by 
necessity parallel intestinal decompression if best results 
are to be obtained. Other supportive measures directed, 
for the most part, at stimulating or increasing peristalsis 
have long been used in the treatment of adynamic ileus 
with little success and, at times, harm to the patient. 
These include placing stupes on the abdomen and the 
administration of atropine, pituitary extract, pilocarpine, 
physostigmine, choline, enemas, spinal anesthesia, lum¬ 
bar block, and hypertonic sodium chloride solution. Of 
these measures, administration of spinal anesthesia 
seems to be the most effective in stimulating peristalsis 
in patients in whom peritonitis is not present and who 
have not responded satisfactorily to suction. Use of 
hypertonic sodium chloride solution may prove of bene¬ 
fit to patients in whom ileus is associated with depletion 
of body electrolyte. All of these measures should be con¬ 
sidered only adjunctive to the primary therapeutic aims 
of decompression with the tube and treatment of the 
underlying cause of ileus. 

2. Mechanical obstruction. Mechanical obstruction, 
without strangulation, may be safely and adequately 
treated by intestinal decompression in certain cases.^ 
After adequate decompression has been obtained, what 
previously may have appeared to be an operative emer¬ 
gency can now become a procedure of election. When 
the tube has reached the obstruction, the injection of a 
thin barium mixture may not only reveal the site of the 
obstruction but may also provide information as to the 
nature of the obstructing mechanism. With subsidence of 
distention and edema of the bowel wall, the continuity 
of the intestinal tract may reestablish itself. This favor¬ 
able turn of events may seem to be of great benefit to the 
patient, because operation has been avoided. The con¬ 
cept of benefit obtained may be ill-conceived for two 
reasons: (1) the nature of the obstructing mechanism 
has not been identified, and (2) there is considerable 
chance of recurrence of the obstruction. Operation re¬ 
mains as the most important and effective treatment of 
simple mechanical obstruction and should be advised in 
most, it not all, of such cases. 

While certain patients respond to decompression with 
restoration of intestinal tract continuity, others do not. 
With patients with fairly complete obstructions in whom 
the probable nature of the obstructing agent is such that 

U. E\kimon, 1. R.; Danowski, T. S., and Winkler, A. W'.: Hemo¬ 
dynamic Changes in Salt Depletion and in Dehydration, J. Clin. Invest. 
'.^5: UO, 1946. 
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spontaneous reestablishment of intestinal continuity wip ' 
not follow decompression or with patients with obsiruc- 
tions which, after adequate decompression has been oC 
tained, trial discontinuance of suction is followed bv 
recurrence of distention and symptoms, suction should 
not be continued but operative treatment carried out ■ 
The absence of abdominal operative scars in the presence 
of apparent simple obstruction suggests the increased ■ 
possibility that early operation may be necessary. Fur- 
thermore, simple obstructions may be converted into 
strangulating ones by the progression of local pathologi¬ 
cal processes, particularly edema. It may be generahy 
stated that if there is a lack of adequate progressive de¬ 
compression or an increase in the distention after 36 to 
48 hours of apparently adequate suction dependence on 
suction should be abandoned and operation performed 
provided that the patient’s general condition is reason¬ 
ably compatible. 

The use of suction to decompress the gastrointestinal 
tract in patients with obstructive lesions has been one of 
the most important factors in making surgery sate tor 
the patient. It is not without its disadvanages and haz¬ 
ards, however. Discomfort to the patient, ulceration of 
the nasal cavity and pharynx, otitis media (in infants)', 
laryngeal edema, perforation of the bowel, intussuscep¬ 
tion, and augmented difficulty in maintaining water an^ 
electrolyte balance are complications that may be asso¬ 
ciated with the use of such tubes. They should be re¬ 
moved as soon as it has been reasonably established 
that no benefit is to be obtained from further use. 

Repletion Therapy: All degrees of depletion of extra¬ 
cellular as well as intracellular constituents may exist 
in patients with intestinal obstruction, depending on the 
site of the obstruction, duration of the period of loss, and 
whether perforation of the bowel with resultant peri¬ 
tonitis has taken place. The clinical picture of patients 
therefore may vary, with some showing no signs of 
extracellular desiccation to some who are in severe shock 
or moribund from loss of body fluids. As a general rule, 
the higher the obstruction and the more prolonged the 
period of distention and vomiting, the greater will be 
the loss. It should be recognized that in addition to 
water and electrolyte loss there is a concomitant loss 
of plasma protein and red blood cells that accompanic.s 
any large loss of extracellular fluid.’’ If peritonitis has 
resulted from perforation of the bowel, the acute protein 
loss is further augmented. Severe disturbances in acid- 
base relationships, with profound changes in the blood 
pH, may be present. If these are of great magnitude, their 
correction is an important part of the early treatment 
of the patient. 

All attempts at replacement of the constituents of the 
extracellular and intracellular fluid compartments lost in 
intestinal obstruction must be geared to the history and 
clinical picture presented by the patient. Too much 
emphasis cannot be placed on the importance of using 
the clinical status of the patient as the primary guide in 
replacement therapy. Laboratory studies of the blood 
and urine may provide important confirming evidence 
as to the patient’s status, but reliance on them as an 
absolute guide is inaccurate and may be hazar ous. 
Maximum accuracy is obtained by the careful corte ‘‘■ 
tion of all clinical and laboratory guides, with the clin * 
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appearance of the patient being primary in the estima¬ 
tion of his condition. » . J J c 

I Electrolyte replacement. A standard program of 
electrolyte replacement cannot be given, because of the 
aecessity of adjusting such treatment to the patient’s 
sneral condition and response to therapy. Certain prin- 
dples, however, have been the main support of clinically 
cITccti've treatment. The main emphasis has been and 
still is on the replacement of the chief extracellular ions 
sodium and chloride. The large losses of body fluid 
associated with severe and prolonged intestinal obstruc¬ 
tion also produce a depletion of the important intra¬ 
cellular ion potassium and probably phosphate. The 
deleterious effects of large losses of potassium in surgical 
patients are receiving increased attention.^== The signifi¬ 
cance of the increased loss of phosphate with severe 
losses of body water is less well understood, and further 
investigation will be necessary to understand its im- 


poctacice. 

Individuals wth evidences of severe dehydration have 
lost 4 to 6fo of their body weight from loss of water 
and electrolytes.'^ A rough index is therefore offered of 
the quantitative amount of repair fluid that may be 
necessary for repletion. It has been a policy to begin 
replacement of large losses of extracellular salt water, 
provided that hypotention is not present, with 0.6% 
sodium chloride solution rather than 0,9%. It is felt that 
ihis solution is handled more physiologically by the body 
and provides immediate water for that lost insensibly 
through the skin and lungs as well as water for the forma¬ 
tion of urine. If severe hypotention and shock are present 
due to sodium chloride depletion, the administration of 
2% sodium chloride in combination with blood is indi¬ 
cated until the blood pressure is brought to satisfactory 
levels. 


Severe acidosis or alkalosis, when present, should re¬ 
ceive early vigorous treatment.'^ Alkalosis as manifested 
by increased blood pH, and carbon dioxide combining 
power will respond to isotonic sodium chloride solution 
therapy in the majority of cases, normal acid-base equi¬ 
librium being established as repletion is completed. 
Extremely severe cases of alkalosis may require the ad¬ 
ministration of a 0.9% solution of ammonium chloride, 
but these cases tend to be unusual. It should be remem¬ 
bered that potassium deficits may be associated with a 
high refractory carbon dioxide combining power and 
that correction of the alkalosis is obtained only when 
potassium salts are added to the repair solution. 

Acidosis, manifested by a low carbon dioxide com¬ 
bining power and lowered blood pH, is seen more com- 
nioniy in patients with intestinal obstructions than alka- 
osis. In the absence of shock or liver damage, a one- 
5Klh molar solution of sodium lactate may be used to 
ootnbat the acidosis. The administration of sodium bicar- 
onate as a 1.3% solution will be necessary to combat 
Ml osis in patients in shock or in those who have severe 
I'cr damage, as sodium lactate is inefficiently utilized 
cn these conditions are present, 
otassium salts should be added to the repair solu- 
lons, when adequate urinary output has been obtained, 

Ivt^' T)' of intracellular water and electro- 

■ severe oliguria usually associated with large 
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losses of body fluids may make immediate administra¬ 
tion of potassium salts hazardous because of the danger 
of heart block when serum potassium levels approach 
10 to 12 mEq. Two to 6 gm. of potassium, either as the 
chloride or a combination of the monobasic and dibasic 
phosphates, may be added to the repair solutions daily.^*" 

General improvement in the patient’s clinical condi¬ 
tion, diminution of signs of dehydration, reappearance 
of chloride in the urine, and reestablishment of normal 
levels of blood electrolyte and pH all represent positive 
evidence of the effectiveness of reconstitutive treatment. 

2. Water replacement. The status of water hydration 
is closely allied to the quantitative available electrolyte 
since total body water is dependent on total body salt. 
Additional water is necessary, however, to provide water 
for the insensible loss through the skin and lungs and 
for the formation of urine. Dependent on environmental 
and body temperatures, insensible water loss ranges from 
1,000 to 2,000 cc. per day.”* Another 1,000 cc. is needed 
for the formation of urine. This is given as 5% dextrose 
in distilled water. An adequate guide to the status of 
water hydration may be obtained from determination of 
the urine specific gravity. If the specific gravity is less 
than 1,020, it is reasonable to assume that the kidneys 
ate obtaining adequate water to work with. Specific grav¬ 
ity greater than 1,020 suggests that hydration is not ade¬ 
quate and further administration of 5% dextrose in 
water is necessary. 

It becomes obvious that during a 24 to 72 hour period • 
of repletion of a seriously dehydrated patient several 
liters of electrolyte and dextrose solutions together with 
blood or plasma transfusions must be administered. 
There are hazards of overhydration in these circum¬ 
stances, particularly in older patients and those with poor 
cardiac reserve. Symptoms of overhydration must be 
carefully watched for, and the administration of fluids 
slowed or discontinued as may be necessary. 

3. Blood and plasma. In the presence of severe sodium 
salt depletion, the total circulating protein diminishes at 
approximately the same rate as do the volumes of 
plasma and the extravascular extracellular fluid.'' Large 
losses of extracellular fluid are associated, therefore, with 
losses of plasma protein. Rapid reconstitution of extra¬ 
cellular fluid volume without replacement of this plasma 
protein loss will invite loss of vital intravascular fluid 
into the interstitial spaces because of diminished colloid 
osmotic pressure of the blood. The result is tissue edema 
and continued low blood volume. It has therefore been 
a policy to administer 500 cc. of blood for each 3,000 
cc. of electrolyte solution when repleting large losses of 
body fluids. 

Acute protein loss may be further augmented by loss 
into the edematous bowel wall and transudation into the 
peritonea] cavity. If peritonitis has followed bowel per¬ 
foration, there are even greater losses of blood proteins, 
and generous transfusions of both plasma and blood will 
be necessary to maintain the plasma volume and circu¬ 
lating red blood cell mass. 


12. (<i) Darrow, D, C.: Retention of Electrolyte During Recovery from 
Severe Dehydration due to Diarrhea, J. Pediat. 28 1 515, 1946. (b) IDarrow, 
D, C.: Changes in Muscle Composition in Alkalosis, J. Clin. Invest. 25: 
32 a, 194b, 

13. Moyer, C. A.: Fluid and Electrolyte Balance, Surg., Gynce & 
Obsi.‘S4:S86, 1947. 
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Antibiotics; Study of the effects of administration of 
antibiotics in cases of experimental closed-loop obstruc¬ 
tion and strangulation of the lower part of the ileum in 
dogs has demonstrated the important role of bacteria in 
producing death in these types of obstruction. Lethal 
effects of bacterial growth could be significantly obviated 
by the use of massive doses of penicillin.^* The value of 
the use of antibiotics in cases of human intestinal ob¬ 
struction has not been thoroughly studied, but it is rea¬ 
sonable to assume that, as in the experimental animal, 
significant benefit should be obtained from adequate 
dosage of the proper antibiotics. The use of antibiotics 
is adjunctive and should change in no way the over-all 
plan of treatment. 

Oxygen: It has been demonstrated experimentally 
that the inhalation of high concentrations of oxygen exer¬ 
cises a favorable effect in patients with established 
mechanical obstructions. The reduction of nitrogen ten¬ 
sion in the alveolar air by inhalation of high concentra¬ 
tions of oxygen causes the nitrogen in the intestinal 
lumen to be given up for exhalation by the lungs, with 
resultant diminution of the distention.*® Clinical experi¬ 
ences tend to confirm these observations. Maximum 
benefits from oxygen administration are obtained in the 
presence of adequately functioning suction, which obvi¬ 
ates the effects of further swallowed air. 

Operative treatment: Operation remains the most 
important remedial agent in simple mechanical small- 
bowel obstruction and is the only effective treatment for 
strangulated and vascular obstructions. Five types of 
operative procedure are available to the surgeon: (1) 
enterostomy; (2) sidetracking procedures such asentero- 
enterostomy or enterocolostomy; (3),.lysis of adhesive 
bands; (4) resection of pathological bowel and re¬ 
establishment of continuity by immediate anastomosis, 
and (5) exteriorization with establishment of external 
fistulas. 

1. Enterostomy. Because of-the effectiveness of,long- 
tube decompression in! producing an efficient artificial 
enterostomy, this procedure, for the most part, has been 
abai^oned. A few patients do not respond satisfactorily 
to long-tube suction, and yet their condition may not 
permit extensive ope-^tion. Enterostomy may be life¬ 
saving with these patients and entirely justified. Twelve 
out. of 15 patients subjecn^d to this procedure at the 
University Hospital were satisfactorily relieved of their 
distention.* None required operative closure. The inci¬ 
sion in the abdominal wall through which the enteros¬ 
tomy is carried out is always infected. Ordinarily this 
may be of small consequence, but in two patients it was 
serious and in one the cause of death. 

2. Sidetracking. Bypassing obstructing inflammatory 
masses, fistulas, and irremovable neoplasms by entero- 
enterostomy or enterocoloston., has a definite place in 
the treatment of simple obstruction. Besides being an 
, effective remedial procedure, secondary operations, 

14. Harper, W. H„ and Blain, A., HI: Effect of Penicillin in Experi¬ 
mental Intestinal Obstruction; Preliminary Report on Closed Loop Studies, 
Bull. Johns Hopkins Hosp. 76:221, 1945. Blain, A., HI: Penicillin in 
Experimental Intestinal Obstruction: Summary of Observations with 
Reference to Their Clinical Application, Surg., Gynec. & Obst. 84 : 753, 
1947. 

15. Fine, J.; Banks, B. M.; Sears, J. B., and Hermanson, L.: Treatment 
of Gaseous Distention of Intestine by Inhalation of 95 Per r?’’t '^xy^en: 
Description of Apparatus tor Clinical Administration of High Oxygen 
Mixtures, Ann. Surg. 103:315, 1936 . 
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when performed, may be greatly facilitated by the subi 
deuce of infection in that portion of the bowel .sitK 
tracked. An end-to-side enterocolostomy is preferred 
The distal end may either be exteriorized or closed and 
buried subcutaneously so that if intraluminal pressures 
should be great enough to cause dehiscence of the suture 
line the drainage will be into the wound rather than the 
abdominal cavity. 

3. Lysis of adhesions. Simple cutting of adhesive 
bands may be done, which results in complete relief 
from the obstructing mechanism in certain cases. The 
involved bowel should be carefully evaluated as to its 
potential for producing recurrent obstruction. If consid¬ 
erable scarring, fibrosis, or diminution of the lumen is 
present after freeing the bowel or if considerable obvious 
trauma was done during the freeing of the involved loops, 
resection of the involved segments may be the safer 
procedure. 

4. Resection. Resection is the obvious treatment of 
choice in small-bowel lesions in which the obstructing 
mechanism has produced a nonviablc bowel cither by 
strangulation or vascular obstruction. It is the only effec¬ 
tive treatment for mesenteric embolism and thrombosis 
in which, in some cases, almost total resection of the 
small bowel may be necessary. Such massive resections 
are not incompatible with life, but they do carry a high 
mortality rate. Whether or not to resect a loop of bowel 
whose viability remains in doubt may tax the skill ol 
the most experienced surgeon. Many of these doubtfu! 
cases can be resolved, however, by waiting 20 to 3C 
minutes—with the involved bowel in warm packs ol 
isotonic sodium chloride solution—before making a de¬ 
cision. No satisfactory clinical or laboratory guides arc a: 
yet available for determining the viability of the bowel 
The final decision rests with the surgeon. If resection i; 
done, the continuity of the bowel should be reestablished 
by an end-to-end anastomosis. Side-to-side and end-to- 
side anastomoses should be avoided whenever possible 
since it has been shown both experimentally and clini¬ 
cally that they carry a higher mortality rate and functior 
less satisfactorily.* Whether a closed or open anastomo 
sis is done in cases of early obstruction is of little import 
Resections in cases of late obstruction should be dons 
with the closed technique whenever possible bccausi 
of increased bacterial growth in the obstructed loop. 

5. Exteriorization. Exteriorization is of particula 
value in two circumstances: (1) when the patient’s criti 
cal condition prevents resection and (2) when the condi 
tion of the bowel because of edema and infcclioi 
precludes the possibility of anastomosis. Sccondar 
operation to reestablish normal continuity of the bowc 
should be carried out as soon as it is compatible will 
the patient’s general condition. Particularly is this trui 
when it has been necessary to exteriorize small bowe 
high in the jejunum, thus producing the equivalent of < 
fistula in the higher part of the small bowel. Infants am 
small children tplerate exteriorization poorly, and i 
should be avoided if at all possible among this age group 

Management of Acute Obstructions of the Lorg^ 
Boive/.—Treatment of acute mechanical obstruction o 
the colon in which the ileocecal valve is competent 

cecostomy or occasionally colostomy, f^ 
be rapidly and easily performed under local anesthcsi, 
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even in the gravely ill patient arid has proven a safe and 
efficient manner of decompressing the colon. Tire neces¬ 
sity for immediate decompression of the overdistended 
colon cannot be overemphasized since necrosis of the 
ibin-walled colon, particularly at the cecum, rapidly 
takes' place when distention is marked. When the ileo¬ 
cecal valve is not competent, small-bowel obstruction 
may occur, and, in addition to cccostomy, long-tube 
decompression is necessary. 

The management of dehydration and the use of anti¬ 
biotics and oxygen differs in no important way from 
that described for small-bowel obstructions except that 
dehydration, as a rule, is not the serious problem in 
colon-obstruction cases that it may be in small-bowel 
obstruction cases. 

Patients with strangulated volvulus of the sigmoid 
colon and volvulus of the cecum should be operated on 
as soon as possible. If the strangulated sigmoid loop is 
nonviable, it may either be exteriorized, which is usually 
safest, or it may be resected and continuity restored by 
primary anastomosis, provided that the patient’s general 
condition is compatible with such procedure and the 
condition of the viable bowel satisfactory for safe anasto¬ 


mosis. Strangulation without necrosis may simply be 
treated by untwisting the volvulus and restoring the 
bowel to the abdomen. This may not be practical, how¬ 
ever, if the loop is greatly distended, and exterioriza¬ 
tion or resection may be necessary even though the bowel 
is viable. 

Volvulus of the cecum is simply treated by untwist¬ 
ing the involved colon, decompressing it with cecostomy, 
and fixing it to the lateral gutter to prevent recurrence. 
If the cecum is nonviable, resection of the ascending 
colon and ileocolostomy is necessary. 

SUMMARY 

The commonest causes of death in cases of intestinal 
obstruction are late complications, namely, peritonitis 
and infection. Early diagnosis and application of proved 
therapeutically effective procedures should significantly 
lower mortality rates. The diagnosis of acute intestinal 
obstruction has been discussed, with emphasis on early 
diagnostic symptoms and physical findings. The manage¬ 
ment of reparative, preoperative, and operative treat¬ 
ment of acute bowel obstruction has been outlined. 

1313 E. Ann St. 
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SEVERE NOSEBLEED AND ITS TREATMENT 

Olav E. Hallberg, M.D., Rochester, Minn. 


As many small boys know from experience, and 
others will learn soon, bleeding from the nose, as a rule, 
ceases spontaneously. Epistaxis then can be classed as a 
relative emergency by the physician. I do not think any 
of us need rush to see patients who have epistaxis be¬ 
cause if enough time elapses the bleeding of about 80% 
of (hem will be checked without treatment. However, 
it is well to remember that when bleeding is persistent, 
a serious degree of anemia and occasionally death may 
result. 

Deficiencies in the clotting mechanism of the blood 
are seldom contributing factors in nasal hemorrhage. 
The bleeding is oftener due to a leak in the side of a 
vessel, which simply bursts open. When an older person 
has such a leaking vessel, the vessel tends to gape be¬ 
cause of the sclerotic changes in arteries and veins and 
atrophy of smooth muscle. The bleeding of older persons 
particularly, tends to repeat itself for about two weeks; 
It probably takes about that long a time for scar tissue 
to form and obliterate the vessel permanently. 

ANATOMY 

A knowledge of the anatomy of the blood supply of 
the nose is of practical advantage to the physician in 
deciding which method to employ in treating the hemor¬ 
rhage and in determining the possible length of hospi¬ 
talization and possibility of recurrence. Only the princi¬ 
pal branches will be described herein. In general, the 
arterial blood supply of the interior of the nose is de¬ 
rived from both the internal and external carotid arteries, 
the main supply coming from the latter. There is rela¬ 
tively free anastomosis between the adjacent branches 
of the external carotid artery of the same side and 


between the corresponding branches of the two sides. 
Johnson and Foster ^ have estimated that collateral circu¬ 
lation is established within five days after ligation of the 
external carotid'artery. 

The sphenopalatine artery, the terminal branch of the 
external carotid artery, reaches the nasal cavity through 
the sphenopalatine foramen. Immediately after entering 
the nasal fossa, the artery divides into a medial and 
lateral branch. The lateral branch spreads over the lat¬ 
eral nasal wall. The medial branch called the “nasopala¬ 
tine artery” enters the septal wall and spreads anteri¬ 
orly and inferiorly over the septum. 

The anterior and posterior ethmoidal arteries arise 
from the ophthalmic artery of the internal carotid artery. 
The anterior ethmoidal artery enters the nasal cavity 
along the side of the crista galli and spreads downward 
over the anterior superior part of the nasal cavity. It is 
to be remembered that the posterior ethmoidal artery 
is of much smaller caliber than the anterior ethmoidal 
artery. All through the nose, as in the rest of the body, 
.the veins follow the arteries closely. 

Woodruff = has done much work on epistaxis. He de¬ 
scribed an area of dilated veins in the posterior part of 
the nose underneath the posterior end of the inferior 
turbinate. He stated that the veins in this area become 
dilated in older persons owing to phlebosclerosis. In 
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many of his cases the source of bleeding was from this 
area. My colleagues and I also have seen several such 
cases but have not encountered them as frequently as 
Woodruff. He called this area the “naso-nasopharyn^eal 
plexus.” ^ 

Nosebleeds are most frequent from early childhood 
to puberty, but epistaxis in children usually is not serious. 

Table 1 .— Causes of Bleeding of 212 Hospitalized Patients 

Patients % 


Not determined . 53 25 0 

Hj’pertension without arterioselerosis. 40 18.0 

Hypertension with arteriosclerosis. 37 17.5 

Trauma . 21 9.9 

Arteriosclerosis without hypertension. 15 7.1 

Blood dyscrasin . 12 5.7 

Pamilial hemorrhagie telangiectasia. 10 4.7 

Recent infection . 0 4.2 

Recent operation . C 2.8 

General debility . 0 2.8 

Malignant lesion . 3 I .4 

Total. 212 100.0 


CAUSATIVE FACTORS 

Determination of the causes of epistaxis is at best in¬ 
exact, but causes roughly can be divided into local and 
general. Local causes are (1) trauma, surgical or caused 
by picking and blows on the nose; (2) acute and chronic 
infections in the nose; (3) traumatic septal perforations 
with repeated small hemorrhages; (4) neoplasms; and 
(5) hereditary hemorrhagic telangiectasia. Patients who 
have neoplasms often have repeated small hemorrhages, 
which will sometimes continue for months, and in heredi¬ 
tary hemorrhagic telangiectasis there is a hereditary de¬ 
fect of the capillaries characterized by minute stellar 
vascular rarefactions in the skin and the mucous 
membranes. 

General causes of epistaxis are (1) hypertension and 
arterial changes such as in arteriosclerosis; (2) high 
venous tension, as in emphysema, whooping cough, 
bronchitis, and tumor of the neck; (3) blood diseases, 
specially leukemias, pseudohemophilia, true hemo- 
ilia, and multiple myelomas; (4) cardiac diseases, es- 
cially mitral stenosis and rheumatic fever in childhood; 
and (5) sudden change to high altitudes, as in flying. 


J-A.^L.-V., Fcij. 2, 1952 

monest causes of noseblood in our cases were condition 
which became progressively worse as the patient crew 
older. Of all patients studied, more than 409 p were more 
than 60 years of age. Of those past 60 years, 65 Tr had 
hypertension. This corresponds well with the fmdincs'in 
106 cases reported previously.^'' ^ 

There were 10 patients with familial hemorrhacic 
telangiectasia in our group of 212. It is an inherited 
anomaly and often gives rise to severe and at times 
fatal hemorrhage; it is characterized by the presence of 
localized angiomas or telangiectatic lesions. 

No obvious cause was found for the hemorrhacc in 
53 of our 212 cases (25%). Nearly all these patfents, 
however, were in the age group in which cardiovascular 
disease is common. 

Few textbooks and papers on nosebleed do more than 
mention the Little or Kiesselbach area and vessels feed¬ 
ing into it as the source of serious nosebleed. In 50.9% 
of our 106 patients who required hospitalization for 
severe epistaxis before 1945, this area was the source of 
bleeding; whereas, it was the source of bleeding in only 
27.4% of 106 patients seen from 1945 through 1950. 
It is not surprising to those who routinely have to treat 
nosebleed that anterior septal bleeding can be so serious 
• that hospital apparatus is required in its control. 

■About 40% of our hospitalized patients bled from the 
posterior portions of the nose, high or low (Table 3). 
The sphenopalatine artery or one of its branches seemed 
to be the source of about half these hemorrhages. In the 
other half the bleeding seemed to be venous and origi¬ 
nated low and posterior. This is the area Woodruff 
called the “naso-nasopharyngeal plexus. 

Bleeding from high and anterior parts of the nose 
is rare, and in most cases it is caused from a blow on the 
nose. A rupture of the anterior ethmoid artery or one of 
its branches is usually the cause of such bleeding. It oc¬ 
curred in six of our cases. Trauma, incidental to repeated 
packing and removal prior to hospitalization, was found 
in those cases in which bleeding was from the turbinates 
or diffusely from the nasal mucous membrane. 

When the treatment used at the clinic from 1930 
through 1944 is compared with that used from 1945 


STUDY OF 212 CASES OF SEVERE EPISTAXIS 

From 1930 to 1950, 212 patients who had severe 
epistaxis have been treated by physicians of the Mayo 
Clinic in the hospitals. Part of the data on these patients 
has been published elsewhere.® 

The various causes of hemorrhage in these cases are 
listed in Table 1. Only trauma to the nose, either acci¬ 
dental or surgical, was considered a direct cause of nasal 
hemorrhage. All the others are not more than con¬ 
tributory. Trauma figured in only 9.9% of our 212 
cases, while in nearly all the remaining cases the nose- 
bleedbegan when the patient was asleep or at rest. 

■Severe epistaxis is essentially a geriatric problem, since 
the nosebleeds of children and young adults are seldom 
severe. The incidence of severe epistaxis increases di¬ 
rectly with the age in our series (Table 2). The com- 


3. (a) Spar, A. A., and Hallberg, O. E.; Severe Epistaxis and Its Man¬ 
agement; Report of Eleven Cases in Which the External Carotid Artery 
Was Ligated, Ann. Otol., Rhin., & Laryng. 56:141-151 (March) 1947. ( 6 ) 
HaUberg, O. E.; Nosebleed and Its Management, Mississippi Doctor 
38: 223-228 (Dec.) 1950. 


Table 2. — Age Distribution of 212 Hospitalized Patients 

Age, IT. ’ Patients % 

Less than 5. S -■* 

5-14. 9 1-3 

15-24. 11 9.2 

23-34. 10 

33-44. SI I'O 

45-54. S3 l<-9 

55-G4. 93 23.0 

G5 and more. 

Total. ^ 

irough 1950, many similarities may be noted (Tabic 
). There were fewer ligations of the external carotid 
rtery in the latter series. This probably means that the 
)urce of bleeding was localized better, and packing 
'as more thorough. 

Seventeen of our 212 patients failed to respem 
onservative treatment and required ligation of the c.x- 
jrnal carotid artery. In each instance the 
ontrolled. In 2 of these 17 cases epistaxis had followed 
peration on the sinuses. In the remaining cases cpi- 
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siaxis occurred spontaneously. About five days after the 
jjoation an infection developed in the wound of one 
patient, and a tracheotomy had to be done because of 
blocked airway. The patient, however, recovered rapidly, 
slid the tracheal wound was closed after three days. 

A deviation of the tongue to the left followed ligation 
of the left external carotid artery in one case; this disap- 


Tadle 1.—Source of Bleeding in 212 Hospitalized Patients 



192040 U 

lot: 

•i9:>o 

Source 

No. 

--^ 

% 

No. 

% 

jntfrior portion ot the septum (Klcssolluicli's 

.01 


20 

27.3 

Sj.tiraopalntinc or nnsopnlntlnc nrtcry. 

20 

1S.9 

'll 

10.4 


14 

13.2 

t 

C.6 


5 

■t.7 

5 

4.7 

XasonoEophoryneciil ple.vii.s . 



12 

11.3 

Anterior scptnl perforation. 



G 

5.7 

BeWnd spurs and severe septal dellcctions. 


.... 

6 

5.7 

Anterior ethmoid nrtcry or vein. 



G 

5.7 

Undetermined (posterior) . 

13 

12.3 

24 

22.G 

Total..... 

IOC 

300.0 

100 

300.0 


peared in about a week. Postoperative edema around the 
left hypoglossal nerve was probably responsible for this 
complication. 

Both external carotid arteries were ligated in a man, 
51, who was hospitalized Oct. 9,1942, for profuse nasal 
hemorrhage. The bleeding was so severe that he was 
given 500 cc. of blood by his home physician before 
transportation to the clinic was attempted. There were 
profuse hemorrhages from both nostrils apparently be¬ 
cause of the presence of a large septal perforation. The 
blood came out of the nose as well as the mouth. The 
bleeding was so severe that it was impossible to locate 
the bleeding point; however, more blood seemed to'come 
from the left nostril than the right. Because of the severity 
of the bleeding, it seemed likely that the left sphenopala¬ 
tine artery was the source. Ligation of the left carotid 
artery promptly controlled the bleeding. 

This patient returned a year later with another severe 
nosebleed. This time more blood seemed to come from 
(he right side of the nose rather than the left. Packing did 
not control the bleeding. Several transfusions of blood 
were required, and finally the right external carotid 
artery had to be ligated. This procedure promptly con¬ 
trolled the bleeding. General examination disclosed 
nothing of significance. Results of blood tests, which in¬ 
cluded coagulation time and clot retraction, were within 
normal limits. 

TREATMENT IN HOSPITAL 

Each physician has his own favorite method of con¬ 
trolling nasal hemorrhage. The principal object is, how¬ 
ever, to stop tlie flow of blood as soon as possible. 

On admission to the hospital the patient should first 
be examined for symptoms of shock and for active bleed¬ 
ing. If the patient is an adult, he should be given 14 grain 
(0.016 gm.) of morphine by hypodermic injection. Chil¬ 
dren should be given hypnotics, the dosage depending on 
the age. With close observation of the patient it is not 
dilhcult to distinguish between shock due to hemorrhage 
and the shock-like appearance of a patient who is nause¬ 
ated from swallowing too much blood. If there is un¬ 
certainty as to the condition of the patient, transfusion 
of blood should be employed. 


If the hemorrhage is controlled by packs inserted 
prior to hospitalization, the packs are left in place, and 
the patient is watched thereafter for recurrence of 
bleeding. 

When active bleeding is occurring, packs are removed 
and the nose is cleansed with a suction apparatus under 
direct vision in an effort to determine the source and 
severity of bleeding. Cotton pledgets moistened in equal 
parts of 1; 1,000 solution of epinephrine chloride and 10 
to 20% solution of cocaine are then used to shrink the 
nasal mucous membranes and provide local anesthesia 
for any necessary instrumentation. 

Macbeth ■* stated that the middle turbinate is a con¬ 
venient landmark in the determination of the source of 
bleeding. It is usually possible to determine whether the 
bleeding originates from above, below, in front, or be¬ 
hind this structure. 

Gauze 1 in. (2.5 cm.) wide and heavily covered with 
petrolatum (vaseline®) is probably the most useful agent 
available to the rhinologist for the control of nasal 
hemorrhage. However, many other types of packing may 
be satisfactory. Dixon ° inserted pliable marine sponges 
piecemeal. Brown “ and others soaked their packing 
material in peroxide. These packs, however, cause much 
discomfort to the patient. 

When bleeding comes from the posterior part of the 
nose, it is sometimes difficult to locate its origin accur¬ 
ately. If bleeding is low and posterior, packing can be 
made easier if the posterior third of the inferior turbinate 
is lifted up. Occasionally the bleeding point can then be 
seen; if there is room enough, the area can be cauterized 
with the electrocoagulating point, or spot packing can be 
used. A laminated petrolatum gauze pack may be em- 


Table 4. —Treatment Employed for Hospitalized Patients 


Procedure 

Packing: 

Nasal .... 

Nasal uml clcctrocougulation. 

Nn.sal, eloctrocongulation, and transfusion.... 

Spot ... 

Anterior and postnasal packs. 

Blood tiansfusIoD . 

EleclTocoagulntion only . 

X/isatioD ol external carotid artery and trans¬ 
fusion .. 

Chemical cautery . 

Submucous resection ... 

Injection of foreign protein. 

Ascorbic acid and vitamin K . 

Rutin and cautery. 

Ligation of anterior ethmoidal artery. 

Total patients . 


3030-30U 

1915 

•lOjQ 

No. 

% 

No* 

%of 

lOG 

33 

35.9 


'l2.3 

23 

21.7 

13 

10 

17.0 

47 

44.3 

.. 


00 

20.8 



ai 

32.1 

5 

4.7 

11 

10.4 

11 

10.4 

G 

5.7 

7 

6.G 

4 

3.8 

2 

1.9 

4 

3.8 

1 

0.9 

10 

9.4 


.... 

4 

3.8 



1 

0.9 

ICG 

100.0 




* Some patients had more than one procedure. 


ployed. Also useful in this area is a firm tampon slightly 
larger than a lead pencil about 2 to 3 in. (5.1 to 7.6 cm.) 
long, which can be made out of long fiber cotton. Two 
or three tampons can be wedged firmly between the in¬ 
ferior turbinate and the septum. Woodruff = advocated 
dipping the tampons in a mixture of 4% aqueous anti- 


4. Macbeth, R. G.: Anterior Ethmoidal Haemorrhage, J. Lar>'ng. & 
Otol. 63:42-47 (Jan.) 1948. 

5. Dixon, O. J.: Epistaxfs; the Use of Sterile Marine Sponges in Its 
Control. J. Missouri M. A. 45: 824-825 OIov.) 1948. 

6. Brown, E, H.; CardioNTiscular Bpistaxis, Arizona Med. C * "3-W 

(May) 1949. ^ 
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pyrine solution, to which an equal amount of a 4% 
aqueous solution of tannic acid is added. The solution 
has a rather heavy rubbery precipitate. The tampons 
are inserted so that the posterior tips just reach the 
choanae. As an extra precaution a piece of suture ma¬ 
terial is tied to the anterior ends of the tampons and then 
fastened to the eheek with a piece of adhesive tape. 
Whichever types of packs are used, they are left in place 
for five to seven days. If the bleeding can be arrested 
completely for this period, sufficient healing takes place 
so that the result is permanent. 

Postnasal Packing .—If anterior packing alone fails 
to stop the flow of blood, postnasal packing should be 
employed (figure). Dickie," in his paper on nasal hemor¬ 
rhage and its treatment, described an effective postnasal 
pack. A strip of gauze about IVz to 3 in. (6.3 to 7.6 cm.) 
wide is folded lengthwise 1 in. (2.5 cm.) from the edge. 
It is then rolled up tightly until the thick end is a little less 
than % in. (1.9 cm.) in diameter. It is bound tightly 
around the middle with a string with long ends. The ends 



are wound crisscross around the thinner end and tied 
tightly. One end of the string may be cut off to about 
1 to 5 in. (2.5 to 12.7 cm.) and the other end left long. 
A catheter is passed through the nose and pulled out the 
mouth. The long end of the string can be made double 
and ,is tied to the catheter, and the pack is pulled into 
place. After the pack is applied, the string coming out 
of the mouth should not be under any pull at all. Other¬ 
wise it may cut into the soft palate. 

Another complication of postnasal packs is collection 
of blood and possibly infection in the middle ears. This 
is mainly due to (1) severe bleeding and (2) wrongly 
applied postnasal pack. Since the type of pack suggested 
by Dickie has been used at the clinic, this complication 
has seldom occurred. 


7. Dickie, J. K. M.; Nasal Haemorrhage and Its Treatment, Canad. 
M. A. J. 58:121-126 (Feb.) 1948. 

8. Spar, A. A., and Williams, H. L.: Osteomyelitis of the Basisphenoid 
and Basiocciput With Meningitis and Cranial Nerve Falsies as a Com¬ 
plication of Nasopharyngeal Packing for Control of Epistaxis; Report of 
a Case With Recovery, Arch. Otolaryng. 46 : 473-477 (Oct.) 1947. 

9. Ncivert, H.; Engclberg, R., and Pirk, L. A.: Nasal Hemorrhage; 
Studies of Ascorbic Acid, Prothrombin and Vitamin K, Arch. Otolaryng. 
47 : 37-45 (Jan.) 1948. 

10. Figi, F. A., and Watkins, C. H.; Hereditary Hemorrhagic Telangi¬ 
ectasia, Ann. Otol., Rhin. & Laryng. 52:330-341 (June) 1943. 
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A patient with osteomyelitis of the basisphenoid with 
meningitis and cranial nerve palsies, resulting from natci- 
pharyngeal abscess following the use of a postnasal rack 
has been treated at the clinic.® In a situation of this son 
in order to maintain a steady pull the strinst in front 
should be tied to a large rubber tubing. If the blccdin*’ 
still is not controlled, petrolatum gauze can be packed 
against the postnasal pack. 

Covering the pack with petrolatum makes insertion 
and, later, removal easier. This postnasal pack, in my 
opinion, has many advantages over other types: (1) it 
causes less discomfort to the patient; (2) in most cases 
it does not block the eustachian tubes; and (3) it can 
be left in place for several days without too much dis¬ 
comfort. 

In order to prevent infection, all patients who have 
postnasal packs in place should be given penicillin; we 
usually give 300,000 units daily. 

Ascorbic acid and vitamin K are being given more 
and more as supportive measures. Neivert, Engclberg, 
and Pirk ” found a high incidence of ascorbic acid and 
prothrombin deficiency in a series of 104 consecutive 
cases of epistaxis. The gratifying clinical results attend¬ 
ing the administration of 300 mg. of ascorbic acid daily 
and vitamin K-like substances in some of these cases sug¬ 
gest that ascorbic acid and vitamin K have a definite 
place in the management of nasal hemorrhage. However, 
the follow-up data in the cases reported were unsatis¬ 
factory. At the clinic we usually give vitamin K as mena¬ 
dione sodium bisulfite (hykinone®) in ampules of 4.6 or 
30 mg. or in tablet form as 4-amino-2-methyl-l-naphthol 
hydrochloride (“synkamin”). Patients with severe no.se- 
bleeds are often given ascorbic acid and vitamin K even 
when the examination of the blood shows normal condi¬ 
tions. Dr. Robb, chairman of the Section on Laryngology, 
Otology, and Rhinology, has suggested the use of sur¬ 
gical pituitary extract (pituitrin®); he has had very good 
results with it. 

In our cases the telangiectatic lesions usually were 
situated on both sides of the cartilaginous portion of the 


septum. Large septal perforations were usually present. 
This also was noted by Figi and Watkins.^® Not much 
in the way of permanent cure can be offered these un¬ 
fortunate patients; however, protracted'use of rutin has 
been of some benefit. It is made from buckwheat and 
has a tendency to strengthen the walls of the blood ves¬ 
sels. Figi and Watkins suggested a dosage of 300 mg. 
daily. After about a year of this treatment 30 or 40% 
show less tendency to hemorrhage. Extensive electro¬ 
coagulation and occasionally submucous resection give 


symptomatic relief. 

Topical application of thrombin and thromboplastin 
is often useful for diffuse bleeding from the mucous 
membranes of patients who have a blood dysemsia, es¬ 
pecially acute leukemia and multiple myelomas. The nose 
of a patient who has diffuse bleeding from the mern- 
branes should not be packed because the ''' 

traumatize the membranes further. Occasionally, _ 
Wppriincr is so severe that packing is necessary 


VC life • 

metimes use of epinephrine “J 

bits of cotton is beneficial. J ^ 
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anesthesia and the bleeding points electrocoagulated. The 
source of bleeding is almost always the anterior part of 
the septum or of the floor. 

Since about 1947 the use of oxidized cellulose gauze 
packing has been advocated in many articles.^^ The nose, 
however, should not be packed tightly with it because it 
causes necrosis of the mucous membranes, but small 
amounts should be used directly over the bleeding area. 
Chemical cautery, especially silver nitrate, should not be 
used first because it prevents absorption of the oxidized 
cellu!ose.”“ 

When conservative measures fail, ligation of a main 
artery should be employed. Ligation of a principal artery 
for the control of hemorrhage from one of its branches 
was first performed more than 150 years ago. According 
to Bartlett and McKittrick,^^ who reviewed the cases of 
ligation of the carotid artery reported up to 1917, Aber- 
nethyattempted without success to tie off the common 
carotid artery for hemorrhage in 1795. The first success¬ 
ful ligation of the common carotid artery was reported 
by Flemming “ in 1803. Since that time the carotid artery 
has been ligated hundreds of times for a variety of condi¬ 
tions, including nasal hemorrhage. 

Ligation of the external carotid alone has been more 
limited. McKnight^° in 1926 reviewed the literature 
and found 17 instances of ligation of the external caro¬ 
tid artery up to that time. In all the hemorrhage was 
controlled successfully. 

Goodyear in 1937 and Macbeth ■* in 1948 described 
cases of ligation of the anterior ethmoid artery for nasal 
hemorrhage. Fitz-Hugh and Risher ” in 1949 described 
a case in which the external carotid artery was first ligated 
after the usual local measures had not been successful. 
The hemorrhage was completely controlled with the ad¬ 
ditional ligation of the anterior ethmoid artery. 

When bleeding is severe and packing has failed, either 
the external carotid or anterior ethmoid artery should be 
tied. The incision in the latter is along the eyebrow. The 
artery can then be tied or compressed with a silver clip. 
The posterior ethmoid artery is small and should not 
cause trouble. If necessary, it could be disrupted with 
electrocoagulation. 

Septal bleeding behind spurs and deflections can be 
difficult to control. In such cases submucous resection 
should be performed so that the surgeon can identify the 
bleeding point and treat it effectively. Often submucous 
resection alone is enough to control the bleeding. For 
patients who have anterior septal perforations with crust¬ 
ing and repeated bleeding, a modified submucous resec¬ 
tion with removal of exposed cartilage around the edges 
is the treatment of choice. Submucous resection should 
be done more as a preliminary treatment for severe hem¬ 
orrhages in the posterior part of the nose in an effort to 
identify the bleeding point. 

Ligation of the external carotid artery is indicated 
when nasal hemorrhage persists and recurs with severity, 
and the level of the hemoglobin and the number of eryth¬ 
rocytes drop steadily in spite of repeated nasal packing 
and transfusion of blood. 

It is not safe to wait until the patient has lost so much 
blood that a state of shock supervenes. Bean “ in 1937 


reported that in 2 out of 300 cases of coronary occlusion 
the occlusion was caused by the sudden fall of blood 
pressure accompanying hemorrhage; in 1 of his cases 
spontaneous epistaxis occurred. McKinlay reported a 
case in which coronary insufficiency was precipitated by 
hemorrhage from a duodenal ulcer. 

Recently a patient came to the clinic because of severe 
nosebleed from the left side of the nose. He had been 
treated at home for a month with nasal packing and fre¬ 
quent blood transfusions. When he came to the clinic 
he was bleeding profusely from the posterior aspect of 
the left nasal passage. Further packing did not control it. 
The day after admission to the hospital the left carotid 
artery was ligated. The ligation controlled his bleeding, 
but he died a couple of weeks later due to multiple 
hemorrhages in the brain. It certainly is possible that 
earlier ligation could have saved this patient’s life. 

Blumgart, Schlesinger and Zoll found that coronary 
occlusion was due to shock in 11 out of 450 cases. They 
emphasized the importance of preventing, under any cir¬ 
cumstances, a decrease in the blood pressure in cases of 
coronary sclerosis. 

Hagaman has had much experience in ligating the 
external carotid artery for severe posterior nasal bleed¬ 
ing. This procedure immediately controlled the bleeding 
in all his cases. 

TECHNIQUE OF LIGATION OF THE EXTERNAL 

carotid artery 

Ligation of the external carotid artery is a relatively 
simple procedure. My colleagues and I prefer an incision 
along the natural creases of the neck at the level of the 
laryngeal prominence of the thyroid cartilage. The bifur¬ 
cation is exposed by blunt dissection. It should be re¬ 
membered that the internal carotid artery has no 
branches in this area. 

The external carotid artery is usually ligated between 
the branches of the lingual and superior thyroid arteries. 
After the artery is compressed, the anesthetist or the 
assistant checks for pulsation of the superficial temporal 
artery in front of the auricle. If the pulsation stops when 
the external carotid is compressed, the correct vessel is 
being selected and ligation is done. 


11. (o) Elsbach, E. J.: Rhinologic Use of Oxidized Cellulose Gauze 
New York State J. Med. 49:663 (Mar. 15) 1949. (6) Kler, J. H.: Use 
of Absorbable Gauze in Otolaryngologic Practice, Arch. Otolaryng. 46: 
801-803 (Dec.) 1947. (c) Houser, K. M.: Oxidized Cellulose Gauze Pack¬ 
ing for Nasal Bleeding, J. A. M. A. 132: 143 (Sept. 21) 1946. 

12. Bartlett, W., and McKittrick, O. F.: A Study of Secondary Hemor¬ 
rhage Treated by Ligation of the Common Carotid Artery, Ann Sure 
65 : 715-729 (June) 1917. 

13. Abernetliy, quoted by Bartlett and McKittrick.” 

14. Flemming, quoted by Bartlett and McKittrick.” 

15. McKnight, H.: Carotid Ligation in Epistaxis, Texas State J. Med. 
22:271-274 (Aug.) 1926. 

16. Goodyear, H, M.: Nasal Hemorrhage: Ligation of the Anterior 
Ethmoid Artery: Case Report, Laryngoscope 47 : 97-99 (Feb.) 1937. 
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Conditions, Am. Heart J. 14: 684-702 (Dec.) 1937. 

19. McKinlay, C. A.: Coronary Insufficiency Precipitated by Hemor¬ 
rhage From Duodenal Ulcer, Journal-Lancet 63:31-34 (Feb.) 1943. 
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08:181-198 (Aug.) 1941. 
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SUMMARY 

In 212 cases occurring from 1930 through 1950 epi- 
staxis has been treated in the hospital by physicians of 
the Mayo Clinic. In about 10% of the cases trauma was 
the causative factor. More than 50% of the patients 
were 55 or more. Treatment consisted of the usual con- 
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servative procedures, packing and electrocoagulation 
and, in a few cases, ligation of the external carotid aricrv 
together with supportive measures. Details in the'tech- 
nique of postnasal packing and ligation of the extcrm! 
carotid artery are given. 

102 2d Ave. S. W. 


VALUE AND HAZARDS OF INTRAVENOUS PROCAINE AMIDE 

(“PRONESTYL”) THERAPY 

Norman S. Stearns, M.D., Edmund J. Callahan III, M.D. 

and 

Laurence B. Ellis, Boston 


Procaineamide (“pronestyl”) was recently introduced 
as an agent for the treatment of ventricular arrhythmias. 
Procaine amide (p-amino-N-[2-diethylaminoethyl] ben- 
zamide hydrochloride) differs from procaine by the pres¬ 
ence of the amide grouping (• CO ■ NH •) instead of the 
ester grouping (■ CO ■ O ■) present in the latter.^ Avail¬ 
able data indicate that this drug, unlike procaine, is not 
readily hydrolyzed by plasma enzymes and that plasma 
procaine amide levels persist for several hours rather than 
for a few minutes, as in the case of procaine. These data 
imply a longer duration of action for procaine amide than 
for procaine. Procaine amide, unlike procaine,^ can be 
administered rather rapidly by the intravenous route to 
conscious unanesthetized patients without, as a rule, pro¬ 
ducing convulsions or other signs of central nervous sys¬ 
tem stimulation. In addition, it may be administered in 
effective antiarrhythmic doses by the oral route.^ 

Our study concerned the immediate clinical effects of 
intravenous procaine amide therapy; no comparison of 
its effects with those of procaine or quinidine was made. 
The purpose of this study was to evaluate the effects of 
k itravenously administered procaine amide on cardiac 
■ 1 ythmias and arterial blood pressure in an attempt to 
ascertain the practical usefulness of the agent. The re¬ 
sults showed that the predominant clinical effects were 

(1) alteration of susceptible cardiac arrhythmias and 

(2) decrease in arterial blood pressure. The latter effect 
constituted a serious hazard. 


The procaine amide hydrochloride used in this study was supplied by 
E. R. Squibb & Sons. 

This investigation was supported in part by a research grant from the 
National Heart Institute, U. S. Public Health Service. 

A preliminary report of the present study was presented at the meet¬ 
ing of the New England Cardiovascular Society, Boston, Jan. 15, 1951. 

From the Thorndike Memorial Laboratory, Second and Fourth Medical 
Services (Harvard), Boston City Hospital, and the Department of Medi¬ 
cine, Harvard Medical School. Postdoctorate Research Fellow, National 
Heart Institute (Dr. Stearns). 
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3. Unpublished data from this laboratory. 

4. Ventricular tachycardia was converted to a slower supraventricular 
I rhythm in each of three additional patients receiving oral procaine amide 
, therapy. 


METHOD 

Procaine amide was administered intravenously to 33 
patients with a variety of arrhythmias, both ventricular 
and supraventricular in nature. All diagnoses of the type 
of arrhythmia were made by electrocardiogram. Re¬ 
sponse to carotid sinus stimulation was, in some patients, 
helpful in differentiating supraventricular from ventricu¬ 
lar tachycardias. During the period of procaine amide in¬ 
fusion, arterial bipod pressures were measured at one to 
two minute intervals, and observation for electrocardio¬ 
graphic changes was continuous. 

Of the 33 treated patients, 5 were under the age of 
50 and 23 were over the age of 60. Ten patients had 
underlying arteriosclerotic heart disease. Fourteen pa¬ 
tients had hypertensive heart disease associated in rime 
with arteriosclerotic heart disease. There were two pa¬ 
tients with cor pulmonale, two with syphilitic heart dis¬ 
ease, one with rheumatic heart disease, and four with 
heart disease of undetermined etiology. There was con¬ 
clusive evidence of recent myocardial infarction in only 
one patient (Case 29). Twenty-one patients were in con¬ 
gestive heart failure at the time of procaine amide 
therapy. 

ANTIARRHYTHMIC EFFECTS 

Ventricular Tachycardia .—There were eight'patients 
with ventricular tachycardia.* The results of therapy arc 
summarized in Table 1. Conversion of ventricular tachy¬ 
cardia to a slower supraventricular rhythm was accom¬ 
plished during intravenous procaine amide administra¬ 
tion in six patients. It is to be noted that in Case 23 
conversion was originally effected after administration of 
200 mg. of the drug; however, the rhythm reverted to 
ventricular tachycardia after approximately 45 minutes. 
A second conversion then took place with an addiiioaa! 
140 mg. of the drug. Ventricular tachycardia did noi 
recur subsequently with oral procaine amide therapy 

(Table 1). . 

The patient in Case 22 had intermittent ventricular 
tachycardia. Before treatment, the attacks of ventricular 
tachycardia occurred frequently and were of one to lv.o 
minutes’ duration. With the infusion of 500 mg. of pro¬ 
caine amide, the attacks of ventricular tachycardia oc¬ 
curred less frequently, and those noted by 
observation of the electrocardiogram were of shoric 
duration. In addition, the appearance of isolated ' 
ventricular beats without ensuing ventricular tachycar 
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^vas noted. Because of profound hypotension, responding 
only transiently to phenylephrine (neo-synephrine®) 
hydrochloride, intravenous administration of procaine 
amide was stopped, and 500 mg. of the oral preparation 
' given. One hour later, there was no evidence of ven¬ 
tricular irritability. The patient in Case 3 had persistent 
ventricular tachycardia and failed to respond to two trials 
of procaine amide given intravenously. On the first oc¬ 
casion, 750 mg. of this drug was administered. There 
was no conversion, but the ventricular rate slowed from 
130 to 90 per minute. The slower rate was not main¬ 
tained by oral doses. On the second intravenous trial, 
goo mg. was administered. There was no conversion, but 
the slowing effect was again noted. Additional doses of 
the drug were not given, because of severe hypotension. 

TfiBUl {<--^Results of Intravenous Procaine Amide Therapy in 
Eight Patients with Vcniricniar Tachycardia 

, Proctvlnci 

\ Total Amide 

1 Typeof Dose Dose to 

Ventricular Procaine Con- 



PIffItalis 

Tachy¬ 

Amide, version, 

EITcct on Tcntricnlar 

Ciiso Toxicity 

cardia * 

Mp, 

Me. 

Tachycardia 

B 

Tes 

Persistent 

CO 

GO 

Conversion to auricular 
flbrillatioo with con¬ 
duction 

1 

los 

Persistent 

200 

200 

Conversion to aurlculo- 
vcntricular tachycardia 

23 

yes 

Persistent 

310 

200 

Conversion to auricular 
fibrillation with con¬ 
duction. Reversion 
within 45 mfnutcj?. 
Second conversion after 
additional infusion of 
140 me. of procaine 
amide 

M 

No 

Persistent 

800 

800 

Conversion to sinus 
rhythm 

3 

No 

Persistent 

750 

SOO 


Ko conversion. Slower 
ventricular rate. (Pro* 
caine amide, 500 mg. 
orally every 4 hours 
for 3 doses, without 
ofTect) 

No conversion. Slower 
ventricular rate 

IS 

No 

Intermittent 

400 

250 

Conversion to sinus 
rhythm 

S3 

No 

Intermittent 

1,500 

240 

Conversion to sinus 
rhythm 

22 

Tes 

Intermittent 

500 


Attacks of ventricular 
tachycardia less fre¬ 
quent and ol shorter 
duration. Appearance 
of Isolated ventricular 
cctoplc heats 


TIic known duration ot ventricular tachycardia prior to therapy was 
^ t hours In each patient. The paroxysms of intermittent 
jachycnrdla In this group of patients recurred within intervals of seconds 
10 a fftp minutes and varied in duration from a few seconds to several 
minutes. 

Conversion of ventricular tachycardia was subsequently 
accomplished in this patient with oral quinidine therapy. 
Shortly after conversion, the patient died. 

Ectopic Ventricidav Beats ^—Frequent ectopic ven- 
Iricular beats, often from multiple foci, were completely 
eliminated in 8 of 12 patients and were significantly de¬ 
creased in number in 3 during administration of the drug 
and for varying periods thereafter. The high incidence of 
mgitaiis toxicity in this group of patients is noted in 
Table 2. It is of interest that there were two patients in 
whom digitalization with customary doses or adequate 
mercurial diuresis after digitalization was accomplished 
Without evidence of ventricular irritability only with ad¬ 
juvant procaine amide administration. In spite of electro- 
<^ardlographic evidence of digitalis toxicity prior to pro¬ 
caine amide flierapy, additional digitalis and mercurial 
luretic drugs were administered to both of these pa- 
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tients, with clinical improvement of moderately severe 
congestive failure. The omission of orally administered 
procaine amide on at least two occasions in each of these 
patients was followed by the reappearance of ectopic 
ventricular beats. 

Table 2. —Results of Intravenous Procaine Amide Therapy in 
Twelve Patients with Frequent Ectopic Ventricular Beats 

Xo. o£ 




Total Doso 
TrocMno 
Amide, 

Mg. 

Effect on 
Ectopic Ven¬ 
tricular Beats 

Ectopic Foci 


Digitalis 

Toxicity 

t - 

Before 

Therapy 

After 

Therapy 

30 

Tes 

CO 

Eliminated 

1 

0 

32 

Tes 

100 

EVuninated 

1 

0 

C 

Yes 

160 

Eliminated 

3 

0 

J5 

Yes 

m 

Eliminated 

2 

0 

8 

Yes 

375 

Eliminated 

2 

0 

25 

Yes 

400 

Eliminated 

2 

0 

24 

Yes 

400 

Eliminated 

1 

0 

27 

No 

S50 

Eliminated 

2 

0 

4 

Yes 

400 

Decreased 

2 

1 

9 

? 

450 

Decreased 

3 

3 

2G 

No 

890 

Decreased 

1 

a 

7 

No 

CC6 

Unchanged 

2 

2 


Auriciiloventricular Nodal Tachycardia .—Of four pa¬ 
tients with auriculoventricular nodal tachycardia, con¬ 
version was accomplished in two and transiently in a 
third. There was one patient (Case 8) with auricular 
fibrillation, auriculoventricular nodal tachycardia, and 
frequent ectopic ventricular beats. With the infusion of 
100 mg. of procaine amide the ectopic ventricular beats 
were eliminated. Following the administration of 375 rog, 
of the drug, the patient’s blood pressure fell from a con¬ 
trol level of 94/62 to 38/0. There was loss of conscious¬ 
ness associated with convulsive movements. Phenyleph¬ 
rine hydrochloride, 5 mg., was given intravenously, but 
the pressure continued to fall to 22/0. At this time, 
0.4 mg. of epinephrine was administered intravenously. 
The blood pressure promptly rose to 122/72, and the 
electrocardiogram revealed ventricular tachycardia, 
which lasted for only one minute and subsided sponta¬ 
neously. The final rhythm was auricular fibrillation with 


Table 3.— Results of Intravenous Procaine Amide Therapy in 
Four Patients with Auricuioventricnlar Nodal Tachycardia 


Case* 

Digitalis 

Toxicity 

Total Dose 
Procaine 
Amide, 

Mg. 

Effect 

2 

Yes 

300 

Conversion to auricular fibrilla¬ 

35 

Yes 

300 

tion with conduction 
Conversion to auricular fibrilla¬ 

G 

Yea 

koo 

tion w'ith conduction 
Conversion to sinus rhythm 

8 

Yes 

375 

with conduction for about 

1 hour 

Reversion to slower auriculoven- 
tricular nodal tachycardia 

No effect 


* In cases G and 8 ectopic ventricular beats were ciimlnatcd during 
proenme amide infusioo, 

auriculoventricular nodal tachycardia. The patient re- 
covered consciousness. Death, several days later, was the 
result of his chronic pulmonary disease (Table 3). 

Auricular Fibrillation with Auriculoventricular Con¬ 
duction and Ventricular Rates Over 115 per Minute. _ 

Of five patients in this group, auricular fibrillation ^ per- 

5. Auriculoventricular conduction in these patients contrasts vrith that 
of other patients in whom auricular fibrillation was associated with 
auriculoventricular nodal or ventricular tachycardia. 
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sisted in all, and rapid ventricular rates were not altered 
m four after administration of from 400 to 1,000 mg. of 
procaine amide. In one patient (Case 20), after the ad¬ 
ministration of 400 mg. of procaine amide and coinci- 
ent with severe hypotension, the electrocardiogram re- 


Table ^.-—Results of Intravenous Procaine Amide Therapy in 
oeven Patients with Aurictdar Fibrillation Associated with 
Auricidoventricular Nodal or Ventricular Tachycardia 


Total Dose 


Case 

2 

Procaine 

Amide, 

Mg. 

300 

Effect on 
Auricular 
Fibrillation 

No change 

13 

300 

No change 

8 

375 

No change 

23 

340 

No change 

28 

GO 

No change 

18 

400 

Sinus rhythm 

29 

800 

Sinus rhythm 


Effect on Assoelntod 
Arrhythmia 

Auriculoventriculflr nodal t.acby- 
cardia converted to auricular 
fibrillation rvith conduction 

Auriculovontricular nodal tachy¬ 
cardia converted to auricular 
fibrillation with conduction 

Auriculovcntricular nodal tachy¬ 
cardia not effected. Ectopic ven¬ 
tricular beats eliminated 

Ventricular tachycardia converted 
to auricular fibrillation with con¬ 
duction 

Ventricular tachycardia converted 
to auricular fibrillation with con¬ 
duction 

Ventricular tachycardia converted 
to sinus rhythm 

Ventricular tachycardia converted 
to sinus rhythm 


vealed persistence of auricular fibrillation with auriculo- 
ventricular conduction and marked slowing of the ven¬ 
tricular rate (from 130 to approximately 50 per minute). 
In addition, there were short periods of auriculoventricu- 
lar nodal rhythm. Whether hypotension with secondary 
cardiac effects or the direct effect of procaine amide ac¬ 
counted for the change in the ventricular rate and in the 
rhythm cannot be ascertained. 

Auricular Fibrillation Associated with Auriculoven- 
iricular Nodal or Ventricular Tachycardia. —^Auricular 
fibrillation was associated with auriculoventricular nodal 


Table 5. —Results of Intravenous Procaine Amide 
Therapy in Thirteen Patients with Miscellaneous 
Supraventricular Tachycardias 


Case 

Total Dose 
Procaine 
Amide, 

Mg. 

Arrhythmia 

Treated 

Effect 

12 

315 

Rapid .shifting 

Slowed 

21 

5:)0 

auricular 

Slowed 

( 1) 

CCG 

pacemaker 

No change 

5 

600 

Ectopic auric¬ 

Decreased number 

(15) 

400 

ular beats 


17 

700 

Auricular 

Slowed (no increase in 

31 

650 

flutter 

Auricular 

auriculoventricular 

block) 

Unchanged (increase 

(0) 

IGO 

flutter 

SAT* 

auriculoventricular 

block) 

No change 

(20) 

390 

SAT 

No change 

^11^ 

(22) 

(24) 

f \ 

450 

SAT 

No change 

1,000 

SAT 

No change 

500 

SAT 

Slowed 

400 

SAT 

Slowed 


' BAT ‘Already considered. 

~ 6'noaut\<;u\„ tachycardia. 


T 

pi 


1 iiv 
thi 


^^^^ycaidia in seven patients already con- 
^^^®ation persisted in five of these 
wpvo'v^ two patients (Cases 18 and 29) who 

onset auricular fibrillation prior to the 

each oi ^^'^hycardia. The rhythnv present in 

tration tun Patients alter procaine amide adminis- 
A,(Table 4). 
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Miscellaneous SupraventriciilarTachycardm _ 

intravenously administered procaine amide appeared u 
have some effect on a variety of supraventricular arrhvth- 
mias, as noted in Table 5, this effect was usually transient 
and appeared to be of some therapeutic significance in 
only a few patients (Table 5). 

Other Electrocardiographic Changes Caused by Pro 
cable Amide Infusion.—Alterations in the clectrocardia 
gram other than those related to conversion of arrhvth- 
mias or to changes in rate were produced by intravenou- 
administration of procaine amide in 5 of 33 patients anc 
were presumably indicative of toxicity. In four patient: 
(Cases 25, 24, 14, and 3), QS intervals were proloncci 
by 0.02 to 0.04 second during administration of 300 
400, 460, and 800 mg. of the drug (from 0.08, 0.10 
0.12, and 0.20 second to 0.11, 0.13, 0.14, and 0.24 see 
ond respectively). Repeated short periods of ventricula 
asystole of not more than one second’s duration occurrei 
transiently in one patient (Case 13), who had auricula 
fibrillation with a ventricular rate of approximately 100 
one minute after conversion of auriculoventricular noda 
tachycardia with 200 mg. of procaine amide. Significan 
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Effects of procaine amide (“proncstyl”) on blood pressure of 13 patient! 


prolongation of QT intervals or decrease in voltage o 
QRS or T waves was not noted. The drug was used with 
out obvious deleterious effects in a few patients witl 
aberrant conduction, bundle branch block, and complct 
heart block. 

HYPOTENSIVE EFFECTS 


A marked fall in systolic and diastolic arterial bloot 
pressure associated with untoward signs and symptom 
occurred in 13 of 33 patients (see chart). The untowan 
effects included weakness and malaise (in six patients) 
profuse sweating (in four), vomiting (in three), thirs 
(in two), convulsive movements (in two), and loss o 
consciousness (in one patient). In 10 additional patients 
blood pressure falls greater than 20 mm, Hg syslolii 
(average 29± 6.5 mm. Hg) in all, and in 6 of these 10 
diastolic falls of greater than 15 mm. Hg (average 22i 
4.2 mm. Hg) occurred without untoward signs or symp 
toms, during procaine amide infusion. There was no ap 
parent relation between the incidence of blood pressurf 
fall and the age of the patient or type of underlying hear 
disease. Hypotension occurred in patients with and with 
out congestive heart failure. 

The chart illustrates that blood pressure fall, often tc 
levels considerably below 100 mg. Hg systolic, occvrrcc 
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inpatients with relatively high, normal, and low control 
levels, and in patients with ventricular and supraventricu¬ 
lar tachycardia. Blood pressure fall occurred with pro¬ 
caine amide infusion rates of 25, 50, and 100 mg. per 
minute in response.to total doses averaging less than 
500 mg. The duration of procaine amide-induced hypo¬ 
tension varied from a few minutes to several hours. In 
five of the patients noted in the chart, intravenous ad¬ 
ministration of phenylephrine hydrochloride in doses of 
2 to 5 mg. successfully counteracted procaine amide- 
induced hypotension, at least temporarily. However, 
hypotension persisting after administration of procaine 
amide, in spite of phenylephrine therapy, contributed to 
(he death of one patient. It should be mentioned that this 
patient (Case 20) with known hypertensive arterioscle¬ 
rotic heart disease had severe hypotension, below 100 
mm. Hg systolic, for 25 minutes before phenylephrine 
was administered. 

There was no significant correlation between abolition 
of ventricular tachycardia, ectopic ventricular beats, or 
auriculoventricular nodal tachycardia and antecedent 
drug-induced blood pressure fall. Of six patients in whom 
conversion of ventricular tachycardia was accomplished 
during procaine amide infusion, only one showed a 
prompt rise in blood pressure following the conversion. 
Significant hypotension occurred in one additional pa¬ 
tient (Case 33) not included in the chart. Abolition of 
intermittent ventricular tachycardia was accomplished in 
this patient after administration of 240 mg. of procaine 
amide, infused at a rate of 40 mg. per minute. However, 
because of the persistence of ectopic ventricular beats, 
procaine amide infusion was continued by intravenous 
drip at a slightly slower rate. By the 30th minute, blood 
pressure had fallen from a control level of 70/50 to 
60/40, The latter level persisted and appeared to be well 
tolerated for the next 20 minutes. At the 50th minute 
blood pressure was unobtainable and the patient was ob¬ 
served to be pallid and sweating profusely. At this time 
the patient had received 1,200 mg, of procaine amide. 
After the administration of 5 mg. of phenylephrine sub¬ 
cutaneously, the pressure rose to 60/50. Procaine Amide 
infusion at approximately 10 mg. per minute was con¬ 
tinued to a total dose of 1,500 mg. By the second hour 
after the start of therapy with the latter drug, the blood 
pressure was stabilized at 110/60. 


PROCAINE AMIDE IN BRONCHIAL ASTHMA 
Procaine amide was administered to four patients with 
a known history of bronchial asthma. Two of these, 
treated during asthmatic attacks with intravenously ad¬ 
ministered procaine amide, suffered profound hypoten¬ 
sion associated with convulsive movements. In a third 
patient, an acute asthmatic attack developed after the 
adrninistration of 390 mg. of the drug, and in the fourth 
patient, an acute asthmatic attack occurred approxi¬ 
mately 90 minutes after oral administration of 750 mg. 


COMMENT 

It is important to emphasize that while the hypotensive 
effect of procaine amide has been noted by others,® the 
^^rninistration of 100 to 200 mg. per minute 
(that is, 1 to 2 cc. of undiluted procaine amide per 
minute) to a total dose of no more than 1,000 mg., rec¬ 
ommended for clinical use by the manufacturers, ap¬ 


pears to be excessive. In the present study, rates of ad¬ 
ministration between 25 and 100 mg. per minute to total 
doses between 70 and 800 mg. produced significant sys¬ 
tolic and diastolic blood pressure falls. Furthermore, in 
spite of additional lowering of infusion rates below 25 
to 100 mg. per minute, and in spite of periodic cessation 
of drug administration for several minutes at a time, hy¬ 
potension, usually with symptoms of collapse, warranted 
complete cessation of drug administration in 40% of the 
patients after total doses averaging less than 500 mg. had 
been given. The mechanism of procaine amide-induced 
blood pressure fall was not revealed by available data. 

While drug-induced blood pressure fall was a se¬ 
rious hazard, intravenously administered procaine amide 
was effective in the management df ventricular tachy¬ 
cardia, ectopic ventricular beats, and auriculoventricular 
nodal tachycardia. Furthermore, the combination of in¬ 
travenous and oral procaine amide therapy proved to be 
highly effective in the management of ventricular and 
auriculoventricular nodal arrhythmias attributed to digi¬ 
talis toxicity. Although a specific study of the effects of 
oral procaine amide administration is not yet complete in 
this laboratory, marked hypotension attributable to the 
oral preparation has not been encountered in any of more 
than 40 treated patients. In a few patients nausea and 
vomiting developed and occasionally “light headedness” 
or “heavy headedness.” Significant prolongation of QS 
and QT intervals in two patients and development of 
complete heart block from incomplete heart block in one 
patient while receiving maintenance oral procaine amide 
therapy has been observed. 

SUMMARY AND CONCLUSIONS 

Procaine amide (“pronestyl”) was administered intra¬ 
venously to 33 patients with ventricular and/or supra¬ 
ventricular arrhythmias. Arterial blood pressure and 
electrocardiographic changes were studied. Initial pro¬ 
caine amide infusion rates between 25 and 100 mg. per 
minute were employed. Infusions were slowed or stopped 
when indicated by hypotensive responses or conversion 
of arrhythmias. 

Ventricular tachycardia was abolished in seven of 
eight patients. Multiple ectopic ventricular beats were 
eliminated in 8 of 12 patients and decreased in 3. Auricu¬ 
loventricular nodal tachycardia was abolished in three 
of four patients. Effective drug doses ranged from 60 to 
800 mg. Thirteen of 14 patients with ventricular or au¬ 
riculoventricular nodal arrhythmias attributed to digitalis 
toxicity responded to intravenous administration of pro¬ 
caine amide and were generally well controlled by sub¬ 
sequent oral procaine amide therapy. Supraventricular 
arrhythmias, other than nodal tachycardia, were affected 
less strikingly than ventricular arrhythmias. 

Systolic and diastolic blood pressure falls associated 
with signs and symptoms of collapse occurred in 14 of 
33 patients. Blood pressure falls, often to levels con¬ 
siderably below 100 mm, Hg systolic, were not related to 
control blood pressure levels or to the type of arrhythmia 


6. Kinsman, J. M.; Clay, H. L.; Coe, W. S., and Best, M. 
Amide (Pronestyl) in the Treatment of Disorders of Ca- ‘ 
Preliminary Report, J. Kentucky M. A. 4 
P. J., anil Clark, B. B.: A Comparative 
ties of Procaine and Procaine Amide, 

1950. Eiek, S. R.: Practical 
Arrhythmias, Arizona Med. 7: 
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present Blood pressure fall occurred with procaine 
amide infusion rates of 25, 50, and 100 mg. per minute 
in response to total doses averaging less than 500 mg. 
Phenylephrine (neo-synephrine®), employed in six pa¬ 
tients, successfully counteracted procaine-amide induced 
hypotension in five. 

Of four patients with bronchial asthma treated with 
procaine amide, two suffered profound hypotension asso¬ 
ciated with convulsive movements and in two (one after 
oral administration of the drug) acute asthmatic attacks 
developed. 

Electrocardiographic changes presumably indicative 
of toxicity (prolongation of QS intervals) were rarely 
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produced by intravenous procaine amide therapy. Re- 
peated blood pressure determinations are more impor¬ 
tant than the electrocardiogram as a guide to safe pro¬ 
caine amide infusion rates and are essential in the proper 
clinical use of this drug. ‘ 

The present results indicate that procaine amide in¬ 
fusion rates should be less than 100 mg. per minute 
Because significant hypotension was produced in spite of 
slow procaine amide infusion rates, tlic drug should be 
administered by this route only to patients with suscepti¬ 
ble arrhythmias when immediate conversion is highly 
desirable. 

Heart Station, Boston City Hospital (Dr. Stearns). 


METHOD OF INCREASING SENSITIVITY OF GLUCOSE 

TOLERANCE TEST 

Herbert Berger, M.D., Staten Island, N. Y. 


It is axiomatic that early discovery of disease is desir¬ 
able. Diabetic-detection drives have been launched in 
an effort to discover early cases of this disease so that 
treatment can be instituted before dangerous complica¬ 
tions occur. Since there is a definite familial tendency 
in this disease, it has been our custom to examine all 
siblings of diabetics under treatment at the clinic. Occa¬ 
sionally, we have discovered an unsuspected case, but, 
even more frequently, we have found such relatives nor¬ 
mal by present testing methods, only to discover some 



Chart I.—Effect of corticotropin on the glucose tolerance tests of group 
A, known diabetics (composite of 12 cases). 


cover early diabetes. While these efforts were slightly 
more salutary, there were still many patients with normal 
tests who subsequently developed diabetes. 

Since potent active adrenal cortical extracts and cor¬ 
ticotropin (ACTH) have become available, it has been 
observed that in many persons these substances arc 
diabetogenic. This has rarely been of great clinical 
moment, but in the presence of preexisting diabetes the 
use of cortisone or of corticotropin has enormously 
aggravated the diabetic state. For example, one of our 



Chart 2.—Effect of corticotropin on the glucose tolerance tests of pioup 
B, siblings of known diabetics (composite of 14 c.ascs). 


years later that they were diabetics. On several occasions 
such discovery took place only when a serious complica¬ 
tion of the disease appeared. Consequently, we have 
performed glucose tolerance tests on all close relatives 
over the age of 50 of diabetics in a further effort to dis- 


Frotn the Medical Service of the Berger Clinic, Richmond Memorial 
Hospital, and U. S. Public Health Hospital, Staten Island, 

Medical Director of the Berger Clinic, Chief of Medicine at Richmond 
Memorial Hospital, Consultant in Medicine at U. S. Public Health Hos¬ 
pital, Staten Island (Marine Hospital). 

Dr. Anna Tendlau and Miss Eunice Miles supervised tlie tests done at 
the Richmond Memorial Hospital. Those at the U. S. Public Hcglth Serv¬ 
ice Hospital (Marine Hospital) were done by Drs. Charles Naegel, 
Frederick Regan, and Nicholas Gallucci under the direction of Dr. Alfred 
Doerner, Chief of the Medical Service. 


ibetics with rheumatoid arthritis required an increase 
insulin from 10 to 60 units per day during the admin- 
ration of 100 gm. of cortisone daily. Therefore, it 
imed reasonable to suppose that, since cortisone was 
diabetogenic, this material might serve to 
i sensitivity of the glucose tolerance test and thereby 
ike the earlier detection of potential diabetics feasible. 
Method.—Each patient was given two glucose toler- 
[ce tests. The first followed the usual technique in a 
)0 mg. of glucose was given by mouth to the as 
itient. Blood sugar determinations were made a 
inute intervals for three hours. The second test ua. 
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identical, except that the patient received 100 mg. of 
corticotropin subcutaneously one hour before the test. 
Jn this way each patient would serve as his own control. 
The patients studied were divided into four groups as 
follows; 

Group A. Known diabetics over age 50—12 patients. 

Group B. Fourteen siblings over age 50 of known diabetics. 
Group C. Patients over the age of 50 without diabetes or a 
diabetic family history—18 patients. 

Group D. Same as Group C, but under age of 30—six pa¬ 
tients (to rule out unknown possible potential diabetics in 
Group C). 



Chart S.—EfTect of corticotropin on the glucose tolerance tests of group 
C, noncliabetics (composite of 18 cases). It can be noted that corticotropin 
does iocrense the levels moderately, but not to a significant extent. 



Chart^ 4 .—EfTcci of corticotropin on the glucose tolerance test of one 
rrtson in group C, a patient with a positive reaction. 

Defmition .—A positive test was one in which there 
was (in the corticotropin test) a failure of the blood sugar 
<0 return to normal in three hours and/or an increase 
■n Ihc intermediate blood sugar determinations over the 
figures obtained in the control test without corticotropin. 

Results .—The tests of the Group A subjects, 12 
Known diabetics, ail were positive. 

The Group B subjects, 14 siblings of known diabetics, 
a 1 had positive tests in that the blood sugar failed to 
return to normal in three hours, and the intermediate 
levels Were higher. 


GLUCOSE TOLERANCE TEST—BERGER 36S 

The Group C subjects, 18 patients without diabetes or 
a diabetic family history, all had negative tests, except 
for one patient with a positive test. 

In Group D, one of the six normal persons under age 
30 had a positive test in that the intermediate blood 



mitr JCTH- 

Chart 5.—Effect of corticotropin on the glucose tolerance tests of group 
D, young nondiabetic patients Cebmposite of 6 cases). 

sugars were all higher with corticotropin than without it. 
However, the three-hour sample was normal (i. e., the 
same as at the onset of the test). 

COMMENT 

It would seem that the siblings over 50 years old of 
diabetics (Group B), even though their urinalyses and 
glucose tolerance tests are normal, are potentially dia¬ 
betics, since the 14 patients tested gave uniformly posi¬ 
tive tests with .corticotropin. Only the passage of time 
will verify this hypothesis. Needless to say, they will be 
followed for as many years as possible to determine 
whether or not clinical diabetes will eventually ensue. 

Since corticotropin is a diabetogenic hormone, it was 
not surprising to see the uniform increase in the blood 
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Chart 6.—Effect of corticotropin on the glucose tolerance lest of one 
Person in group D, a young nondiabelic patient with a positive test. 

sugar levels in Group A of known diabetics. Since these 
glucose tolerance tests were positive without the cortico¬ 
tropin, its addition merely raised tire blood sugar levels. 

One of our 50-year-old normal control subjects 
(Group C) had a markedly positive test. This suggests 
that he may be a potential dia ' ' ~ 
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family history. Time will tell. However, since this a^e 
group IS more prone to diabetes, it was later decided 
introduce Group D, consisting of younger patients 
who would be less likely to be clinical diabetics since 
all were under 30 years of age. However, to our surprise, 
one of this group gave a partially positive test, i. e., the 
blood sugar rose 80 points higher with corticotropin, 
although It did return to normal in three hours No 
wholly satisfactory explanation is offered for this bizarre 
result. It may be a weakness in the test, or this young 
man, uiider treatment for a fractured femur, may be 
undergoing a stress situation or be a potential diabetic, 
too. Efforts will be made to follow him as well. 


SUMMARY 

These results suggest that the sensitivity of the glucose 
tolerance test may be increased by the use of cortico¬ 
tropin. We have not proved this point. Perhaps we can 
do that with appropriate follow-ups 5 to 10 years hence. 

CONCLUSIONS 

1. The administration of 100 mg, of corticotropin 
prior to a standard glucose tolerance test increased the 
blood sugar level determinations of a group of siblings 
of known diabetics, as well as those of the diabetics 
themselves. 

2. Except in two instances, the corticotropin did not 
affect the curves of normal persons without a family his¬ 
tory of diabetes, 

3. These findings suggest that corticotropin admin¬ 
istered before a standard glucose tolerance test may re¬ 
veal potential diabetics not discoverable by other means. 

7440 Amboy Rd. 


CLINICAL NOTES 


MENINGITIS DUE TO LISTERIA 
MONOCYTOGENES 

REPORT OF TWO CASES 

Felix G. Line, M.D. 

and 

William B. Cherry, Ph.D., Knoxville, Tenn. 

Meningitis due to Listeria monocytogenes is a rare 
disease. The first cases were reported by Burn ^ in 1936. 
Kaplan,2 in a review of the literature to 1945, stated 
that the number of cases from which this organism had 
been isolated and identified was 23, of which 13 were 
cases ot meningitis. Handelman and others ® reported a 
case vfi\,\vtecDvety in a 6-week-old infant using penicillin 
an sulfadiazine. Martin and others ^ reported the case 

1 Con^UMt permission to report the case of R. E. 

I nr. Gcorce S St. Mary’s Memorial Hospital (Dr. Cherry). 

to \is the aided this study by making avafl- 

t Mcmoiiat Hospnat pathological laboratories of St. Mary’s 

i Out idcntincati'en oi 

I . Dr. Martha K, patient C. D. was confirmed by 

I Hcaith Service, Chamblce Disease Center, United States Public 
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^ 57-year-oId man in France who died 
dlJm and sulfonamide therapy. Van Driest = and 
m the Netherlands reported two cases in newborn inf™ 
both of whom recovered after receiving penicillinVnl 
sulfadiazme. A 3-week-old infant was treated suce'esv' 
fully by Beute and his colleagues ■ in the Ncthcrlandv 
using sulfadiazine. Stanley ® in Australia isolated l’ 
monocytogenes postmortem from the cerebrospinal fluid 
of a 79-year-old woman. A 32-ycar-old male was treated 
successfully by Berry Mvith penicillin, sulfadiazine, and 
streptomycin. Thus, there have been 20 reported case, 
to date. ^ 

We wish to report a fatal case in a newborn infant and 
a second case in a newborn infant treated succcssf'ullv 
using aureomycin and penicillin as the principal treat¬ 
ment. To our knowledge, this is the first reported case 
of L. monocytogenes meningitis successfully treated with 
aureomycin. 


CASE REPORTS 

Case 1.—R. E., a white female infant, was born at St. M.irv's 
Hospital on Oct. 1, 1950. The pregnancy and delivery were nor¬ 
mal. The infant developed thrush on Oct. 5 and was isolated for 
the remainder of her hospital course. This infant and the infant 
whose case is reported below were in the large nursery together 
for a period of 24 hours and were cared for by the same nurses 
during this time. The mothers of both infants occupied adjoining 
private rooms and shared a common bathroom between them, 
The infant was discharged from the hospital on Oct. 8 at whieh 
time the examination showed no abnormality. She was read¬ 
mitted to the hospital on Oct. 12 with a history of rapid breath¬ 
ing and absence of crying for a period of 24 hours. She was saW 
to have had intermittent vomiting and a few loose stools since 
dismissal from the hospital. The family lived on a farm and came 
into contact with farm animals. 

Rectal temperature was 103 F. The infant was acutely ill, had 
shallow and rapid respirations, was slightly cyanotic, and would 
not cry when stimulated. There were crepitant rales anteriorly 
and posteriorly in the left part of her chest. There was moderate 
dehydration. The throat showed intense hyperemia. On the fol¬ 
lowing day the fontanel was tense and the head was retracted. 

Lumbar puncture on Oct. 13 revealed about 10 cc. of cloudy, 
greenish-colored fluid under increased pressure. The white cell 
count on the spinal fluid showed 12,600 per cubic millimeler 
with 74% polymorphonuclear leucocytes and 26% lymphocyte.; 
sugar was 33 mg. per 100 cc.; chlorides 770 mg. per 100 cc.; 
protein was 400 mg. per 100 cc. A few gram-positive rods were 
seen on direct smear. Culture subsequently revealed L. mono¬ 
cytogenes. The white blood cell count was 20,600 per cubic milli¬ 
meter with 62% polymorphonuclear leucocytes, 28% lympho¬ 
cytes, and 10% monocytes. Urinalysis showed albumin (3-f-), 
but was otherwise negative. 

Treatment on admission consisted of penicillin, 30,000 units 
every three hours, continuous oxygen, and hypodermoclyscs to 
correct the dehydration. On Oct. 13, following the lumbar punc¬ 
ture, sulfadiazine 5 grains (0.30 gm.) every four hours and dihy¬ 
drostreptomycin, 50 mg., every three hours were administered. 

The initial temperature of 103 F. fell to 99,6 F. during the 
first 24 hours where it remained until death. The respiration 
improved slightly but the cyanosis became worse. After lumbar 
puncture on Oct. 13, the patient was transferred to the con¬ 
tagious unit of Knoxville General Hospital, but she died cn 
route. Postmortem examination was not granted. 

Case 2.—C. D., a white girl, was born at St. Mary’s Hospital 
Oct. 3, 1950. The pregnancy, delivery, and neonatal course s'C" 
entirely uneventful, and the infant was discharged home on 
Oct. 7, 1950. Physical examination at that time revealed no 
abnormalities. On Oct. 9, the mother noted that the infant vai 
more irritable than previously and on the following day during 
the bath, there was a sudden attack of cyanosis. Respiration, 
ceased for a few minutes and artificial respiration was given O; 
a neighbor. The color returned to normal in about five mmu - 
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and the infant was taken back to the hospital, where she was 

readmiltcd. 

Rectal temperature was 101.2 F. The infant was acutely ill, 
extremely irritable, and had a jerky type of respiration. The 
slteUest stimulation caused a shrill cry. The fontanel was not 
bulging and the neck and back were not stiff. There was a transi¬ 
ent upward nystagmus bilaterally. 

Lumbar puncture on admission revealed grossly cloudy and 
xanthrochromic fluid under normal pressure. The white cell 
count on the spinal fluid was 2,641 per cubic millimeter with 
76% polymorphonuclear leucocytes and 24% lymphocytes; 
sugar was 20 mg. per 100 cc.; chlorides, 621 mg. per 100 cc.; 
ptotcin, 300 mg. per 100 cc. A smear and gram stain of the 
spinal fluid revealed no organisms. Subsequent culture of the 
spinal fluid showed a gram-positive bacillus which later was 
identified as L. monocytogenes, A repeat lumbar puncture on 
the third day of the illness revealed on culture a gram-positive 
bacillus, but four subsequent punctures were negative on smear 
and culture. The spinal fluid sugar gradually returned to normal 
over a three-week period, but the protein was still 170 mg. per 
100 cc. three weeks after the onset of the illness. 

An x-ray of the chest on admission was negative. The white 
•blood cell count on admission was 22,550 per cubic millimeter, 
10,250, two days after admission and 9,500, 11 days after ad¬ 
mission. The red blood cell count on admission was 5,250,000 
and remained within normal limits throughout the illness. Hemo¬ 
globin was 15.5 gm. and remained normal. All urinalyses were 
negative. 

After the lumbar puncture, the infant was transferred to the 
contagious unit of Knoxville General Hospital. Penicillin, 50,000 
units every three hours, chloramphenicol, 50 mg. every three 
hours, and dihydrostreptomycin, 50 mg. every six hours, were 
administered. Because of the critical condition of the patient, 
it was decided on the second day to increase the penicillin to 
100,000 units every three hours and to begin sulfadiazine by 
mouth, 2 grains (0.12 gm.) as the first dose, followed by 1 grain 
(60 mg.) every six hours. By mistake, the cerebrospinal fluid was 
reported positive for H. influenzae and one dose of 25 mg. of 
streptomycin was given intrathecally. However, by the third day 
the mistake was corrected, and the culture was reported positive 
for L. monocytogenes. On Oct. 13, the sensitivity of the organ¬ 
ism to the various drugs was reported with the following results; 
■‘very sensitive” to aureomycin, “sensitive” to penicillin, “mod¬ 
erately sensitive” to chloramphenicol, and “resistant” to dihy- 
drostreptomycin. A later test of the sensitivity of the organism 
to sulfadiazine revealed that growth was not inhibited to 100 mg. 
per 100 cc. On Oct. 13, chloramphenicol was discontinued, and 
aureomycin, 100 mg., was given as the first dose, followed by 
50 mg. every three hours. On Oct. 15, the dihydrostreptomycin 
ns discontinued, and on Oct. 17, the sulfadiazine was discon¬ 
tinued. The sulfadiazine blood level on Oct. 13 was 13 mg. per 
100 cc. Penicillin therapy was discontinued on Oct. 24 after this 
drug had been given for 14 days. The dosage of aureomycin was 
reduced to 25 mg. every three hours on Oct. 19, and was dis¬ 
continued On Nov. 2 after this drug had been given for 20 days. 

The temperature of 101.4 F. gradually subsided during the 
first 48 hours and was normal throughout the remainder of hos¬ 
pitalization. During the first four days the infant was acutely ill, 
was extremely drowsy, nursed very poorly, tended to lie in 
opisthotonos position, and at times appeared quite rigid. After 
the fourth day, she became more alert, but her eyes tended to 
rove aimlessly for a week longer. The cry then became stronger 
and she nursed more vigorously. Vomiting became a troublesome 
symptom On Oct. 17, but this was considered a side effect of 
the aureomycin. After reducing the dosage the severity of the 
vomiting decreased. 

The weight on admission was 6 lb. 10 oz. (3,004 gm.), on 
Oct. 20 was 6 lb. 4 oz. (2,835 gm.), and on discharge from the 
hospit.ii (Oct. 28) was 6 lb. 11 oz. (3,032 gm.). Since leaving the 
hospital there has been a steady weight gain and at the age of 
10 weeks the weight was 12 lb. 1 oz. (5,471 gm.). There are no 
apparent neurological changes other than a slight downward 
cviation of the right eye and at times a fine vertical nystagmus. 
^ e stale of nutrition is good, and growth has been unusually 


BACTERIOLOGY 

Isolation .—Aliquots of the sediment of the centri¬ 
fuged spinal fluids were cuitured on faiodd agar, chocolate 
agar, and in brain-heart infusion broth both in air and in 
an atmosphere of increased carbon dioxide, i. e., in a 
candle jar. Moderately heavy growth was obtained in 
all cultures under both conditions. Direct microscopic 
examination of the spinal fluid sediment revealed the 
presence of small numbers of organisms with the mor¬ 
phology of Listeria in one case only (R. E.). Subcultures 
were prepared by fishing well-isolated colonies from the 
blood plates to brain-heart infusion agar slants. Subse¬ 
quently, these cultures were replated and single colonies 
selected for further study. All bacteriological work was 
carried out with the latter cultures. 

Morphology .—The bacteria obtained in pure culture 
from the spinal fluids of both infants were gram-positive 
rods with rounded ends. The width of the rods was about 
0.5 /t and they varied in length from 0.5 to 2.0 or 3.0 p. 
They exhibited the characteristic tendency of many bac¬ 
teria of the family Corynebacteriaceae to arrange them¬ 
selves in parallel groups; many pairs of bacteria remained 
attached to each other at sharp angles after cell division. 
There was little tendency for the organisms to stain 
irregularly even with Loffler’s alkaline methylene blue. 
Spores were not produced and capsules were not seen 
under the cultural conditions used. The bacteria were not 
acid fast. In older cultures, especially in broth, there 
was some tendency toward formation of chains. Charac¬ 
teristic motility was apparent in semisolid agar at 37 C. in 
the form of sluggish spreading away from the line of 
stab of the inoculum into the medium. Observations of 
eight-hour broth cultures in hanging drop preparations 
showed the organisms to be motile and to have a definite 
end-over-end rolling motion. 

Physiology .—All cultures grew well on blood agar, 
chocolate agar, and brain-heart infusion media. After 24 
hours on blood agar the colonies were gray, flat with 
somewhat irregular margins, and 1 to 2 mm. in diameter. 
No hemolysis was apparent until the colony was scraped 
away from the agar surface. This revealed a zone of beta 
hemolysis beneath the colony and corresponding in size 
to that of the colony. Growth occurred both at 37 C. and 
at 22 C. 
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^ The two cultures studied gave identical reactions when 
inoculated into test media consisting of a proteose-pep¬ 
tone base medium to which was added sufficient amounts 
of each substrate to give a final concentration of 0 . 5 %. 
The base medium was tubed and sterilized while the sub¬ 
strates were sterilized separately in 10 % concentrations 
by autoclaving at 117 C. for 12 minutes. All fermenta¬ 
tion tests were incubated at 37 C. for 24 hours, at which 
time the first readings were made and then reincubated 
and read periodically until the final reading on the 12 th 
day. Under these conditions the following results were 
obtained: 

Glucose, salicin, xylose, and maltose gave prompt and 
definite acid production. 

Dextrin, rhamnose, inulin, galactose, lactose, and glyc¬ 
erol either gave an initial acidity which reverted to alka¬ 
linity after about one week or gave a permanent slight 
acid reaction. 

Sucrose, dulcitol, mannitol, inositol, and arabinose 
were not fermented. 

There was no evidence of gas production in any of the 
above media. 

Additional biochemical tests were carried out with the 
following results: Litmus milk was rapidly reduced near 
the bottom of the tube while some acidity developed near 
the top. No coagulation or precipitation of milk proteins 
was evident. No further change occurred except that the 
reduced litmus became reoxidized after several days. Nu¬ 
trient gelatin was not liquefied after 12 days at 37 C, 
although growth of the organisms was evident. The 
methyl red test was positive after 48 hours but the pro¬ 
duction of acetyl-methyl-carbinol could not be demon¬ 
strated. Nitrates were not reduced to nitrites; indole and 
hydrogen sulfide were not formed; catalase was produced. 

Susceptibility to Antibiotics and Sulfadiazine .—The 
outine method which is used in this laboratory to deter- 
ine relative susceptibility of bacteria to antibiotics con- 
ists of placing tablets of standard amount of each anti¬ 
biotic on the surface of previously inoculated blood plates 
and placing in the refrigerator for about one hour. The 
plates are then incubated for 24 hours at 37 C. and read¬ 
ings of the relative sensitivities of the bacteria to the anti¬ 
biotics are made. This procedure is not very accurate 
insofar as an absolute determination of susceptibility is 
concerned but is a rapid and useful guide for antibiotic 
therapy. Such tests when applied to the two Listeria cul¬ 
tures indicated that these organisms were quite sensitive 
to penicillin, extremely sensitive to aureomycin, moder¬ 
ately sensitive to chloramphenicol and resistant to strep¬ 
tomycin 

Both Listeria cultures were found to be resistant to 
sodium sulfadiazine in concentration ran^ng from 1 to 
100 mg. per 100 cc. when tested by the broth dilution 
method. The upper limit of resistance was not determined 
since 100 mg. per 100 cc. is far above the practical thera¬ 
peutic level. 

Serology .—Serum was obtained from one of the in- 
; fants (C. D.) four weeks after the beginning of the illness 

and a test for heterophile antibody gave negative results. 

The serum^ was also tested for the presence of agglutinins 

active against cultures of Listeria isolated from both in- 
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fants. The bacteria were grown in both brain-heart in¬ 
fusion broth and in trypticasc soy broth. After is'hours 
incubation cultures in both media were motile and 
showed heavy growth. They were formalinizcd bv'thc 
addition of an amount of 0.6% formalin in O.'s.Sfi 
isotonic sodium chloride solution equal to the volume of 
the culture itself. Serum was added to 1.0 cc, amounts 
of each of the two antigens grown in each of the two 
media to give final serum concentrations ranging from 
1:10 to 1:500. The agglutination tests were incubated 
at 37 C. for four hours and then placed in the refrigerator 
overnight, after which the final readings wcre^'niade. 
Agglutination of a granular type usually associated with 
the somatic antigens rather than flagellar antigens was 
apparent in the lower serum dilutions by the end of the 
primary incubation period. The results of the tests are 
given below: 

Results of Agglutination Tests of Listeria Antigens with , 
Serum from an Infected Infant (C.D.) 

Rcciproc.ll of Scrum Dilulions 


/ ---^ 

Antigen 10 50 ■ 100 200 500 

Patient C. D. 

Xrypticosc Soy . -r-b-i—h H—I—b -t- -t- — 

Brain-Heart Infusion . -f++ + ± — — 

Patient R. E. 

Ttypticase Soy .. “b-b-t- -t-'t' i — 

Brain-Heart Infusion. — — — — — 


Control; A normal rabbit serum diluted 1:10 was used 
as a control and gave no agglutination. Serum obtained 
from the mother of C, D. also gave negative results when 
tested at all dilutions used above. 

Pathogenicity .—Two guinea pigs were inoculated 
intraperitoneally with approximately 10 - and 10 '* bacteria 
respectively, from an IS-hour broth culture of the C, D. 
isolate. These animals did not show any gross symptoms 
or evidences of infection. 

One drop of a young broth culture of the C. D. isolate 
was instilled into the conjunctival sac of a rabbit. Within 
24 hours severe inflammation of the conjunctivas was 
apparent and a purulent exudate was forming. By 48 
hours the eyelids were matted together with pus and upon 
being softened with isotonic sodium chloride solution 
and opened, revealed severely inflammed and injected 
conjunctivas. On the third day the animal was given 
aureomycin subcutaneously and the eye was cleansed and 
soaked in aureomycin saturated gauze. 

After this the animal made an uneventful recover/, 
and within a week the eye had cleared except for some 
slight injection of blood vessels. As far as could be deter¬ 
mined from gross examination there was no damage to 

the cornea. . . 

Later, this animal received an intraperitoncal injec¬ 
tion of approximately 10'* bacteria of the C. D. strain. On 
the third day following this injection smears were made 
of blood from the marginal ear vein. Four days after the 
first injection the rabbit received another injection o 
about 10 ’ bacteria of the same strain and smears wre 
obtained on the third and seventh day following, in 
animal did not appear ill at any time. 

Difiererrtial counts of the white cells in smears ta 
from the rabbit at different times after injection oi 
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bacteria did not reveal any significant shift of the leuco¬ 
cyte picture from the normal. 

The morphologieal, cultural, and.physiological tests 
performed on the cultures isolated from two cases of 
)' infant meningitis indicate that these organisms may be 
identified as Listeria monocytogenes. Comparison of the 
characteristics of the two cultures which we have studied 
with those listed for L. monocytogenes in Bergey’s “Man¬ 
ual of Determinative Bacteriology” •(1948)^® shows 
only slight differences. A survey of the literature shows 
■ that Listeria are somewhat variable in their ability to 
attack various carbohydrate substrates. Moreover, great 
; variations in pathogenicity for guinea pigs and rabbits 
! have been demonstrated. Although only one of our strains 
; (C. D.) was tested, 10’ and 10"' cells given intraperi- 
: loneally into a rabbit and guinea pig, respectively, failed 
' to produce apparent infection. Even these doses are not 
as large as those required by Julianelle to establish 
' infection in guinea pigs and rabbits with some of the 
\ Listeria cultures which he studied. In addition, intra- 
1 venous administration of the organisms might have been 
. much more effective in producing infection. The fact that 

* characteristic ophthalmic reactions were produced by 
our cultures would seem to be the best criterion of patho- 

• genicity and confirmation of the identification of these 
. organisms as Listeria. 

All tests carried out on the strains of Listeria isolated 
' from the spinal fluids of the two infants indicated that the 
^ cultures were identical. Although the serological tests are 
- incomplete, the agglutination of both strains by serum 
f from the infant which survived indicates the close re- 
j lalionship of these bacteria. The influence of the compo- 
1 sition of the medium in which the bacteria are grown 
; upon their aggiutinability is worthy of note. 


COMMENT 

I L, monocytogenes is a gram-positive bacillus which 
has been isolated from patients who have infectious 
mononucleosis. It is still to be proved that this organism 

■ is the causative agent of infectious mononucleosis. It has 
been isolated from animals, but the part played by ani¬ 
mals as a reservoir of infection for human beings is not 

■ known. 


Although the epidemiology of the disease is not known. 
It IS not without significance that these infants were born 
m (he same delivery room within two days, that the family 
of the baby who died lived on a farm and was in con- 
bet with farm animals, that the mothers shared a com¬ 
mon bath, and that the infants were in the nursery to¬ 
gether for a period of 24 hours. Circumstances here were 
similar to those in the cases in two newborn infants re¬ 
ported by Burn.’ 


The resistance of this organism in our cases to sulfa- 
fczine is in accordance with the experience of Berry.® 
Handclman,^ on the other hand, found that the drug of 
ohoiccin his case was sulfadiazine and that the organism 
'vas quite resistant to penicillin, 

Patient C. D. was treated initially with a multiplicity 
of drugs, but she showed no improvement clinically or 
actcriologically until after the sensitivity tests were re¬ 
ported and aiircomycin was started. It is felt that aurco- 

'>am played the most important role in bringing about 
recovery. 


SUMMARY 

Two cases of meningitis due to Listeria monocyto¬ 
genes in newborn infants are reported. The first patient 
died; the second patient recovered, when anreomycin and 
penicillin were used as the principal treatment. 

ADDENDUM 

Since this paper was submitted for publication, the 
family of the patient in Case 2 moved to another city, 
where an obstructive hydrocephalus developed and a 
Torkelston operation was performed. Postoperatively, 
the child developed pulmonary complications and ex¬ 
pired at the age of nine months, 

710 W. Hill (Dr. Line). 
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Manual of Determinative Bacteriology, ed. 6, Baltimore, Williams & 
Wilkins Company, 1948. 

II. (a) Footnote 3. (&) Julianelle, L. A.: Biological and Immunological 
Studies of Listcrclla, J. Bact. 42: 367-383 (Sept.) 1941. (c) Harvey, P. C., 
and Faber, J. E., Jr.: Studies on Listerella Group: Biochemical and Hemo¬ 
lytic Reactions, ibid. 42 : 677-687 (Nov.) 1941. (d) Topley, W. W. C., 
and Wilson, G. S.: Topley and Wilson’s Principles of Bacteriology and 
Immunity, cd. 3, Baltimore, Williams & Wilkins Company, 1946, vol. 1. 
(e) Jordan, E. O., and Burrows, VV.: Jordan-Burrows Textbook of Bac¬ 
teriology, cd. 15, Philadelphia, W. B. Saunders Company, 1949, p. 900. 


AMEBIC GRANULOMA OF THE RECTUM 

Matthew W. Perry, M.D., Washington, D. C. 

Reports of amebic granuloma in general, and of ame¬ 
bic granuloma of the rectum in particular, are relatively 
rare. Accordingly, the following case of amebic granu¬ 
loma of the rectum is reported. , 

REPORT OF A CASE 

D. B. F., a 49-year-old man was seen Aug. 3, 1949. He had 
recently returned from a trip to the Orient. He stated that he 
had first had symptoms of diarrhea in early July, while in Bag¬ 
dad. His bowel, looseness lasted a short while and then improved 
briefly. From then on he had recurrent spells of mild diarrhea 
with lower abdominal cramping pain. He had first observed the 
passage of bloody mucus only four days before consulting me.. 
On reaching this country he reported to the Division of Infec¬ 
tious Diseases of the National Institutes of Health, where his 
fecal material was found teeming with Endameba histolytica. 

A physical examination revealed a liver palpable 7 cm. below 
the costal margin on deep inspiration, which was sensitive to 
palpation. There was some tenderness on palpation of the colon, 
particularly of the left colon; digital rectal examination disclosed 
a tumor mass, the size of an English walnut, in the right pos¬ 
terior part of the rectum. This tumor was located 7 cm. above 
the anus. 

Proctoscopic examination revealed a bleeding mass'of the 
above-mentioned size in the location as described. This mass had 
a broad base, was ulcerated and bleeding, and had the gross 
appearance of a malignant tumor. Proctoscopy beyond the mass 
to a level of 22 cm. revealed a few pinhead-sized areas of 
ecchymosis. There appeared to be no other abnormality. 

Results of routine laboratory studies were negative. An 
amcba-complcment-fixation test was reported negative by the 
National Institutes of Health. This test was repeated on Sept. 
29, 1950, and was also negative. Biopsy of the tumor was made 
Aug. 8, 1949. Study revealed no evidence of cancer. 

Microscopic Examination .—Sections through the larger piece 
of tissue revealed it to be covered by a mildly hyperplastic 
rectal mucosa which was polypoid in shape. The crypts of 
Lieberkuehn were regular and uniform. The connective tissue 
stalk was somewhat sclerotic and showed infiltration by chronic 
inflammatory cells. The smaller piece of tissue submitted was 
also polypoid, but associated with this piece was a mass of tissue 
infiltrated by a severe acute inflammatory reaction. The infil- 
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trate consisted of an abundance of polymorphonuclear cells, but 
^ere were also many lymphocytes, plasma cells, and eosinophils. 
The eosinophils were most prominent in .the fixed tissue, while 
the polymorphonuclear cells were most abundant in the super¬ 
ficial ulcerating membrane. Careful inspection of the large 
phagocytic cells failed to reveal the presence of inclusion bodies. 
No specific etiology was discernible from the section seen. 

Treatment and Further Observations .—^The patient was then 
treated with five daily injections of I grain of emetine hydro¬ 
chloride; coincidently he received carbarsone, 0.25 gm. three 
times daily for one week. Carbarsone was discontinued for one 
week and then given for another week. On the completion of this 
course of carbarsone, the patient was given chloroquine, 9.6 
grains (0.72 gm.) three times daily for 20 days. 

Proctoscopic examination on Aug. 20,1949, revealed no tumor, 
but there was slight thickening at the point the tumor had been 
seen. A proctoscopic examination on Aug. 30, 1949, revealed 
slight scarring and firmness of the submucosal tissue at the site 
of the tumor. The mucous membrane was intact. Examination of 
the stool for E. histolytica at the National Institutes of Health 
at this time gave negative results. 

The patient was seen again Sept. 25, 1950. He stated that he 
had been entirely well. A proctoscopic examination revealed no 
abnormality in the rectum or sigmoid. There was no scar at the 
location of the amebic granuloma. Stool examinations at the 
National Institutes of Health disclosed no E. histolytica. 

The liver was markedly reduced in size; it could be felt just 
beneath the costal margin at the end of deep inspiration. It was 
not tender to palpation. 

SUMMARY 

A case of amebic granuloma of the rectum is reported. 
The diagnosis is regarded as having been established by 
(1) the character of the tumor, (2) the presence of a 
great number of vegetative Endameba histolytica in the 
feces, and (3) the prompt disappearance of the tumor on 
antiamebic treatment. 

1150 Connecticut Ave. 


JARISCH-HERXHEIMER REACTION 
FOLLOWING PENICILLIN THERAPY 
IN CASE OF SYPHILITIC AORTITIS 

John M. Butterly, M.D., Jamaica, N. Y. 
and 

Louis Fishman, M.D., Hightstown, N. J. 

Penicillin has been widely employed in the therapy of 
cardiovascular syphilis during the past five years, and 
yet the occurrence of serious Jarisch-Herxheimer reac¬ 
tions remains controversial. Dolkart and Schwemlein ^ 
report two cases in which anginal episodes occurred in 
the course of penicillin treatment of cardiovascular 
syphilis. One occurred after 20,000 units had been ad¬ 
ministered in two doses of 10,000 units each in two days, 
the other on the fourth day after the administration of 
700,000 units. The first case was complicated by rheu¬ 
matic heart disease, and the second had had previous 
bouts of precordial pain. Use of penicillin was discon¬ 
tinued in both, but the assumption that these symptoms 
were produced by Jarisch-Herxheimer reactions due to 
penicillin is a tenuous one. 


From the Oepaitment of Medicine (Dr. James R. Reuling, Director) 
and the Department of Pathology (Dr. Alfred Angrist, Director), Queens 
General Hospital. 

1. Dolkart, R. E., and Schwemlein, G. X.: Treatment of Cardiovascular 
Syphilis with Penicillin, J. A. M. A. 129: 515 (Oct. 13) 1945. 


piefenbach= reports a case of fatal Jarisch-Herx 
heimer reaction with sudden aneurysmal dilatation of th' 
arch and descending aorta and consequent compile Ich 
bronchial occlusion in a Negro man, 75, with syphilitic 
aortitis treated with penicillin for pneumonia. Bronchi 
scopic and autopsy findings are reported, hloore re- 
ported one case in which the patient treated with com¬ 
bined penicillin and malarial parasites died of henrt 
failure four days after the completion of therapy. Autopsy 
revealed plaques of aortitis with large hemorrliaccs in 
each. Callaway and co-authors ^ reported the probable 
rupture of an aortic cusp in one of their patients several 
weeks after the completion of penicillin therapy. It seems 
fair to assume that the cases of Diefcnbach and Moore 
are acceptable as Jarisch-Herxheimer reactions; how¬ 
ever, the evidence that the case cited by Callaway and 
others is a true instance of therapeutic shock is uncertain 
and probably represents an instance of so-called thera¬ 
peutic paradox. 

In the light of present knowledge, it appears fairly 
certain that, in general, reactions to penicillin arc less 
frequent and milder than to other forms of treatment for 
syphilis. Various reports mention small numbers of un¬ 
toward reactions to peniciliin in cases of late .syphilis; 
but most of these are not of a serious nature, and many 
are of doubtful relationship.® On the other hand, Riissck 
and others,® Hill,®'’ Tucker and Farmer,” and Fiaum and 
Thomas ® reported a total of 96 patients with cardio¬ 
vascular syphilis treated with penicillin in whom no ad¬ 
verse reactions were noticed. Fiaum and Thomas believe 
that the danger of Herxheimer reactions has been ovci- 
emphasized, although they still advise the administratior 
of bismuth before penicillin is used in patients who have 
received no previous antisyphilitic therapy. Edcikcn and 
his co-workers ® have treated 62 patients with cardio¬ 
vascular syphilis initially with penicillin without unto¬ 
ward effects. Twelve of these patients were in a slate o1 
congestive failure at the time of institution of therapy." 
These authors feel that strong evidence exists that peni¬ 
cillin has no injurious effects as initial therapy in case; 
of syphilis involving the cardiovascular system. 

Although it is granted that the occurrence of Jarisch- 
Herxheimer reactions in cases of cardiovascular syphili; 
after penicillin therapy is probably unusual, the follow 
ing case of a fatal reaction due to use of penicillin in a pa 
tient with syphilitic aortitis and involvement of tb; 
coronary ostia with subsequent myocardial infarction i 
reported in order to stress that such reactions may occur 


REPORT OF A CASE 

I. K. a white woman, 43, was admitted to Queens Genera 
Hospital, to the service of Dr. A. Douglas, for the first time m 
complaints of exertional dyspnea and "dry” cough of one 
month’s duration, complicated by feverishness 11 days prior u 
admission. Because of the cough and feverishness, a local pnjs: 
cian administered 300,000 units of penicillin intramuscular^' 
Approximately six to eight hours following this, the patient co.-- 
plained of pain in the left scapula with radiation to i- 
shoulder and arm. The cough became productiv'c, the dysp- 
became progressively severer, and admission to the hospiia 


advised. ^ 

The past history was completely noncontnbutoir; ,;'q 
been no previous symptoms referable to the c - - 

vascular system, and the occurrence of syphilis was denied. 
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At admission the patient was a well-preserved 43-year-oId 
«hite woman who was dyspncic, orthopneic, and cyanotic, well 
orienled and cooperative. Head, eyes, ears, nose, throat, and 
nick were not remarkable; funduscopy findings were normal. The 
luofS were congested with bibasilar rales and complicated by 
pleural effusions, the left side of greater degree than the right. 
Be heart beat was regular in rhythm with tachycardia at 
a pale of 120 per minute; the tones were good. The blood pres¬ 
sure was 110/80. An apical, rumbling, long, low-pitched pte- 
syslolic murmur, without a thrill,' and an aortic, early, high- 
pitched diastolic murmur were heard, as well as a diastolic gallop 
rhythm at the left lower sternal border. The liver was depressed 
3 to 4 finger breadths below the umbilicus on inspiration. 
There was bilateral 2 -f pretibial and pedal edema. The temper¬ 
ature was 100 F. The white blood count was 12,500, with 78% 
polymorphonuclears, and there was 13 gm. of hemoglobin. The 
blood urea nitrogen was 30 mg. per 100 cc. and the creatinine 
2.2 mg. per 100 cc. Despite use of nasal oxygen, digitalis, and 
diuretic therapy, the patient became shock-like on the second 
day, and the blood pressure dropped to 100/60. By the third day 
the patient’s condition had further deteriorated, and the blood 
pressure averaged 76/40. The aortic blowing murmur became 
more intense, and the apical presystolic murmur almost com¬ 
pletely disappeared. A left thoracentesis was done, and 600 cc. 
of straw-colored fluid, with a specific gravity 1.008, was removed. 
Several electrocardiograms revealed a left strain pattern and 
changes suggesting posterior wall myocardial infarction. The 
Wassermann and Mazzini tests were positive, both 4 -f. The diag¬ 
noses considered were syphilitic or rheumatic heart disease with 
aortic insufficiency and possible AusVm Flint murmur. The 
possibiiity of a postpenicillin therapy Herxheimer reaction in a 
luetic heart with coronary ostial stenosis and myocardial in¬ 
farction was proposed. The patient died on the third hospital 
day. 

At autopsy the essential findings were limited to the cardio¬ 
vascular system. Six hundred cubic centimeters of serous fluid 
was found in the left and 300 cc. in the right pleural cavities. 
The heart weighed 400 gm. There were scattered and confluent 
areas of fresh necrosis of the left ventricular myocardium, main¬ 
ly in the region of the interventricular septum and.posterior wall, 
and old fibrotie changes throughout the entire left ventricular 
myocardium. No localized massive infarction was noted. The 
left ventricle was 12 to 14 mm. thick throughout; the remaining 
chambers revealed tro dilatation or hypertrophy. The tricuspid 
and pulmonary valves were natural. The mitral valve had a 
slight thickening of the free edge of Us cusps with normal 
chordae tendineae. The aorta was not widened. The aortic cusps 
were so thickened and shortened that they were dimpled and 
rolled. The commissures between the cusps vfcre widened to 
approximately 3 mm. and considerably thickened. Considerable 
ihiclening and narrowing around both coronary ostia was ap¬ 
parent, especially about the left, almost obliterating its opening. 
The area surrounding the coronary ostia showed considerable 
edema. The proximal portions of the coronary arteries showed 
minimal sclerosis; the distal portions vvere without sclerosis. No 
oeclusion or thromboses were present. Throughout the ascend¬ 
ing aorta there were small areas of punched-out intimal lesions 
of a greyish-white appearance. Considerable calcification of the 
ascending thoracic aortic intima was noted. The intimal changes 
cMcndcd down to the superior mesenteric artery ostium and 
slopped abruptly over an area of approximately 3 to 4 mm. The 
Kfiiaining part of the aorta was normal. There was a slight 
aneurysmal dilatation of the ascending thoracic aorta in which 
tree-barking was noted. Thickening of the aortic adventitia was 
present. The microscopic sections of the myocardium confirmed 
tne gross findings of scattered old fibrosis and fresh areas of 
necrosis with polymorphonuclear infiltration. The aortic sections 
revealed severe fibrous adventitial thickening with round cell 
perivascular infiltration, extending to the medial vessels. The 
j^edia showed fragmentation of its fibers and disorganization 
y varying-slzed vessels. In areas the media was thinned to one- 
ourth its nQrmal thickness by the out-pouching of the intima. 
aicium deposits in the intima were also found. Microscopic 
sections of fixed specimens of the aorta through the coronary 
os la revealed marked distortion of all the coats with diffuse 
e.ii and nodular scarring of the media. The adventitia was 
ortipact, thickened, and fibrotie. Vascularization with plasma 


cell infiltration and perivascular round cell accumulation was 
present in the adventitia and media. The endothelium in certain 
areas was elevated by a nonstaining space occupying material 
probably representing edema fluid. There were many areas of 
active focal necrosis in the media with round cell infiltration and 
some polymorphonuclear leukocytosis but no eosinophils. 

The pathological findings were summarized as follows; The 
gross and histological findings suggest a chronic active syphilitic 
process with marked distortion of the aorta in the region of the 
coronary ostia and marked narrowing of the coronary ostia. 
Active inflammatory lesions of indolent nature are evident with 
focal degeneration and devitalization in atheroma and collagen. 
It cannot be stated definitely whether the fresh changes noted 
represent an active syphilitic process or changes due to the edema 
of a local Herxheimer reaction. The latter, however, is certainly 
a possibility. The necrotic areas,in the left ventricle and inter¬ 
ventricular septum represented focal areas of myocardial de¬ 
generation as seen in myocardial infarction and were definitely 
fresh, probably 8 to 10 days old. These are changes commonly 
seen after acute prolonged myocardial ischemia. 

COMMENT 

The Jarisch-Herxheimer reaction consists mainly of 
two reactions; (1) the general response of fever and 
malaise, and (2) the focal response of the site involved 
by the syphilitic process. It is the focal exacerbation which 
is of concern in the use of penicillin or any antisyphilitic 
drug in cases of cardiovascular syphilis. In cases of early 
syphilis and in cases of neurosyphilis the Herxheimer 
reaction is frequently encountered, as many as 75% of 
the cases of early syphilis showing some evidence of such 
therapeutic shock.'" The response is an immediate effect 
of penicillin therapy and occurs after the first or second 
injection, or four to six hours following the advent of 
treatment. The occurrence of this phenomenon in cases 
of early syphilis or even in cases of neurosyphilis is of 
little consequence; fatalities do not occur, and therapy 
need not be discontinued. In cases of cardiovascular 
syphilis, however, the Herxheimer reaction assumes great 
importance because of the theoretic possibility of the oc¬ 
currence of occlusion of coronary ostia or rupture of an 
aneurysm. 

The question has arisen whether such fatal reactions 
do occur, and to the best of our knowledge no case has 
been reported of such an event. Although it is impossible 
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Sudden Aneurysmal Dilatation and Complete Bronchial Occlusion Follow¬ 
ing Penicillin Therapy, New England J. Med. 241:95, 1949. 
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5. (a) Oiansky, S.: Herxheimer Reactions of Relatively Small Doses of 
Penicillin, J. Ven. Dis. Inform. 2S:26, 1947. (b) Hill, W. R.; Problems 
Arising in Treatment of Syphilis with Penicillin, New England J. Med- 
235: 919, 1946. (c) Fromcr, S. A.: Reactions in Treatment of Syphilis 
with Petucilhn, Arch. Dermat. & Syph. 55:385 (March) 1947. (d) Lcifer, 
W., and Marlin, S. P.: Effect of Penicillin on Course of Early Syphilis, 
J. A. M. A. 130 : 202 (Jan. 26) 1946. (e) Crawford, G. M.: Medical 
Progress: Syphilis, New England J. Med. 33G: 243, 2S0, 1947. (/) Kolodny, 
M. H., and DcnhoIT, E.; Reactions in Penicillin Therapy, J. A. M. A 
ISO: loss (April 20) 1946. 

6. Russck, H. I.; Cutler, J. C.; Fromer. S. A., and Zohman, B. L,: 
Treatment of Cardiovascular Syphilis with Penicillin, Ann. Int. Med. 25: 
957, 1946. 

7. Tucker, H. A., and Farmer, T. W.; Penicillin in Cardiovascular 
Syphilis: Early Reactions to Administration, Arch. Int. Med. 80:322, 

S. Flaum, G.. and Thomas, E. W.: Penicillin Therapy of Cardiovas¬ 
cular Syphilis, Am. Heart J. 38:361, 1949. 

9. Edeiken, J.; Falk, M. S., and Steiger, H. P.: Observations on Peni¬ 
cillin-Treated Cardiovascular Syphilis, Am. J. M. Sc. 2 1 7 : 475, 1949 . 

10. Edeiken, J.; Ford, W. T.; Falk. M. S.. and Stokes. J. H.: Penicillin 
Treatment of Patients with Cardiovascular Syphilis in Congestive Failure. 
Circulation 1: 1355, 1950. 



372 


esophageal obstruction—BELMONT 


to prove definitely that our case represents a true instance 
of therapeutic shock, the sequence of clinical events and 
the eventual postmortem findings lead to the inevitable 
conclusion that such was the case. 

The patient, a relatively young‘woman, had had no 
previous symptoms of coronary insuflficiency or cardiac 
failure. Several hours following the first injection of 
penicillin, and at about the time a Herxheimer reaction 
would be expected, she experienced symptoms suggestive 
of coronary occlusion with subsequent congestive failure. 
Electrocardiograms substantiated the clinical impression 
of myocardial infarction, and finally autopsy showed 
syphilitic aortitis with involvement of the coronary ostia, 
myocardial infarction, and the absence of coronary artery 
sclerosis. In the gross, the areas surrounding the coronary 
ostia were edematous suggesting recent exacerbation. 
The case for a Jarisch-Herxheimer reaction seemed so 
clear-cut that the diagnosis was suggested antemortem, 
and it was felt that the postmortem findings confirmed 
this impression. 

In view of the fact that many patients with cardio¬ 
vascular syphilis are to receive penicillin in the future— 
either as a specific therapy, coincidentally, or accident¬ 
ally, as in our case—it seems important to report in¬ 
stances in which probable fatal reactions are encoun¬ 
tered. Although the bulk of evidence indicates that fatal 
therapeutic shock is distinctly unusual with the use of 
penicillin in cases of cardiovascular syphilis,the dis¬ 
criminate use of penicillin is certainly in order in treating 
the disease and in the treatment of any patient about 
whom little is known. 

SUMMARY 

A case is reported in which a fatal Jarisch-Herxheimer 
reaction occurred in a patient with syphilitic aortitis in¬ 
volving the coronary ostia. This patient received penicil¬ 
lin, presumably for an upper respiratory tract infection. 
Mt is believed that this produced a focal exacerbation 
ground the coronary ostia resulting in a myocardial in¬ 
farction. The discriminate use of penicillin is urged both 
in the syphilitic patient and in the patient about whom 
little is known. 

564 S. Main St. (Dr. Fishman). 
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Prognosis of Eclampsia.—With regard to remote prognosis, my 
experience does not agree with the statement ‘ that “once an 
eclamptic, always a toxaemic,” unless there was preexisting 
hypertensive disease at the commencement of the pregnancy. 
In the great majority of cases those who survive recover com¬ 
pletely and pass through succeeding pregnancies without any 
.trouble. If the patient is left with severe hypertensive disease, 
little or no renal damage and no living children, there may be 
a place for the Smithwick type of operation. . . . 

A woman who has had eclampsia should not become preg¬ 
nant for at least two years, and then only if kidney function 
tests give results within normal limits. No definite prognosis 
is given for at least six months, as renal function tests performed 
soon after eclampsia may be misleading and at this stage suggest 
permanent renal damage. Further examination in from three to 
six months may reveal perfectly normal renal function.—-W. F. 
Joynt, Pregnancy Toxaemia, The Medical Journal of Australia, 
Sept. 29, 1951, 
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ESOPHAGEAL OBSTRUCTION DUE TO 
METHYLCELLULOSE 


REPORT OF AN UNUSUAL CASE 

Morrison H. Belmont, M.D., San Francisco 


In recent years the advocation of the use of nicthvl- 
cellulose tablets for the relief of constipation has been 
brought to the attention of almost every physician prac¬ 
ticing medicine. The widespread use of methylccllulose 
tablets, and the relative ease with which these tablets 
are obtained without first consulting a physician, prompt 
me to report an unusual and interesting case in which the 
self-administration of these pills, which acted as a for¬ 
eign body, produced complete obstruction of the esopha¬ 
gus. 


REPORT OF A CASE 

A. L., a 67-year-old white man, was admitted to the Mount 
Zion Hospital complaining of a choking sensation and inability to 
swallow comfortably after the ingestion of mcthylcellulosc pills, 

About noon on the day of admission to the hospital, the pa¬ 
tient took three coated methylccllulose tablets that he purchased 
an hour earlier at his neighborhood drug store. He complained 
that the pills lodged in his throat. His wife gave him some hot 
water to drink and the’tablets still did not "go down.” A dis¬ 
tressing choking sensation followed, and the patient went to one 
of our emergency hospitals to seek relief. Attempts to pass a 
Levin tube past the obstructing pills were unsuccessful. He was 
sent to another hospital, where further repeated attempts to by¬ 
pass the obstruction were unsuccessful. By this time the patient 
was able to contact his personal physician, and he was referred 
for further evaluation and treatment. 

A long-standing history of constipation was elicited, for whieh 
. many types of medication were used for relief. In 1947 a supra¬ 
pubic prostatectomy was done with no complications. An in¬ 
cisional hernia was repaired in 1950 with no apparent untoward 
effects. In 1949 the patient was struck by an automobile, and he 
suffered a severe concussion. Sirice that time he has been quite 
weak and dyspneic on exertion. He states it best by saying that he 
has generally “slowed down.” 

Physical examination revealed an elderly, overweight, while 
man, continually coughing and expectorating mouthfuls of cleat 
saliva. There was considerable apprehension with respiratory dis¬ 
tress. There was no cyanosis. His temperature was 36.2 C (97.1 
F), his respiration 30 per minute, his pulse 68, with a blood pres¬ 
sure of 120/90. There was marked watering and congestion of 
the conjunctiva. The lungs were clear to auscultation and per¬ 
cussion. The heart sounds were of good quality with normal sinus 
rhythm. The area of cardiac dulness was indistinct. There was a 
Grade 2 systolic murmur over the precordium, loudest at the 
second left interspace on the right and the left of the sternum, 
A pitting edema (2-f) of the pretibial region and the ankles was 
noticed. Good pulsations of the radial and dorsalis pedis artcrici 
were present. The patient was taken to the x-ray department, 
where a barium-filled capsule was ssvallowcd, and the roentgeno¬ 
grams showed the pellet of barium to be held in the esophajui 
at a level corresponding to the fourth thoracic vertebra. He was 
taken to the operating room for csophagoscopy. 

With the patient under intravenous thiopental (pcntothal ) 
sodium and curare anesthesia, a 10 by 45 cm. Jackson csophago- 
scope was introduced into the esophagus. The hypopharynx anJ 
the opening of the esophagus were reddened and edematous. The 
esophagoscope was advanced down to a level of 24 cm. from the 
upper midgingival margin, and the barium previously given was 
visualized. This was aspirated, and a pearly gray, firm, gchitinous 
mass was readily seen completely obstructing the esopharus. 
With gentle but firm pressure the instrument could not be aa- 
vanced beyond this area. An attempt to aspirate or fimh out ir..' 
material was unsuccessful. The gelatinous material was -■ 
moved in small fragments with a long grasping fo^cep. •; 
free lumen was established. A Levin tube was passed into - 
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I'omach nnd brought out through’ the nostril after the with¬ 
drawal of the esophagoscope. The patient left the operating room 
in good condition, 

Following endoscopic removal of this foreign body, the patient 
was relieved of all his symptoms. The Levin tube was removed 
on the second postoperative day, and a soft diet was well toler¬ 
ated by the patient. He was discharged from'the hospital the fol¬ 
lowing day. There was no dysphagia or respiratory distress. An 
esophagram was taken a week later, and no obstruction or delay 
of the passage of the barium was noted. 

SUMMARY 

An unusual foreign body that caused a complete ob¬ 
struction of the esophagus in its upper third is reported 
in an elderly patient. This consisted of a gelatinous mass 
formed from three coated methylcellulose tablets that 
became hydrated in the esophagus. The distressing symp¬ 
toms of choking and smothering were completely allevi¬ 
ated following endoscopic removal of the resultant gel¬ 
atinous mass eight hours after the pills were swallowed. 

909 Hyde St. 


COUNCIL ON FOODS 
AND NUTRITION 


TJic folhivt/iff pro^ff/efs li^ve becfi accepted as conforming to 
ihe rules of the Council on Foods and Nutrition. 

James R. Wilson, M.D., Secretary. 


The Borden Company, Nov York. 

Klim PoNvoERno Whole Milk with Vitamin D Added, a powdered 
whole milk fortified with vitamin D, irradiated 7-dehydrocholesleroI, in 
amounts sufiiclent to produce a minimum of 400 U, S. P. units of vitamin 
D per rcHquefied quart (32 fluid ounces) of whoic milk powder. 

Analysis (submitted by manufacturer),—Butterfat 28.00%, protein 26.5%, 
lactose 37.7%, minerals 5.8%, moisture 2%. 

Cdortes. —5.1 per gram; 145 per ounce, 


Clapp’s Baby Food Division, American Home Foods, Inc., Rochester, 
New York. 


Clapp's Junior Squash.— Ingredients: squash, salt, and water sufflcieni 
for preparation. 

Analysis (submitted by manufacturer).—^Tolal solids %.1‘iVoy moisture 
91.27%, ash 0.79%, fat 0.13%, protein (N X 6-^5) 0.55%, crude fiber 
0.85%, carbohydrate (by dificrcnce) 6.41%. 

Vitamins and Minerals Mg. Per 100 Gm. 

Carotene . 1.45 

Thiamine ... 0.010 

Riboflavin .... . 0.078 

Ascorbic acid . 3.68 

Nicotinic acid... 0.450 

Calcium . 12.39 

Phosphorus . 30.28 

Iron . 0.64 

Copper . 0.59 

Co/onV.L—0,29 per pram; 8.3 per ounce. 

Use.~For use in the feeding of older infants and young children. 


Rcid Murdoch Company, Division of Consolidated Grocers Corporntion^ 
Chicago. 

Monarch Brand Dictltic Pack Strained Grcen Beans consists of the 
'cgciablc iisclf, packed in water without any added salt. 

Analysis (submitted by manufacturer).—Available carbohydrates (total 
carbohycimte minus crude fiber) 4.88%, crude fiber 0,78%, fat (ether 
J'tracl) 0.04%, protein (N X 6.25) 1.39%, ash (minerals) 0.49%, sodium 
L6 mp./ioo gm. 

Coln/-jVj,—0.25 per gram; 7.9 per ounce. 

t/jr.—For use in low sodium and other therapeutic diets. 

l-^ncoln, Nebraska, Dhislon of The Wander Company, 

II.P.S. Sivrv. Ingredients: milk protein concentrate, sodium proicinate 

^ soybean meal, whole cgs powder, powdered sugar, ethyl vanillin. 

(submitted by manufacturer).—Total solids 95%, moisture 5% 
protein <N x 6,25) 60%, carbohydrate 27%. 

Ln/nr/rj.—-3.6 per gram; 102,1 per ounce. 

"hole protein supplement for oral use "hen extra protein or 
nccniratcd source of protein is required in the diet. 
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COUNCIL ON PHARMACY 
AND CHEMISTRY 


NEW AND NONOFFICIAL REMEDIES 

The following addilional article has been accepted as con¬ 
forming to the rules of the Council on Pharmacy and Chemistry 
of the American Medical Association for admission to New and 
Nonofficial Remedies. A copy of the rules on which the Cotincil 
bases its action will be sent on application. 

R. T. Stormont, M.D., Secretary. 


NPH Insulin_^NPH Iletin (Lilly).—“NPH insulin is a prepa¬ 

ration of crystals containing insulin, protamine, and zinc, sus¬ 
pended in a buffered medium. Zinc-insulin crystals are used in 
such quantity that each cubic centimeter of the preparation, 
when the precipitate therein is brought into uniform suspension, 
contains either 40 or 80 U.S.P. Units of insulin. Protamine is 
used in such quantity that the preparation contains not less than 
0.3 milligram nor more than 0.6 milligram for each 100 U.S.P. 
Units of insulin; but the quantity is not less than that of the iso- 
phane ratio . . . and does not exceed that of the isophane ratio 
by more than 10%. The preparation contains, for each 100 
U.S.P. Units of insulin, not less than 0.016 milligram and not 
more than 0.04 milligram zinc and not more than 0.85 milli¬ 
gram nitrogen. Disodium phosphate (calculated as Na-HPOi) is 
used in a quantity not less than 0.15% and not more than 0.25% 
(w/v). The pH of the finished preparation is not less than 7.1 
and not more than 7.4. The preparation also contains either 
(a) not less than 1.4 and not more than 1.8% (w/v) glycerin 
and not less than 0.15 and not more than 0.17% (w/v) meta- 
cresol and not less than 0.06 and not more than 0.07% (w/v) 
phenol, or (b) not less than 0.42 and not more than 0.45% 
(w/v) sodium chloride and not less than 0.7 and not more than 
0.9% (w/v) glycerin and not less than 0,18 and not more than 
0.22% (w/v) meta-cresol. The protamine used is prepared from 
the sperm of mature testes of fish belonging to the genera 
Oncorhynchtts Suckley, Salmo Linne, or Trutta Jordan and 
Evermann (Fam. Salmonidae)." Regulations promulgated Sept. 
28, 1950 by the Administrator, Federal Security Agency; Cer¬ 
tification of Batches of Drugs Composed Wholly or Partly of 
Insulin [15 Fed. Reg. 7363 (Nov, 2, 1950)]. 

NPH Insulin conforms to the regulations of the Food and 
Drug Administration concerning insulin-containing drugs. 

NPH insulin injection has about one-half to one-fifth the pro¬ 
tamine and about one-sixth to one-twelfth the zinc content of 
protamine zinc insulin injection. 

Actions and Uses. —Essentially, NPH Insulin is a modifica¬ 
tion of protamine zinc insulin, but it differs in that it contains 
less protamine, less zinc, and is crystalline rather than amor¬ 
phous in character. The pharmacologic action of NPH Insulin 
is similar to that of the other insulins. Its blood sugar lowering 
action is in an intermediate position between globin insulin and 
protamine zinc insulin. The onset of action for NPH Insulin 
usually begins within 2 hours after subcutaneous injection, 
whereas 4 to 6 hours are required for protamine zinc insulin. 
Its peak effect occurs 10 to 20 hours after administration, and 
its duration of action is 28 to 30 hours. 

NPH Insulin may be mixed with regular insulin. Loss of quick 
action of regular insulin is less with NPH Insulin than with sim¬ 
ilar rni.xtures with protamine zinc insulin, because NPH Insulin 
contains less available protamine. Used in conjunction with regu¬ 
lation of diet and exercise, this form of insulin is of value in con¬ 
trol of severe and labile diabetes. It is not recommended for 
use alone in patients who require quick acting insulin. 


Dosage. —See Protamine Zinc Insulin. 

Warning .— ^If administered after breakfast, danger of noc¬ 
turnal hypoglycemia exists. 

NPH Iletin: 10 cc. vials. 40 units o^^ 
centimeter. Preserved with 0.15% wh 
E li Lilly & Compa ianapolis, 

Vials. 40 uni' 


nits in each ji' 
ind 0.06% 


NPH Insulin: 
centimeter. Pr 
E. R. Squibb 


'th 0.15% IT 
•York. • ' 


•' units in c:- 
; and 0.06^ 
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ESSENTIALS OF AN ACCEPTABLE 
MEDICAL SCHOOL REVISED 

The first standards officially established by the Amer¬ 
ican Medical Association for an approved medical school 
were prepared more than 40 years ago by the Council 
on Medical Education and Hospitals with the approval 
of the House of Delegates. Periodically, these standards, 
known as the “Essentials of an Acceptable Medical 
School,” have been revised by the Council to meet chang¬ 
ing ideals, concepts, and methods in medical education. 

In December, 1951, the Council completed work ini¬ 
tiated a year earlier on the eighth major revision of these 
essentials. The revision was approved by the House of 
Delegates at the Clinical Session in Los Angeles. Copies 
of the revised essentials are at present being distributed 
to the medical schools and others interested in medical 
education. In the course of preparing this revision, the 
Council received valuable suggestions from the Associa¬ 
tion of American Medical Colleges. 

The revised essentials do not depart from fundamen¬ 
tal principles that have been long accepted as the basis 
or successful undergraduate medical education. The 
‘ anges that have been made, however, should be valu- 
./Sble in clarifying current concepts of medical education 
and in stimulating further advances. An important ex¬ 
ample of such a change is to be found in the following 
restatement of the section dealing with the design of the 
medical curriculum; “The entire course should be de¬ 
signed as an integrated program of instruction with the 
objective of the education of the student in the science, 
art and practice of medicine, including the understand¬ 
ing of health and its cultivation and the understanding of 
disease and its prevention and treatment. The students 
should also be made fully aware of the social aspects of 
medicine and of the role of medicine in the community.” 

The essentials then state: “No rigid curriculum for ac¬ 
complishing these objectives can be prescribed. On the 
contrary, continuous study by the faculty with the intro¬ 
duction of modifications and new methods and materials 
that take proper cognizance of advances in medical sci¬ 
ence and changing conditions of medical practice is es¬ 
sential in the conduct of an acceptable medical school.” 

This statement reflects no basic change in the attitude 
of the Council but rather makes explicit a philosophy 
that has been held for many years. The medical curricu- 
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lum cannot become fixed or static. The above statement 
makes it clear that a school that does not subject its 
curriculum to continuous study and that docs not con¬ 
tinually seek to improve its curriculum must be rccarded 
as deficient. 

A major change in the essentials is found in the re¬ 
quirements for admission to an approved medical school 
Since 1918, the minimum requirement for admission tci 
approved medical schools has been two years of coIIcm 
training. Since 1938 the Council has recommended three 
or more years. This recommendation has now been made 
a requirement. The new essentials states that, beginning 
Jan. 1, 1953, “The minimum requirement for admission 
to approved medical schools is three years of college 
training for the average student. For most students four 
years is recommended in order to provide an opportunity 
to gain a broad educational experience. Rarely a school 
will be justified in admitting a superior student under ex¬ 
ceptional conditions after two years of college work." 
The latest available statistics indicate that, of the students 
who entered medical school in 1949 and 1950, 99 per 
cent had had three or more years of college training. 

The section of the essentials dealing with the faculty, 
which previously discussed principally the faculty of the 
preclinical departments, has been expanded and clarified 
by the addition of the following paragraph: “In the major 
clinical areas of medicine, surgery, pediatrics, obstetrics 
and psychiatry, there should be a nucleus of full time 
instructors who have as their major responsibility the 
planning and supervision of the department’s educational 
program and the conduct of research.” This paragraph 
gives further emphasis to an important trend that the 
Council has encouraged for many years. 

Many other changes have been made throughout the 
essentials to clarify meaning, to introduce desired flexi¬ 
bility, or to recognize modern techniques and methods 
of teaching and administration. Some may be critical 
that the essentials are neither sufficiently detailed nor 
sufficiently revolutionary. When the Council prepared 
its first essentials, medical education in the United States 
taken as a whole was in a state approaching chaos owing 
to the lack of recognized standards as to what constituted 
a satisfactory medical school. After studying the patterns 
of education set by leading medical schools abroad and 
by the few outstanding pioneer medical schools in this 
country, the Council set forth in its first essentials rela¬ 
tively specific requirements for schools seeking its ap¬ 
proval. As the medical schools became stable institutions 
under university or other responsible sponsorship, the 
Council progressively modified its essentials in the direc¬ 
tion of stating fundamental principles and objectives, 
leaving to the individual institutions the choice of meth¬ 
ods each should follow to implement these principles and 
achieve these objectives. Much specific detail has been 
eliminated therefore from the essentials as they a\c 
been revised over the years. This same development o 
the medical schools as mature, stable ‘ 

made unnecessary and undesirable any attempt to intro 
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duce requiiements that would be revolutionary in medi¬ 
cal education. Medical education has long since achieved 
a'lcvcl of stability from which more progress can be ex¬ 
pected by evolution than by revolution. The function of 
the Council, as is well reflected in the present essentials, 
is not to force innovations in medical education on the 
medical schools as requirements but to foster and en¬ 
courage experimentation and to weigh experiments and 
innovations carefully, including them in the essentials 
only when their merit has been proved. In this manner 
the Council gives recognition to important advances in 
medical education and encourages their acceptance by 
all schools. The Council is to be congratulated on the 
skill with which it has succinctly stated the fundamentals 
of a modern acceptable medical school in this latest 
revision of its essentials. 


MEDICAL EDUCATION FOUNDATION 
ENTERS SECOND YEAR 

The American Medical Education Foundation ended 
its first year Dec. 31. During this initial period, more 
than 1,800 individual physicians contributed to the total 
of $745,917.84 received by the Foundation. In addition, 
33 organizations and 33 lay persons made contributions. 
Although short of the anticipated goal, these results may 
be considered reasonably satisfactory for a new under¬ 
taking of the magnitude of the Foundation. 

A source of real encouragement is the steadily in¬ 
creasing interest shown in the Foundation during the last 
two months of 1951, as reflected by the number of indi¬ 
vidual contributions. The number of contributions re¬ 
ceived so far in 1952 indicates that this interest, which 
has been largely stimulated by the increasingly active 
efforts of state and county societies, will continue to 
grow. 

The Foundation is now perfecting plans for its 1952 
program. As it did in 1951, the Board of Trustees of the 
American Medical Association has made a gift of one 
half million dollars to serve as a nucleus for the year’s 
fund. This gift brings to a total of one million dollars the 
American Medical Association’s contributions to the 
Foundation since its inception a year ago. The Associa¬ 
tion will also continue to underwrite all the expenses of 
the Foundation, so that every dollar of every contribu¬ 
tion received can be passed on to the medical schools. 

A new feature of this year’s campaign will be a meet¬ 
ing later this month in Chicago of representatives of all 
state societies. This conference is designed to facilitate 
a greatly increased participation by state and county 
societies in the 1952 campaign. The experience of the 
first year makes it clear that the success of the Founda¬ 
tion, as with all important efforts of the medical profes¬ 
sion, will be measured in terms of action at the state and 
county level. 

At the suggestion of many leaders in the profession 
‘ind in the medical schools, the Directors of the Foun¬ 
dation at their December meeting voted an important 


change in policy. Beginning with gifts received after 
Jan. 1, 1952, all contributions designated by individual 
physicians for a specific medical school will be added 
to the school’s grants from the unearmarked funds raised 
by the Foundation and the National Fund for Medical 
Education. Last year each school was provided with the 
names and amount contributed by donors designating a 
school, but such contributions were included with un¬ 
earmarked funds in calculating the grants according to 
the formulas mutually agreed upon by the Foundation 
and the National Fund. 

This new policy means that alumni or friends of a 
medical school can make a contribution to a medical 
school through the Foundation and the school will re¬ 
ceive the full amount of the contribution plus its full 
share of unearmarked funds. The advantage of making 
gifts in this manner is that, by increasing the total raised 
by the Foundation and the National Fund, gifts from 
other sources will be stimulated, and certain contribu¬ 
tions that are contingent on specific totals being achieved 
can be coilected. 

To eliminate possible competition with the fund rais¬ 
ing campaigns of the individual schools, the Directors 
also voted that, effective Jan. 1, 1952, the Foundation 
each year will give appropriate recognition in its annual 
report to those physicians whom the medical schools re¬ 
port to the Foundation as having supported medical edu¬ 
cation by making a gift directly to a medical school. 

There is much evidence that the activities of the Foun¬ 
dation are developing a greater awareness and interest 
in the needs of the medical schools on the part of physi¬ 
cians generally. Many physicians are indicating by con¬ 
tribution their recognition of the debt they owe their 
medical schools, while many others see in the Founda¬ 
tion an opportunity for the medical profession to again 
demonstrate its willingness to aid in the advancement of 
high standards of medical education. 

At its recent annual meeting the Association of Amer¬ 
ican Medical Colleges passed the following resolution: 

“Resolved, That the deans of the medical schools in 
assembly for their sixty-second annual meeting unani¬ 
mously expressed their sincere appreciation and their 
enthusiastic thanks to the Directors and officers of the 
American Medical Education Foundation for their sub¬ 
stantial support of medical education and for helping to 
focus national attention on the serious financial predica¬ 
ment of the medical schools.” 

The Student American Medical Association at its an¬ 
nual meeting in December, 1951, passed the following 
resolution; 

“We extend our sincere appreciation to the American 
Medical Education Foundation for the most beneficial 
program they are undertaking.” 

Official commendation has also been received from 
the American Veterinary Association. 

The first distribution offunds to the medical schools 
was made in July. 1951. The balance of the funds raised 

ing 1951 is -'w sent to th'' medical schools 
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through the National Fund for Medical Education. Al¬ 
though the campaign for contributions to the 1952 fund 
will not be formally initiated until the spring, a number 
of physicians who contributed in 1951 have already sent 
in their 1952 contributions. The Foundation is thus off 
to a good start in its second year. All signs point to a 
successful effort, which will constitute a real challenge 
to industry, business, agriculture, and other important 
groups concerned with medical education to contribute 
generously to the solution of this important problem. 


LIVER AND PLASMA PROTEIN SYNTHESIS 

Over a period of years evidence that the liver is the 
site of formation of plasma albumin, fibrinogen, and, 
possibly, globulin fractions has accumulated from both 
experimental procedures and observations in pathologi¬ 
cal states. Recently, Miller and associates ^ reinvestigated 
this question using newly developed techniques. They 
perfused isolated, intact rat livers with rat blood contain¬ 
ing isotopically labelled lysine together with the amino 
acids essential for optimum growth in the rat and sub¬ 
sequently determined the rate of incorporation of radio¬ 
active amino acid in the liver and in plasma proteins. 
In contrast to experimental devices employing tissue 
slices or homogenates, the isolated liver still remains ac¬ 
tive metabolically as long as four hours after the initia¬ 
tion of the perfusion, and studies could be continued 
for about six hours. The perfused liver was able to dif¬ 
ferentiate between the l- or natural isomer and the d- 
or unnatural isomer of C^‘‘-labelled lysine, the natural 
form being used for the formation of protein. Also, it 
was noted that the lag period, which occurred after the 
labelled amino acid was added to the perfusion medium 
and before it was incorporated into the plasma proteins, 
could be shortened by adding to the perfusate nonessen- 
,tial as well as essential amino acids. This would indicate 
at for the fabrication of plasma protein at rapid rates, 
onessential as well as essential amino acids are required. 
This confirms postulates of previous workers based on 
data obtained in work with intact animals. 

The information obtained by Miller and his associates 
indicates that the liver plays a dominant role in the syn¬ 
thesis of plasma proteins, including practically all of the 
albumin and fibrinogen and probably more than 80 per 
cent of the globulin fractions. The question of the synthe¬ 
sis of the individual globulins could not be answered by 
these investigators, inasmuch as precise fractionation of 
the globulins was not attempted. Their studies on iso¬ 
lated, nonhepatic tissues confirmed earlier reports that 
such tissues can remove amino acids from the perfusion 
fluid and convert them into tissue proteins and into 
plasma globulin. These studies offer an explanation for 


1. Miller, L. L.; Bly, C. G.; Watson, M. L., and Bale, W. F.: The 
Dominant Role of the Liver Plasma Protein Synthesis: A Direct Study of 
the Isolated Perfused Rat Liver with the Aid of Lysine-e-C“, J. Exper. 
Med. 94: 431-453 (Nov.) 1951. 

1, Starr, M. P., and Reynolds, D. M.; Streptomycin Resistance of 
Conform Bacteria from Turkeys Fed Streptomycin Am. J. Pub. Health 
41: 1375 (Nov.) 1951. 

2. Growth-Promoting Effects of Antibiotics in Animais Nutrition Rev. 
8: 298, 1950. 
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the hypoalbuminemia and inverted albiimin-oiobulin 
ratio in various liver diseases. Thus the amino ncid.^ th.it 
are absorbed into the portal system mav escape utilha 
tion by the damaged liver cells and are thus presented 
de novo to the extrahepatic tissues. Albumin cannot be 
synthesized by these tissues, but they are capable o'! 
forming some of the serum globulin. Hence it is con¬ 
ceivable that a large portion of the ingested amino acids 
may be metabolized by the extrahepatic tissues. 

One of the important contributions of the Rocliesler 
group is a method of studying the metabolism of isolated 
organs under conditions that more closely resemble the 
physiological state, and by which it is possible to have 
better control of the various factors that influence the 
activity of the organ than is possible in the intact animal. 
These techniques should be a valuable addition to the 
methods of study of disease processes. 


HAZARDS OF ANTIBIOTIC 
FEED SUPPLEMENTS 

The markedly increased rates of growth that follow 
the addition of small amounts of the broad spectrum 
antibiotics to animal rations has led to widespread use 
of antibiotic supplements by livestock feeders. A report 
by Starr and Reynolds ^ draws attention to potential 
health hazards that may eventually offset the immediate 
economic gains afforded by this practice. These investi¬ 
gators found that the addition of small amounts of strep¬ 
tomycin to the rations of turkey poults caused the rapid 
appearance of highly streptomycin resistant coliforni 
bacteria in feces cultures. The presence of resistant path¬ 
ogens in fowls is of no great consequence in the poultry 
industry, since the use of antibiotics in diseases of birds 
is generally uneconomical. However, the spread of drug- 
fast strains of Salmonella to larger farm animals could, 
in the authors’ opinion, be serious, as the value of meat 
animals justifies the use of chemotherapeutic agents in 
livestock diseases. Of greater significance is the fact that 
Salmonella originating from poultry have been shown 
unequivocally to be virulent to man. Thus the risks of 
incurring a large reservoir of drug-fast enteric pathogens 
in the poultry population cannot be dismissed lightly. 
Yet another possible danger of prolonged antibiotic 
feeding lies in the relative increase of yeast or yeast-like 
organisms in the birds’ intestinal flora. As Starr and Rey¬ 
nolds point out, some of these organisms may be patho¬ 
genic to man and may prove troublesome owing to the 
inefficiency of known chemotherapeutic agents in fungus 
infections. 

An earlier report - stressed that much remained to be 
determined in regard to the long-continued use of anti¬ 
biotic supplements, such as the effect on metabolic pro¬ 
cesses other than growth and the possibility of residual 
toxicity in the meat produced. In concluding their re¬ 
port, Starr and Reynolds express the hope that further 
research will elucidate the fundamental mechanism un¬ 
derlying the growth-promoting effect of antibiotics and 
permit agriculturists to secure more rapid animal growth 
without inflicting potential hazards on the public heait • 
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A little more than seven years ago a motherly, gray-haired 
woman named Mrs. Charles W. Sewe)l called at the Lafayette, 
Iml., home of Dr. F. S. Crockett. Mrs. Sewell was then the 
Administrative Director of the Associated Women of the Ameri¬ 
can Farm Bureau Federation. She-was concerned about a post¬ 
war shortage of doctors in certain rural areas in this country. 
She therefore called upon her long-time friend Dr. “Davy” 
Crockett to see if he could suggest a solution. I believe it is safe 
to say that the American Medical Association’s rural health 
program was born in that Indiana home that afternoon. Dr. 
Crockett was convinceii of the need to “do something” to im¬ 
prove rural medicine. He presented his ideas to the next meet¬ 
ing of the Board of Trustees of the A. M. A. and became chair¬ 
man of the new committee the Board established to work otj 
the problem. 

A few months ago the seven years of increasingly effective 
work done by the Committee on Rural Health was recognized 
by the elevation of the Committee to the status 
of a Council of the American Medical Asso¬ 
ciation. This reflects the continuing interest of 
American medicine in the good health of the 
people of our rural areas. 

The philosophy of the members of the 
Council on Rural Health is refreshing in this 
age of “planners.” From the first, their goal has 
been to encourage farm persons to help them¬ 
selves, They always have envisioned the role 
of their Council as that of a coordinator, who 
interests communities in their own health prob¬ 
lems, encourages the persons in the community 
to work together to solve these problems, and 
then passes along the experience and the good 
ideas thus gained to others in need of help. 

The primary tool used in this process is the 
annual national Conference on Rural Health, 
sponsored by the American Medical Associa¬ 
tion in cooperation with farm groups. This 
year's Conference—the seventh—will be held in Denver on Feb, 
28 and 29 and March 1. The development of these conferences 
over the years reflects the progress that has been made in rural 
health. Early meetings, held in Chicago, were devoted chiefly 
<0 getting acquainted, to defining the health and medical prob¬ 
lems of rural persons, and to discussing what could be done 
about them. Then, as each succeeding year passed, the programs 
became more and more filled with case history reports from 
communities that had successfully met their health needs. This 
year’s program, built about the theme “Help Yourself to Health,” 
will devote an entire afternoon to a panel called “We Have 
Helped Ourselves to Health—and How.” 

Topics that have made regular appearances on most of the 
Conference programs include: how a rural community can 
Wtr.act and hold a physician, how a community can build medi¬ 
al facilities or a hospital, how it can acquire modern diagnostic 
and therapeutic equipment, and how a community can educate 
tts residents to use properly the physician and medical facilities 
that it acquires. 

The A. M. A.’s Council on Rural Health has no set answers 
to these problems, because solutions vary with local situations. 
^One idea, however, has been pushed strongly by the Council. 


That is the establishment of community health councils, through 
which all segments of a community can work together to im¬ 
prove health conditions. Through this medium, too, community 
leaders come, to realize that the responsibility for good health 
rests, not on the physicians alone but also on the individual and 
the community. The Council stresses that physicians must take 
the lead in health planning but is convinced that programs will 
be more successful if they have community-wide understanding 
and support. 

The Council has followed this same philosophy on the national 
level. When it was first decided to sponsor a national Conference 
on Rural Health, the Council members felt that they should 
contact, leaders of farm organizations to determine what kind 
of program they wanted. Accordingly, an advisory committee 
was set up. On it were representatives of the Grange, the Ameri¬ 
can Farm Bureau Federation, the Milk Producers Federation, 
and the Extension Services of the Land Grant Colleges. Its rec- 
commendations proved so valuable that the ad¬ 
visory committee became a permanent institu¬ 
tion. It has continued to assist the A. M. A., 
not only with its succeeding conferences but 
with all aspects of its rural health program. 
Today the Committee is composed of 11 rep¬ 
resentatives from farm groups and the rural 
press. 

Last year (he Council on Rural Health took 
another step forward when it hired Mr. Aubrey 
D. Gales, associate director of cooperative ex¬ 
tension work for the University of Arkansas, to 
make a nine month trip around the United 
States for the purpose of studying community 
health programs and advising medical societies 
and other interested groups concerning ways 
and means of improving local health. The only 
difficulty that soon became apparent in Mr. 
Gates’ work was that nine months was totally 
insufficient for accomplishment of the job he 
had been asked to do. I am gratified to report, therefore, that, 
after returning to the University of Arkansas to complete pre¬ 
vious commitments, Mr. Gates is joining the A. M. A. on a full¬ 
time basis this month. He will be available to rural communities 
anywhere in the nation that are in need of skilled and friendly 
counseling on how to solve their own health problems. 

Those of you who practice in rural areas will also find the 
published proceedings of the various rural health conferences 
and the magazine reprints dealing with rural health subjects, 
which the Council has available, of great interest and assistance. 
As I have said before, the American Medical Association is 
your A. M. A. I encourage you to take advantage of the many 
facilities it has for serving you. 

In closing I wish again to salute the work of the Council on 
Rural Health and its counterpart rural health committees in the 
state medical associations. These groups, together with the major 
farm organizations, have made significant progress in improving 
the rural medical picture during the past seven years. With their 
philosophy of self-help and joint effort, I foresee a steadily 
brightening health outlook for rural Americans in the future. 

John W. Cline, M.D., San Francisco, 
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ORGANIZATION SECTION 

The following six papers were among those presented 
at the Fourth Annual Public Relations Conference, held 
at Los Angeles, Calif., Dec. 2-3, 1951. 


TIME IS MONEY FOR YOUR PATIENTS, TOO 

Stanley R. Truman, M.D., Oakland, Calif. 

Good public relations must be put into the reception room. 
This is an area where something can be done, and, with a little 
effort, a great deal can be done. Doctors make patients wait 
and patients resent being made to wait. Smart doctors will find 
means of reducing the waiting to a minimum and of relieving 
the resentment of patients for unavoidable delays. 

Numerous public relations surveys made throughout the coun¬ 
try, show the same feeling by patients about doctors making 
them wait. Let’s see what they say. “I spend half my time wait¬ 
ing to see the doctor.” “I keep my appointments with the doc¬ 
tor, but he doesn’t seem to have any with me.” “It is easier to 
see the president of any bank and with less waiting than it is to 
see a doctor.” “When I arrive for my appointment 1 find half 
a dozen others there at the same time.” “My time is just as 
important as the doctor’s.” “I wait for hours, even though a 
definite appointment has been made and kept by me.” In Maine, 
California, Texas, Virginia, Ohio, wherever you go, the story is 
the same, “My doctor makes me wait, my doctor makes me wait, 
my doctor makes me wait.” From the universality of the com¬ 
plaint it is apparent that patients are disturbed, annoyed, and 
resentful. 

Let’s look in on a doctor’s office. Some months ago I sent a 
patient for consultation. Let me tell you the story as the patient 
told it to me. “I took the morning off and had an appointment 
with the doctor at 10:30. I will admit I arrived early, about 10 
minutes. The reception room was open, the lights were on, there 
was nobody there. There were some comfortable chairs. There 
was some reading matter of not too ancient vintage on the table; 
however, I had brought my own pocket magazine to read. There 
was no gong or sound indicating my arrival when I opened the 
reception room door. I looked at the inner door to see if there 
was a buzzer that I might press, or some other means of indi- 
^ ing my presence. There was none. I sat down and read for 
minutes, keeping one ear constantly alerted for any sounds 
f,' e doctor’s sanctum sanctorum. All was quiet and peaceful. 

jt up and inspected the outside door to see if there was some 
I mtraption to give a signal when the door was opened and 
shut. No mechanical device. I closed the door and went over 
and gently knocked on the inner door. I sat for 10 minutes 
more. Still there was no indication of anyone’s awareness of 
my presence. I put down my magazine and then approached 
the inner door, and, with some vigorous and solid knocking, 

I announced my presence. Still nothing but peace and quiet. I 
went back to my reading. After a while one of the sweetest 
young things you ever saw opened the door with book in hand 
and nodded saying, “Mr. J. D.?” 1 said, “Yes.” She said, “The 
doctor hasn’t come in yet. Just make yourself comfortable.” I 
went back to my reading. Fifteen or 20 minutes later the sweet 
young thing came back and said, “You can come in now.” And 
I did. 

What were the reactions to that doctor? A good old Ameri¬ 
can expression summed it up very fluently, “Who does that guy 
think he is anyway?” Now notice that it was not the factor of 
the waiting, because he had taken the morning off anyway, but 
it was the attitude of the nurse and doctor that made the patient 
gradually build up resentment into actual hostility. 

When a patient has made the decision to go to the doctor he 
has made a decision of great importance to him. He has de¬ 
cided to spend time, which may lose him wages or earnings. 
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he has decided to spend money, which to the average workei 
often amounts to the pay earned in a half or even a full dnv 
and, finally, he has made the decision that he may have some 
thing serious enough to need the attention of a doctor. So hi 
is in a state of ani.xety. When the secretary or the doctor b' 
their behavior or attitude, by their lack of attention to the m 
tient’s time, comfort, or feelings make the patient feel that hi 
call is of little importance to them, that he and his troubles ar 
insignificant and unimportant, they arouse in the patient fcelinc 
of resentment and hostility toward the doctor and toward th 
medical profession. 

Unfortunately, unlimited examples from the experiences o 
patients in doctors’ offices and of the attitude of physician 
toward patients could be given; however, the illustration is sufli 
cient to make the following points: 1. Patients wait. 2. Patienl 
wait more than is necessary. 3. Patients resent waiting. 4. Th 
resentment aroused is created less by the act of waiting than b 
the attitude and behavior of the doctor and his secretary towar 
the patient. 5. Finally, it is rarely the doctor himself who comi 
in contact with the patient during this waiting period, therefor 
any major improvement in this area of the patient-doctor rel; 
tionship must take into consideration the function and bchavit 
of the office personnel. 

Doctors and their secretaries must be made to realize tin 
the secretary is the ambassador of the doctor, or even moi 
than that. In the mind of the patient the words, attitudes, action 
and personality of the secretary are interpreted as the dirci 
projection of the words, attitudes, action, and personality of tf 
doctor. Don’t ever get the idea that the patient is going to exeui 
you for having an “old goat” or a “sour puss” as an assistan 
No sir. It’s a total feeling that the patient takes away froi 
your office. The amount of tact, charm, and goodwill that yo 
will have to generate in order to overcome the resentment bui 
up by a poor secretary-patient contact will be enormous. ! 
is not worth it. Start out with good secretary-patient relationshii 
when the patient first contacts your office. Some doctors an 
some secretaries have an intuitive ability to react sympathet 
cally to the problems and feelings of patients. They automat 
caily know how to handle patients with tact and skill. The; 
doctors invariably are successful in the practice of medicim 
Many doctors have this gift, but how about those who do not 
Fortunately for the patient, fortunately for the doctor, an 
fortunately for the public relations of our profession, it h: 
been demonstrated that the techniques of understanding Ih 
patient’s feelings and needs, and of assuming the proper att 
lude can be taught both to the doctor and to the doctor 
secretary. 

It would be very profitable if we could delve more dcepl 
into the feelings, emotions, and subconscious attitudes of r< 
sentment and hostility developed in patients as a result of poc 
wailing room and reception techniques. Studies on the subjci 
have been started in this area, and we shall follow their resuli 
with interest and profit. While this work is going on and unt 
definitive answers and techniques are available, we must dcvclo 
a simple formula that can be utilized to assist doctors and thei 
personnel in handling this aspect of the doctor-patient rclatior 
ship with more skill, smoothness, facility, and success. 

To be practical I have put down some rules, which, if fol 
lowed by the doctor and his secretary, will create a more hai 
monious attitude between the doctor and the patient, and a mor 
satisfied and sympathetic feeling on the part of the patient. 

]. The doctor must attend to the physical features of the rc 
ception room, but more important, to the techniques of schedul 
ing and handling patients by his employed personnel. 

2 The physical facilities should be appropriate to the t>T 
of practice and to the clientele and should express the dignit; 
and serious nature of the practice of medicine. 
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3 Whether you divert your patients with tropical fish, soft 
music the latest literature, or coffee is less important than 
(Sal you show real concern for any discomfort or inconvenience 
caused the patient by forcing him to wait or waste time waiting 
for you, 

4. You must form a set of rules for your secretary to follow 
and see that she follows them. If she is not interested in patients 
as persons, if she is not interested in running a smooth.and 
pleasant office, if she is not interested in creating a pleased 
appreciative attitude in your patients, fire her. Fire her now and 
pet someone who will cooperate. Neither you as an individual 
entrepreneur nor we as a profession can afford to tolerate an 
indifferent attitude in ourselves or our employees. Let your sec¬ 
retary know what an important job she has in creating public 
and patient goodwill and get her cooperation in developing tech¬ 
niques of handling patients. With intelligent cooperation and 
understanding, with the realization that it takes brains, tact, 
sympathy, and understanding to function as a successful office 
secretary these girls can develop remarkable interest and skill 
in this area and will derive greater pleasure and satisfaction 
from their work. 

Following is a list of suggestions for doctors’ nurses and sec¬ 
retaries in handling waiting patients; Keep the reception room 
comfortable, neat, and clean. This should be obvious, but appar¬ 
ently it is not, judging from the many messy, close, and un¬ 
inviting reception rooms I have seen. 

Schedule appointments. There are a few doctors who still 
keep hours from 2 to 5 p. m., letting patients drop in promiscu¬ 
ously. Fortunately, few doctors insist on retaining this obsolete 
technique. Your secretary not only should schedule appoint¬ 
ments but should schedule them realistically. She should study 
the actual amount of time required for various patients and 
various procedures and then schedule the patients when it is 
anticipated that you will be able to see them. 

Usually, the patient telephones for the first appointment. 
Great attention should be paid to your secretary’s telephone 
technique. The phone should be answered promptly. The secre¬ 
tary should act as a person; she should give her name, i. e., Miss 
Stetson or Miss Barbee, not be just a voice in the earphone of 
the receiver. She should get into the spirit of making the patient 
feel he is important. She should work out the most convenient 
time for the patient. She should treat the patient as a person, ask 
for his name and call him by it, and, at the close of the con¬ 
versation, thank him and call him by name again. 

When a patient arrives at the doctor’s office his arrival should 
be recognized as soon as possible. Recognize the patient by 
name in a pleasant, friendly manner. The secretary should have 
a friendly smile. If she can’t smile, have her practice at home 
before the mirror. Her ability as a female actress should include 
the ability to provide a friendly smile at will. Indicate to the 
patient when the doctor will be available. How long will it be. 
If it is over a few moments, give a full, reasonable, and adequate 
explanation. If there is to be any considerable delay the secretary 
should express her concern and regret and also express how 
sorry (he doctor is that he is having to make the patient wait. 

Make the patient feel that his presence in this office is an im- 
Porlanl matter. If a significant emergency has occurred that may 
wake the delay an excessively long one, give the patient the 
apporlunity of waiting or returning at a more convenient time. 
It is wise to let the patient know that the doctor is on a human¬ 
itarian mission. If the patient has to sacrifice some of his time in 
the same cause he feels a sense of belonging, of cooperating, 
rather than one of resentment. We recently had a patient-rela¬ 
tionship failure in our office on this very account. A busy ex- 
witivc made an appointment for 10:30 in the morning. He and 
ViCrc both on time. He was ushered into an examining room 
and asked to take off his shirt. At this very moment a frail, 
pa e, weak, and frightened young woman who was hemorrhaging 
sc'crely was unceremoniously carried into the office by two ex- 
renrcly excited men. My secretary immediately put her into 
iw her treatment room, and 1 promptly focused my attention on 
PPing the hemorrhage and caring for the woman. It took ap- 
minutes to stop the hemorrhage, make ar- 
for a patient sent to the hospital, and arrange 

inn In 'he meantime, our busy executive was chill¬ 

is back and chest in the examining room. During the 


proceedings ■ my secretary poked her head into his room and 
announced, “The doctor is busy with an emergency and will see 
you in a minute.” Some time later he poked his head out the 
door and announced to my secretary in very irate terms what he 
thought of secretaries and doctors that made busy men wait, that 
he was going to miss an important appointment, and that if this 
was going on very much longer he was going to get out of there. 
She did coax him to wait, but when 1 saw him he was extremely 
upset. He “told me off” in strong terms. His words and behavior 
stimulated a marked anger reaction in me, and I am sure 
that I was belligerent in my answer. However, 1 told him straight¬ 
forwardly what had happened and that if 1 hadn’t taken the 
time to stop the hemorrhage, the woman probably would have 
bled to death, that she was on her way to the hospital to get a 
transfusion, and that if he had an appointment that was impor¬ 
tant he could keep it and I would meet him at noon or tomorrow 
morning at 8 and we could finish the examination. He said, “No, 
go ahead.” So we went on with the examination..A few minutes 
later I said, “You know, it upsets me greatly to have to make a 
patient wait, but I certainly have no control over emergencies 
of this nature.” He softened up a little, and so did I. Later, he 
told me the appointment really wasn’t important, he was just 
going to walk around with the pro at the golf club to see if the 
greens were going to be dry enough to open the course for the 
week-end. I-apologized again for making him wait. That after¬ 
noon a box of chocolates and a nice note came by special mes¬ 
senger to my secretary apologizing to her for his angry words 
and impatience. By this means he demonstrated that a feeling 
of guilt and apology had been substituted for the feeling of re¬ 
sentment and hostility toward myself and my secretary. How 
much better it would have been if my secretary had taken the 
time in the beginning to give him a full explanation of the cause 
for the delay instead of waiting until his resentment and hostility 
had been built up. 

We have made the discovery that patients like to have some¬ 
thing they can take away from the doctor's office. Many pam¬ 
phlets for this purpose are being made available by the A. M. A., 
the Cancer Society, the American Tuberculosis Association, and 
other such organizations and health agencies. Let me warn you 
about such reading matter for distribution. You must inspect 
and read them carefully before you make them available for 
your patients. Some of the pamphlets are highly respectable, at¬ 
tractive, educational, and informative, but a lot of them are not. 
Some of them are the very kind of thing we don’t want patients 
to read. 

Numerous other aspects of the duties and functions of the sec¬ 
retary and nurse should be carefully studied and taught. Doctors 
must be reminded that each new secretary and nurse must be' 
taught the whole thing over again. Unfortunately, some of us 
have taught our first few secretaries good practices, but after a 
while we make the assumption that these techniques come in¬ 
tuitively. They often do not. This coaching and teaching can be¬ 
come tiresome and discouraging, particularly when one is busy 
or if there is much of a turnover in personnel. Have you wished, 
as 1 have, for a little primer for nurses and secretaries on the 
matter of handling the patient in the doctor’s office? Some of 
the texts on office nursing have chapters on this subject. They 
help but are not sufficient and do not have the latest and best 
public relations approach to this problem. The Ohio State Med¬ 
ical Association has published a six-page pamphlet, “A Date 
with the Doctor,” which is a splendid beginning. Starting with 
the November issue, Medical Economics is repeating a series of 
articles published several years ago, “Letters to a Doctor’s Sec¬ 
retary.” 1 recall this series as being quite worth while. Until an 
adequate text is available, I suggest that the doctor supply’his 
secretary with a copy of Dale Carnegie’s book “How to Win 
Friends and Influence People.” About 10 years ago I read this 
book and found it had numerous practical and worth-while sug¬ 
gestions for handling persons. Recently I was impressed when 
one of the popular magazines asked a number of successful busi¬ 
ness men what books had contributed most to their success. I was 
surprised to read that “How to Win Friends and Influence 
People,” was one of those listed most frequently. 

I have found it valuable to have a conference once a month 
with the entire office staff. The most pleasant way of accomplish¬ 
ing this is to have a luncheon together. During lunch we dis¬ 
cuss problems of practice. The secretary and the nurses bring up 
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illness and as persons are variable, but the answer to the last 
one should be, and ordinarily is, reasonably arrived at. 

From the secretary of the county medical society, nearly any¬ 
where in the United States, a young doctor can get the fee sched¬ 
ule of that particular county. From talking with his fellow prac¬ 
titioners, he can quickly learn what, if any, variations are made 
m that schedule. It will always be a good rule for any doctor not 
to undercut the average charge in his community and not to go 
too far above it. Ninety per cent of the patients want to pay 
reasonable amounts to their doctors for their services. I do not 
know the recipe for success, but I can tell you the recipe for 
failure. It is “Try to please everybody.” Some patients cannot 
pay, and it is better for both the patient and the doctor that the 
fees be cancelled than ever “marked down.” The doctor who 
‘ marks down prices” quickly gets “marked down” in the pa¬ 
tient’s eyes, whereas the doctor who cancels charges to the de¬ 
serving patient, at the time of need for his services, never or 
rarely is depreciated in the patient’s eyes. 

Since many families, with increasing federal withholding taxes 
already here, are forced to budget all of their earnings, it is nec¬ 
essary that physicians assist their patients in this regard. In ob¬ 
stetrics especially it is good practice for the young persons and 
for the doctor to agree on a monthly payment schedule suitable 
to the patient’s economic status. 

For example, at the termination of the first visit and examina¬ 
tion, the wise doctor will tell the patient, “My usual charge for 
your type of case is $10 for this visit, and $10 or $15 each month 
for six months. This charge will include two months follow-up 
care after your baby is born, barring some unusual or compli¬ 
cated happenings, which can occur only about twice in 100 
cases. Is this arrangement satisfactory with you?” If there is 
any reason that this usual routine cannot be followed, the pa¬ 
tient usually says so, and the agreed-upon method of payment 
is noted on her record then and there before her eyes. The same 
type of statement can be used to terminate any doctor’s render¬ 
ing care to his patient. If any unusual drug, laboratory, or x-ray 
service is rendered, the patient appreciates and deserves a short 
explanation as to why the extra charges are made. 

The success of any practice, both from the patient’s and the 
doctor’s standpoint, demands that sufficient time be taken by 
every doctor to discuss with each patient in simple language his 
ailment, his treatment schedule or response, and his social and 
economic problems incident to the illness. Fees are at least 
one-third of every illness in the patient’s eyes. 

What about fees for operations? Largely, that is the area in 
hich doctors are given, at times deservedly, a black eye. In my 
pinion, no doctor can deserve that dignified title who charges 
ly person more than one month’s income (after taxes) for 
ly type of operation. If that simple rule is followed and the 
perating physician explains to the patient what is included in 
le fee, there will be fewer than one-tenth of one per cent com- 
laints by patients. 

Tell the patient that the charge for anesthetizing him will be 
20. Tell the patient that the charge for an assistant, required 
ar his personal protection as well as for the doctor’s help, will 
be $25 or $50. Tell him that the usual charge for the repair or 
removal of this or that organ in this community is $125, $175, 
or $250. When fees are honestly explained and their total agreed 
upon prior to operation, the problem of collections is virtually 
nonexistent. 

In cases of emergency, the doctor’s first responsibility is to 
care for the patient’s needs. After this is done, either he or the 
patient may bring up the matter of fees. In either situation, it is 
incumbent upon the doctor to explain to the patient the usual 
charges and why they are made. 'When such a procedure is fol¬ 
lowed, little difficulty ensues in collecting for services rendered. 

“Fee splitting” still goes on and will go on as long as two or 
three per cent of the doctors are like an equal or higher per¬ 
centage of the bankers, lawyers, or politicians. Human nature, 
being what it is, insures that the unscrupulous will always be 
with us. Fee splitting is bad for the sick, because it leads, through 
love of money, to meddlesome, unnecessary treatment and op¬ 
erations that promise more to satisfy the participating doctor’s 
curiosity and temporarily increase the size of his pocketbook 
than to help the patient. 

Patients may suspect that their money is being “divided up,” 
but basically they want to know, “Who gets how much for doing 
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what?” When they eventually find oiit that physicians partk!.,,, 
m fee splitting, the reputations, the dollar intake, and p'rhL 
even the conscience of the participating doctors usuallv miF> 
Needless to say, the increasing “take” of the federal (ax collector 
is going to make operating and treating for money alone an v. 
tivity of diminishing value to doctors. ' “■* 

Display on your own desk the A. M. A.’s placard nddrcss>j 
“To All My Patients,” which says, “I invite you to discuss frankly 
with me any questions regarding my sers’ices or fees." ' ^ 

The two most important elements in America’s progress have 
been the spirit of religion and the spirit of science or knowledge 
The spirit of religion went out of our federal government nearly 
20 years ago and has been replaced by the greatest collapse in 
morality in government seen since the decline of Rome. The 
spirit of knowledge or science has pushed forward, but, unless 
we increase in wisdom, which is basically a religious force, .an 
increase in knowledge alone will only bring sorrow for us *as 
persons and as a free nation. 

One hundred and thirty years ago, John Quincy Adams' code 
was: “The more of pure moral principle that is carried into 
policy and conduct of government, the wiser and more profound 
will that policy and government be.” John Quincy Adams' 
philosophy is eloquently true in the matter of fees charged and 
collected by doctors. The one unpardonable sin in medicine is 
the failure to consider at ail times what is best for the patient 
from the standpoint of diagnosis, treatment, and fees. 

The money we collect from our patients must always be rever¬ 
ently regarded as only a partly satisfactory medium by which 
patients can express their grateful hearts and souls, and we doc¬ 
tors must, in humility, accept fees for acting as guides to Divine 
Providence in His works. 


THE “REGARDLESS OF ABILITY TO PAY” IDEA 


Joseph F. Donovan, San Jose, Calif, 


I appreciate very much the honor of being asked to partici¬ 
pate in this Public Relations discussion and to report our ex¬ 
perience with a public offering by the local county medical 
society of a guarantee to provide medical care for all, regard¬ 
less of the ability to pay, medical care being that portion of the 
services rendered by physicians. 

I do not need to tell anybody that everyone has always loved 
the game of getting something for nothing. Today’s lure of the 
“daily double,” the “giant jackpot,” and the “royal flush” have 
had their counterparts in every age and every era from the time 
Nero rolled dice until the present-day period, when radio's tele¬ 
phone guessing games offer as high as a million dollars in prizes 
—and all for free! 

It was in December of 1946, however, that many critical 
doctors in the San Francisco Bay area thought that that month 
would go down in history as the greatest on record for giant 
jackpots. That is the month that the Alameda County Medical 
Society took a quarter page advertisement in all of the daily 
newspapers in their county in an effort to reach a reading audi¬ 
ence of over 750,000 persons, to tell -thcm that anyone who 
needed medical care and had to have it without cost could gel 
it simply by calling the office of the county medical society and 


stating their case. 

I saw the advertisements. They were very attractive, in y 
commanded attention. The top portion of the ad had a argi- 
facsimile of a page torn from the classified want ads section. 
“Wanted,” said the headline, “anyone needing the services ot a 
physician and feeling that they are unable to pay for it. Immedi¬ 
ately contact the Medical Society, Call Twinoak 3367. 

Those advertisements created quite a stir, not onl^y m - 
county but throughout the state. Even the governor of Cahtom'a 
got unhappily enough concerned about them to issue some p I 
strong critical statements to the press. He said he did not 

them, and he did not believe them. nf mcdic.nl 

But the advertisements and their offer of guarantee of m 
care for all were not fake, not a publicity gimmick. Ihcy wc 
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■ in a firm foundation. Even five years later, the promise of 

■ ih' offer stiff stands good, and, on top of that, the offer has been 
'■ iii’td out and tested and found successful in many counties other 

ton Aiameda. 

'■:/ county, Santa Clara, for example, was one of those that 
' mcd to follow the thought patterns set by Alameda and apply 
' them to our own particular situation. We have about one-third 
!he population and about one-third the number of physicians 
tot Alameda County has. We have 300 doctors and 225,000 
persons, if you are interested in statistics. 

We have long since come to learn that these advertisements 
are not a trick or a false propaganda device. They are a means 
' of giving current-day action to a promise centuries old, the 

■ promise contained in the oath of Hippocrates. Truly speaking, 

' this "guarantee offer” is merely a matter of putting new words 

to old (deals. 

In our own county, we did not use duplicates of the Alameda 
advertisements. We prepared a set of our own. First, the execu- 
V live committee and the public relations committee decided they 
would adopt the principle contained in the guarantee and set up 
, the mechanism to handle the calls that would come from the 
public. Before the first advertisements were printed,, our plans 
y were carefully correlated to the work done in the social service 
department of our county hospital. We agreed to work together 
‘ very closely and consolidate the findings of our experience with 
the hospital. When the ads were ready, enough proof copies 
were made for one to be sent to every member of the county 
' sociely, after it went before the council of the county society. 
;■ The council, composed of 14 members, received the first copy, 

. and it was not a very comfortable half-hour discussion. There 
are always one or two who are opposed to what the general 
trend seems to be, and one of the members of the council said, 
“Well, if ever I have seen anything crazy, this is it, because I 
do not know how we can possibly take care of the number of 
persons that will be rapping on your door tomorrow morning 
after that first advertisement comes out.” 

Fortunately, the aggressive public relations committee chair- 
' man put it on a personal basis, as he said, “Fred, you are a 
, specialist. We might have to call on you as a result of one of 
j Ihesc advertisements. Fred, have you taken a few patients and 
not charged them anything?” 

"Of course, you know I have,” said Fred, 

“Well," he said, “suppose we call you tomorrow and say we 
have three cases that are in your specialty, will you take care 
of them?” 

"Sure.” 

Then we went around the room—there was no question 

about it. 

They did not have too much trouble handling the inquiries 
lhal came in, but is it not much more Important, in such a 
functional matter that the physicians believe in their hearts that 
they can render this service to their individual patients as they 
wn? What difference does it make if it is offered on a general 
basis? 1 was not concerned with whether we could handle the 
inquiries. 1 was concerned as to whether our physicians would 
support the program. 

The council voted approval. Copies of the ads were mailed 
to every member, with a ballot for their response. They could 
Mst their votes three ways: (1) in favor of the general advertis¬ 
ing; (2) in favor or against publicizing the guarantee for care; 
and (3) in favor or against the publicizing of our fee complaint 
Mmmiitec service. Returned ballots came from approximately 
50 per cent of the membership, and the overwhelming affirmative 
'Ole Was 125 to 4 for the program. 

On April 19, 1949, the first advertisement appeared in the 
I jnormng paper, and we held our breath. That afternoon we got 
"0 calls. The next day, one more; the third day, another call; 
111, by the end of six months, there had only been 59 calls 
nitogcther, and one-half of those were requests for obstetric 
rate from medically indigent nonresidents who were denied care 
ccause of certain county ordinances. (That problem has since 
been heked, by the way.) 

here has never been a time when, possibly with one excep- 
hdv "a ?b)lc to comply, and that was the case of the 

a 1 bicr eyes and said she had 

1 iculi problem. She told me about her three children and 


that she needed three surgical procedures. She said that she 
felt that she could call on the medical society and they would 
help her. 

I said, “What sort of surgery are you talking about?” 

She said, “My youngest son needs to be circumcized, and my 
oldest boy needs his tonsils out, and my husband needs to be 
sterilized.” 

Our ads were not a “one-shot” offer. The offer was repeated 
in 12 consecutive advertisements. Special feature stories about 
the program appeared 12 times in three different newspapers dur¬ 
ing a two year period. The offer still stands, and the program 
seems to be working well. 

Requests come to the society from all sources, and not nec¬ 
essarily from the newspaper advertisements alone, for (he pro¬ 
gram has been strongly called to the attention of every local 
social worker, to all the public health nurses, the public school 
nurses, school department heads, the Red Cross, the voluntary 
health agencies, and every other unit that might ordinarily come 
in contact with persons needing medical care. 

We have estimated that if each of our 300 doctors were will¬ 
ing to take three cases a year, we would be able to handle a 
load of approximately 900 requests, and so far we are not even 
approaching 50 per cent of’such a possible volume. The original 
vote of the Medical Society obligates every member (o accept 
a reasonable number of cases. 

Our society staff consists of myself and one secretary. We 
handle all of the requests. We get assistance from our bureau 
of medical economics staff of six, which is in the same office. 
It is a bureau that is operated on the principles set up by Stanley 
Mauck’s organization. After the requests are evaluated, doctors 
are called in rotation, and in only one instance have we ever 
had a refusal to take a case. All of the rest have said yes, in 
what we believe to be a phenomenal acceptance average of ap¬ 
proximately less than 60 seconds per request. 

I told you in the beginning that I was very critical and appre¬ 
hensive when this program started in Alameda County. As you 
see, I have reversed myself completely through our own experi¬ 
ence with it. I think it is the best plank that a county medical 
society can have in the public relations platform. I don’t think 
that there is anything that could be devised that will be more 
effective than this particular program. 

One instance was called to my mind because of the comments 
of Dr. Cyrus Anderson this morning, when he referred to the 
incident of the newspapers playing up the need of someone for 
medical care, the little child about to die, and the usual thing 
that goes along with that. 

Actually, such an instance in our county in 1948 was the thing 
that made us agree to go ahead with this guaranteed medical 
care program. A youngsjer about 6 years old was declared to 
have nephritis, and it was said she would die if she didn’t get 
the serum, and she needed the services of a physician. The 
services were being rendered by the physician, but it was one 
of (hose sensational, well-written front page news stories that 
snowball. It appeared in the newspapers in our town and was 
attracting attention in every state in the Union, in Mexico, and 
in Canada, and $14,000 rolled in to help that little girl. 

That was not enough—an Army sergeant in Tokyo broke up 
a crap game and sent us the $143. 

Twice since then two newspapers have had an opportunity 
to duplicate their 1948 experience, but they have not done it. 
They have contacted our office, or the president of the county 
medical society, have gotten the facts of what needed to be 
done, and have gone along by helping to see that the family 
pt the care that was needed, which the papers slated was more 
important than running a sensational front page story. 

When we come face to face with some of the “do-gooders” 
who tell us there are dozens of persons in this town going with¬ 
out medical care, we are able to say, “That is interesting to us; 
would you get us the name of the first lady you would like to 
have taken care of in the group you are talking about?” In one 
instance, we needled a small group for three weeks trying to get 
the name of the first person they were talking about. It is sur¬ 
prising but very pleasing to see the reactions when we follow 
up on the false claim that there are hundreds of persons going 
without care. At the same time, it is a great source of satisfac¬ 
tion when you find someone who really needs it, who is going 
without it, simply because he just does not know where or how 
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to find the physician who will be willing to take care of him 
without charge. 

Our doctors are not operating the jackpot I referred to earlier. 
They are just being good doctors and good neighbors. We believe 
that medical public relations are better in those local counties 
where the guaranteed medical-care-for-all plan exists, because 
m those counties the ethical physican, who will abide by the 
solemn promise never to turn his back on human suffering be¬ 
cause he might not get paid, is not a mythical character. He is 
not someone whose name can’t be remembered in times of sick¬ 
ness or apparent need. He is easy to find, because he is the total 
local medical profession. He is the county medical society. 


PR FACTOR IN COLLECTING BILLS 

Stanley R. Mauck, Columbus, Ohio 

My association with the profession has been influenced, in 
part, by a bit of bad medical public relations. A member of my 
family had been under the care of our family physician, and, on 
the occasion of an office call, he advised consultation. He walked 
us across the street to a specialist, who made a brief examina¬ 
tion. I received a bill from the family doctor marked “for pro¬ 
fessional services rendered.” The amount seemed reasonable, 
considering the fact that the service of a specialist had been 
involved. This, you understand, happened when I was uninitiated 
into the ways of professional practice. 

Thirteen months afterward I received a bill from the spe¬ 
cialist for $25.1 was angry, and I called the family doctor. “Yes, 
the charge was in order,” he reported. His bill did not include 
the specialist’s fee. He calmed me down somewhat, but he him¬ 
self did not escape some of my resentment for this unexpected 
jolt. He should have told me at the time that the specialist would 
render a separate bill, it seemed to me, and the specialist had 
done me an injustice by his delayed billing. With my check, I 
enclosed a letter that plainly indicated that the good doctor’s 
public relations had not been enhanced by the transaction. 

At the time of this incident, I was giving consideration to 
starting a service of business management for doctors in Colum¬ 
bus, and the experience helped to confirm my belief that doctors 
needed my management service. For two years, I operated a 
private business service for doctors, which, in addition to better 
control of the doctor’s accounts receivable problem, also in¬ 
cluded income tax work, monthly practice analysis, and a gen¬ 
eral consultation service in business and professional matters. 

During this period I learned a lot about the public relations 
aspect of medical practice and was challenged by the need for a 
broader and more comprehensive type of service. The result 
was the organization, in January, 1935, of the Columbus Bureau 
of Medical Economics, which was one of the first professionally 
controlled multiple service business bureaus for physicians in the 
country. The management service I had previously rendered 
became a department of the new bureau, to which were added 
such additional functions as a 24 hour telephone answering 
service, a collection department, a professional budget plan, 
centralized bookkeeping and credit reporting. 

In 1936 we took dentists into the organization, which is oper¬ 
ated as a nonprofit service corporation under official approval 
of both the academy of medicine and the dental society. It is 
controlled by a board of trustees elected by the physicians and 
dentists who are members of the bureau. We have 48 persons 
on our staff, and we occupy an office suite of approximately 
4,000 square feet. 

Early in our operations we felt that the bureau’s usefulness 
could be extended beyond the scope of the individual doctor’s 
office and invited the academy of medicine to use our office as 
permanent headquarters. All of our facilities and personnel were 
placed at the academy’s disposal. For the past 17 years, I have 
served jointly as director of the bureau and executive secretary 
of the academy. 


Executive Secretary, Columbus Academy of Medicine. 


J.A.AI..\., Pet), 2, 
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Unquestionably, this close affiliation between the 
and the bureau has been of great advantage to both orci-u' 
tions. It h^ enabled the academy to enjoy adequate adminh>r!‘ 
tive and office facilities to meet the need for an ever-expanJ - 
program, and at a cost far below the amount necessary to\hmr^ 
cate the service on an independent basis. It has enabled iv 
bureau to integrate its functions closely with the needs of 
profession, with due regard to the public relations factor in di 
phases of the business service rendered. 

Out of this experience I hold a deep conviction that the chid 
public relations factor in bill collecting relates to the doctor's 
own office rather than the collection agency. Expressed in an¬ 
other way, we might say that good public relations—like chariu 
•—begin at home, and that doctors themselves arc responsiH- 
for much of the bad public relations growing out of collectin- 
their fees. 

The personal experience related above is by no means an 
isolated case. Long-delayed billing is not so prevalent as it 
25 years ago, but it remains a fundamental weakness in manv 
offices. In a recent county medical society bulletin, a report of 
the grievance committee was given. Grievance No. 4 rclatisl 
to a complaint about an anesthesia bill for $44.50, received 
eight months after service. The debtor had no knowledge of 
the service, and the amount seemed stupendous. Investigation 
by the committee cleared the doctor, but the report containeJ 
two significant comments: 1. Had the surgeon advised the patiert 
about the service of the anesthesiologist, there probably wou'J 
not have been a complaint. 2. Careless handling of the charp, 
as reflected by the eight months’ delay in billing, contributed i.i 
the complaint. This is another typical example of bad put!'; 
relations unnecessarily incurred by poor business methods in ti; 
doctor’s office. 


Sporadic billing and little or no follow-up of slow accoiTt) 
are other factors accounting for bad public relations. D.'b 
quency in regular billing begets delinquency in payment. By i 
loose system of billing and follow-up of accounts the dxtot 
invites slow pay and possibly utter disregard of the obligation. 
A serious delinquency should not be charged against a patijtt 
until he has been made conscious of what is expected of him h 
the way of payment. ; 

The climax in these situations, public relations-wise, co.m;!. 
when the patient, lulled into. indifference by the doctor’s ir,- 
business-like office procedure, suddenly learns that his c!J ■ 
account has been turned over to a collection agency. Often si;;h 
accounts are paid promptly, but with a sullen protest that is 
harmful to the profession. Frequently they are complicated ly 
complaints, as the value of professional service varies in invent 
ratio to the time when it was rendered, especially if the bill b' 
been turned over for collection. An account should not be placeJ 
with an agency, and it is an injustice to the patient to do sc, 
unless and until the doctor’s own office is certain that it cacrc! 
be collected in any other way. 

Poor business procedure often backfires against the doctor ir 
another area of neglect. It is not possible for the busy o5;e, 
especially in larger cities, always to know about the indigrrl, 
the medically indigent, and the confirmed hardship cases. Ho'-- 
ever, too often they are overlooked. Failure to obtain aderjus.; 
information about a patient on the first call is often the cac 
It is the responsibility of the doctor’s office to determine wh-.-- 
are the indigent patients whenever possible and to handle t.- 
charge accordingly. There is nothing more conducive to 
public relations than the reaction of the patient when bills o ■ 
character are turned over for collection. 

There is another category of patients for whom 
often present a distressing financial problem. I refer to • 
called white collar group—the clerks, stenographers, eai---'-; 
and low-to-medium-salaried persons. Most of ^^,,11,. 
supporting and manage to make ends meet by carctu u - 
however, a siege of sickness in the family or surgery i ^ 
financial blow. They deserve consideration when costly m-. ■■ 


re is required. h are 

These observations are not mere senerahties, t ^ 
irted by facts, and to get these facts I asked the rn. 
illection department to make a careful samp i S 
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■5 jn our files. The object was to determine why accounts 
sre referred to us for collection. His finding follows, based on 
! 612 accounis selected at random from our collection files. 

\VHY ACCOUrn'S ARE REFERRED FOR COLLECTION 

Indcquate Handlins in Doctor’s Office.—There were 656 
cases (41%) in this group. Delinquency here was due to delayed 
(- or irregular billing, incomplete data when account was set up. 

" not made to responsible party, misunderstood services 

. and charges (consultation, anesthesia, x-ray, lab fees, and indus- 
*: trial claims), no discussion about payment arrangements, ex- 
ireme age of accounts, etc. 

j-' IlarMip Cases.—In this group, there were 353 cases (22%), 
including patients unable to pay owing to indigency or medical 
!. indigency, illness, age, or domestic problems, and those able to 
pay adjusted fees, or possibly the full amount, if time or a 
payment plan were offered to tide them over temporary emer- 
gencies. 

Dissatisfied Patients.—Oi those dissatisfied with services, there 
were 73 patients (5%), and of those dissatisfied with amount of 
charges, there were 79 (5%). 

,*■ "Deadbeats" and Reasons for Delinquency Not Known .— 
There were 148 cases (9%) of “deadbeats” and 303 (18%) cases 
in which the reason for nonpayment was not known. The latter 
' group paid or agreed to pay without protest. Their delinquency 
was probably due to neglect or "slow-pay” habits. 

These findings speak for themselves and confirm our conten- 
jjj lion that good public relations in bill collecting begin at home, 
jj.. in the first two categories, we find that 63 per cent of the accounts 
surveyed represent delinquencies that might have been con- 
jj,'.' trolled in the doctor’s office. Expressed another way, and gen- 
'' craiizing from this survey, it indicates that 63 per cent of the 
medical accounts referred to collection agencies are needlessly 
subjected to this PR hazard. If this seems high, let us be con- 
servative and adjust this figure to allow for error and make it 
30 per cent instead of 63 per cent. The result still stands as a 
severe indictment of the way professional men handle the busi- 
_ ness side of medical practice. 

Now that we have challenged the doctors to do a better busi- 
' ness job in their own offices, in the interest of better public rela¬ 
tions, let us examine the part that agencies play in this picture. 
In the first place, it should be acknowledged that there is a 
fel' definite place in professional practice for use of a reliable and 
B t properly operated collection service. Persons who are normally 
Si; self-supporting and pay for other services and commodities 
jj-, should also pay the reasonable cost of medical care. The willful 
(jr “deadbeat” and the irresponsible patient should not receive 
;vr; medical care through nonpayment of their account. To 
f.j. permit them to do so is gross discrimination against the punctual 
p.ilient. The judicious use of a responsible collection service is 
ji not only to protect the doctor’s financial interest but 

. ,ilso to insure fairness to the conscientious debtor who pays sat- 
isbiclorily. 

Granting this premise, how, then, should an agency be 
so that the vital public relations factor can be protected 
* ' in Ibis delicate service? 

.u-; much to be said for the professionally controlled 

service. The number of such bureaus is increasing, 
prompted largely by the profession’s growing consciousness of 
ci' relations factor in bill collecting. The pattern of the 

jV j'pie service bureau, which we Jong ago established in 
^°mmbus, has also demonstrated its usefulness, public relations- 
“ 'Vise, in the operation of services other than collections. The 
- ' emergency call service is extremely important. Centralized book¬ 
keeping and profcssiontil management both help to eliminate 
b some of the previously mentioned unbusinoss-like methods that 
a icnate patient good-will. Our professional budget plan con- 
‘-i'j Bood public relations. Our slogan is, “Wc would 

li.- ra her prevent bad accounts than collect them.” One of the great 
5'j of the professionally owned or controlled business bureau 
's I s .ability to do a professional relations job in every service 
(A icnaercd. 

. Rember, of the A. M. A. Public Relations 

''I “ survey among county medical societies to 

j*. K their attitude toward collection services. One question 


was: “Do you think a society operated collection service can 
do a better job public relations-wise than a private bureau?^^ 
Sixty per cent of the replies said “yes,” thirty per cent said no. 
Ten per cent had no opinion. 

The general feeling was that the professionally controlled 
bureau better understands the special approach and the methods 
required to protect the doctor-patient relationship and preserve 
good-will. It is presumed that these bureaus, because they oper¬ 
ate within the profession, will be more considerate of the patient 
and deal with him on the basis of protecting the vital public 
relations factor. It is pointed out that the commercial agency is 
likely to be exclusively concerned with the money return and 
to exact every possible dollar, regardless of the circumstances 
back of the delinquency. 

My observation, however, is that not all professionally con¬ 
trolled bureaus are as public relations conscious as they should 
be. Some appear to justify their existence by cut-rate collec¬ 
tion costs, which is wrong, for this factor should never be the 
primary consideration in operating a bureau. And the methods 
used by others are only slightly less objectionable than those 
used by many private collection agencies. The majority of such 
bureaus, however, deserve the full support of the profession,- 
because they know and understand the vital importance of 
public relations in collecting doctors’ accounts. 

Since it is not practical to organize professionally controlled 
bureaus everywhere, certain societies are making another ap¬ 
proach to the collection agency problem. Mr. Rember’s survey 
revealed that the private bureau, of a certain type, was favored 
by 30 per cent of the societies responding to his questionnaire. 
Some arc unquestionably operating in a thoroughly satisfactory 
manner and doing a good PR job. This type of bureau is usually 
approved by the society or granted official recognition in return 
for concessions in operating policy that meet the special needs 
of the profession. A special committee of doctors may serve as 
liaison between the society and the bureau to consult with and 
advise the owner regarding policy and operating procedure. By 
group action, members of a county society may thus dictate and 
control the collection methods of a reputable private agency 
that is willing to cooperate with the society, to the mutual 
advantage and benefit of both parties. Such an arrangement is 
worthy of consideration when local circumstances are favorable. 

I have been connected with business bureau operations for 19 
years and have studied this service in many cities. We have a 
National Association of Medical-Dental Bureaus, composed of 
both professionally controlled and privately owned bureaus that 
make a specialty of rendering business services to doctors The 
purpose of the association is to develop higher standards in 
medical business bureau work, to promote a better understand¬ 
ing of how the special needs of the professional office may be 
met, and to exchange ideas for greater operating efficiency. The 
association has performed a useful function in developing busi¬ 
ness bureaus that deserve the confidence and support of the 
profession. 

Out of my many contacts with bureaus of both types, I agree 
that it is possible for a privately owned bureau to serve the pro¬ 
fession satisfactorily in the field of collections. To do so, how¬ 
ever, the agency must be different from the many commercial 
agencies that are totally void of any appreciation of the delicate 
PR factor in collecting for doctors. The management of the 
agency must know and understand the problems of professional 
practice and be governed by collection policies that conform 
to good public relations standards. The form or the type of 
organization best suited to handle professional accounts may be 
debatable, depending on local conditions, but what is not debat¬ 
able is that the factor of public relations is vitally tied in with 
third party collection procedure and should be of prime consid¬ 
eration in determining the choice of an agency, whether it is 
professionally or privately controlled. 

In our national association work, I have preached this gospel 
constantly. The professionally controlled bureaus usually follow 
this principle in collection work. We are endeavoring to have the 
private bureau use this approach also. It is disconcerting, how¬ 
ever, to have some of these bureaus challenge our public rela¬ 
tions gospel by insisting that the doctors demand results rather 
than reports. Unfortunately, this is true in many cases. WTiile the 
A. M. A. is stressing good public relations in bill collecting, 
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the grass roots” doctor does not yet realize that a lot of public 
relations dynamite is tied up in the way his bad accounts are 
handled when they leave his office. It is difficult to expect the 
independent commercial agency to be more public relations 
conscious than are the doctors themselves. 

Where neither professionally controlled bureaus nor approved 
private agencies are available, what, then, are the doctors to do 
about their bad accounts? Obviously, it is up to the individual 
doctor to select an independent collection service that he believes 
will most nearly handle the accounts in the right manner. Here 
are a few precautions that it might be well to remember when 
making such a choice: 1 . Select a local agency with a reputation 
for reliability and good standing in the community. 2. The out- 
of-state and mail-order type of agency should be avoided. 3. In¬ 
vestigate the methods used, and ask to see the type of first notice 
and other follow-up material. 4. Check up on the ownership and 
financial responsibility of the agency and its promptness in set¬ 
tling for money collected. 5. As a general rule do not sign a 
contract—better agencies seldom use them. 6 . Make sure that no 
legal action, or threat of such, will be taken without your con¬ 
sent. 7. Be sure the agency will be governed by your instructions 
to collect only within the scope of good public relations. 8 . Have 
the agency agree to report cases deserving your special consider¬ 
ation and accept adjustment, withdrawal or cancellation of an 
account when, in your opinion, such action is advisable in the 
interest of good public relations. 

If these standards cannot be met by any local agency it is 
better not to use any collection service at all. Money collected 
on bad accounts through the tactics of the unscrupulous and 
hard-boiled collection agency is a poor offset against the loss of 
good-will for the individual doctor and the profession in gen¬ 
eral. It should be remembered, however, that the number of 
accounts requiring collection agency attention can be reduced 
materially, probably 50 per cent or more, by proper attention 
to the doctor’s accounts receivable problem in his own office. 
In summarizing these observations of a county medical society 
executive, we may make the following observations. The manner 
in which financial transactions are handled between doctor and 
patient vitally affects medical public relations, and the primary 
responsibility for this problem relates to the doctor’s own office. 
Failure to recognize the importance of this problem and lack 
of attention to the business side of medical practice account for 
much of the bad public relations growing out of charges for 
medical care. 

Fifty per cent, or more, of the medical accounts submitted 
" r collection can be disposed of more satisfactorily at the 
rce. The choice of a proper collection service is extremely 
t \ ortant, when outside collection assistance is clearly indi- 
“ ted. Professionally controlled bureaus, particularly those 
rendering multiple business services, have demonstrated their 
public relations value to the profession, and their number is in¬ 
creasing. County societies have also found it possible to work out 
satisfactorily arrangements with acceptable private agencies or 
bureaus to handle collections and render other services in an 
ethical manner; an independent commercial collection agency 
should be very carefully selected when neither of the two pre¬ 
ferred types of business services is available. 

In conclusion, may I submit these recommendations: first, 
that the American Medical Association use its facilities more 
i effectively to educate all members of the profession about the 
\ PR factor in bill collecting and that it provide from Chicago, 

\ through the proper department or bureau, greater practical 

assistance to county societies that are interested in organizing 
business services that are adapted to the needs of 
twinaTs anS"' that state associations, through their 

rnorc 'itten'^' ’^^dia for influencing professional attitudes, 

\ public relations factor in collection 

stress the importance of this subject; and 
socicu^ become more alert to the economic 
, ' oi practice and that they explore the possibility 

VI'. :' Group action, some ot the business problems that ' 

' ' " ihc preservation of good public relations, 

' 1 ’. i',' 'he area of collections. 

St .1 . ; ... 

of , r,' f ^ public relations factor in collecting 

" .■V'-’'u of sufficient importance to warrant more 

' "'' A on all three levels of organized medicine. 


J.A.M.A., Feb. 2, 1952 

WHERE DO ^VE GO FROM HERE? 

Leo E. Brown, Chicago 

“Where Do We Go From Here, Boys—Where Do We Go 

w doughboys in France during 

World War I, when they were sweeping victoriously across 
Europe. They were on the move and wanted to keep going 

So it IS with our medical public relations program—it's on the 
move—much progress has been made—but where do we go 
from here, boys, where do we go from here? One thing is 
certain—we have to be continually on the move if we are to 
attain and maintain medicine’s rightful and covetous position 
in the minds and hearts of the American people. ■ 

In an organization as large as the A. M. A., composed of over 
130,000 physicians practicing more or less independently, bound 
together into 1,987 county medical societies and 53 state and 
territorial societies, we must expect some difference of opinion, 
some outstanding PR programs, some not so outstanding. In cer¬ 
tain areas some county societies are pulling the load of societies 
less active and alert. Certain states are carrying a portion of the 
load belonging to other states and occasionally to the A. M. A. 
The point I want to emphasize is that we are all in this together 
-—each must do his share—as we join forces for better PR. 

A horse can’t pull while kicking 
This fact I merely mention. 

Neither can he kick while pulling 
Which is my chief contention. 

In order to improve public attitudes toward the American 
Medical Association, we plan to work directly with the public, 
with other departments within the A. M. A., with state and 
local medical societies, and with individual physicians.' We 
also plan to coordinate the Association’s programs and policies 
for improving the health of the American people with other 
organizations which have similar objectives. 

The public relations program of the American Medical Asso¬ 
ciation logically divides itself into two phases; internal and 
external. The internal phase is concerned primarily with rela¬ 
tionships between the A. M, A. and other medical organizations 
and between the A. M. A. and the individual physician. The 
external phase is concerned primarily with the attitudes of the 
public toward the medical profession, either as individuals or as 
groups. With these thoughts in mind, the Department presents 
the following general public relations objectives for the coming 
year. I, To gain public support for the American Medical Asso¬ 
ciation by informing the people of the policies, objectives, and 
accomplishments of the Association. 2. To strengthen the sup¬ 
port of members for the American Medical Association by 
making known to them the objectives, accomplishments, and 
services of their Association. 3. To improve physician-patient 
relationships by encouraging the physician to administer his 
services promptly, efficiently, and courteously, with understand¬ 
ing of the patient as an individual, and in line with the first sen¬ 
tence of the Principles of Medical Ethics: “The prime object of 
the medical profession is to render service to'humanity. . ■ • ” 
4. To encourage our constituent state and county medical 
societies similarly to continue and expand their own public rela¬ 
tions activities, thereby cementing physician-patient and com¬ 
munity relationships at the grass roots. 5. To work toward the 
solving of the.economic problems arising from the cost of illness. 

The Public Relations Department hopes to contribute to the 
attaining of these general objectives by telling the A. M- A. 
story to the public and the profession through the use of the 
following PR media. Our weekly news releases on medical sci¬ 
ence, Association policy, and activities and socioeconomic items 
affecting medicine will continue to be sent to some 1,350 news¬ 
papers, magazines, wire services, and science writers across the 
country. You all are familiar with the work entailed in puo- 
Ikizing your own state meetings. You can multiply that many 
times for a national meeting. Last year in AUantic , 

writers representing 59 publications covered the Convention ana 
were serviced by our PR staff. Throughout the year many pecmi 
news stories will be released on the activities of our councils,. 

Director, Department of Public Relations of the American Medial 
Association. 
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committees, and bureaus. We expect to follow up misleading 
news stories, articles, editorials, and letters to the editors when 
they are brought to our attention; however, this is a tremendous 
job and can be handled much more judiciously at the local level. 

Special service will be given to state and county societies 
promoting special medical editions in their local papers by 
supplying news stories on such subjects as A. M. A. activities 
and medical progress. During the coming year we plan to pre¬ 
pare a series of feature stories on medical progress, making them 
available fo all daily and weekly newspapers and industrial pub¬ 
lications. 

The acceptance and support of our literature preparation and 
distribution program during the past year merits its continuation. 
Commenting on the brochure “A Doctor For You,” one physi¬ 
cian said in a letter to Dr. Lull, “Congratulations! This is just 
what I have been hoping for. This is a real educational campaign 
that every doctor can be proud of. If our A. M. A. Education 
Campaign can keep up this high standard of public education, 
Oscar Ewing will not have a chance.” 

The editorial on display from the Springfield (Ohio) News 
indicates their approval of this positive program. 

During 1952 we have scheduled five brochures and two maga¬ 
zine reprint mass mailings to the entire profession. These are 
to cover such subjects as “It’s Your A. M. A.,” a brochure 
enlisting membership support of the A. M. A.; “How the 
A. M. A. Serves the Public,” which is designed to inform the 
public that they are the recipients of many of the Association’s 
activities; “This Is the Code Your Doctor Lives by,” which is 
intended to take the mysticism out of the Code of Ethics and 
interpret it as a protective code for each individual patient. 

“The Cost of Medical Care” and “How to Pay Your Medical 
Bills” are popular brochures that explain some of the techniques 
discussed by the panel participants this morning. Other pam¬ 
phlets such as “What Makes an M.D.,” "Help Yourself to 
Health,” and “Medical Careers” will be developed as time, per¬ 
sonnel, and budget permit. We also plan two or three pamphlets 
for the physician and his staff on “Office PR.” 

The number of reprints from popular magazines to be dis¬ 
tributed through our membership will depend upon the number 
of suitable worthy articles published. We estimate that there will 
be at least six that will be selected and sent out in two different 
mailings. The method of distribution will follow the procedure 
used this year. Pamphlets and reprints will be mailed direct to 
the individual physician, with order cards for acquiring addi¬ 
tional quantities direct from the A. M. A. We should like to 
encourage state and county societies to promote the distribution 
of these pamphlets and reprints through their membership news¬ 
letters, journals, and bulletins. The A. M. A. mailings will also 
be sent to many national associations, organizations, libraries, 
hospitals, and colleges. We hope you will distribute this litera¬ 
ture at your rural health meetings, health councils, county fairs, 
health fairs, public schools, P. T. A. service clubs, and all other 
outlets at your command. 

Publicity service to A. M. A. Councils, Committees, and 
Bureaus will continue to be an integral part of our PR program. 
News, radio, television, and photographic coverage of the Rural 
Health Conference, Industrial Health Conference, Congress on 
Medical Education and Licensure, Council on National Emer¬ 
gency Medical Service, and the Student A. M. A. will be handled 
by the PR Department. 

I should like to mention that day-to-day activities in the field 
of radio, television, exhibits, and films are handled by other 
A M. A. departments, with the PR Department acting in an 
advisory capacity. 

We expect to continue and expand our service to magazine 
editors and free lance writers. During the past year, 65 editors 
and free lance writers received special assistance with writing 
projects. This service includes information service, manuscript 
reviewing, and suggesting articles. This service paid off in 60 
articles, which appeared in 35 mass circulation magazines last 
year. Two top-ranking national publications clear all of their 
medical articles through the A. M. A. office before scheduling 
them for publication. 

In an effort to improve our interassociation relations during 
.. joining year, sve propose to arrange for the A. M. A. to be 
in'ih executive officers of major national organizations 

. n tnc U. S. We expect to invite such groups as the Farm Bureau, 


Cotton Council, National Education Association, Parent- 
Teachers Association, American Association of University 
Women, the Business and Professional Woman’s Association, 
American Bar Association, A. F. of L., C. I. O., and others to 
be our guests at 535 North Dearborn Street, Chicago. We have 
nothing to sell—our only object is to acquaint them with the 
work of the A. M. A. and how it serves the public and the 
profession. 

Time forces me to only outline other phases of our 1952 
program. 

We propose to reedit the Association’s film, “M.D., the 
U. S. Doctor,” into two or three 10 minute films; to make avail¬ 
able 314 by 414 slides on A. M. A. activities, with accompanying 
script to all state medical societies for distribution upon request 
to their component societies; to provide state journal editors 
with information each month on what’s new at the A. M. A.; 
to continue publishing the “Convention Daily Bulletin,” the “Sec¬ 
retary’s Letter,” and the “PR Doctor Exchange”; and to assist 
in program planning and implementation as an important part 
of our field service. We welcome your requests for personal visits 
and conferences and wifi make every effort to comply. We will 
continue our special services to the Secretary and General Man¬ 
ager’s Office, assistance and suggestions in the preparation of 
speeches and articles for the officers and Trustees, and the 
promotion of our annual PR conference. We propose to; (1) 
continue the promotion of impartial “grievance committees”; 

(2) continue the promotion of 24 hour emergency call services; 

(3) to encourage the physicians to police their own ranks and 
take disciplinary action against members guilty of unprofes¬ 
sional and unethical conduct; (4) become civic-minded, active 
in worthy community affairs, and publicly stand for high morals 
in government; and (5) encourage our state and county medical 
societies to support and promote other Association activities, 
such as school health, civil defense, and rural health, as an 
integral part of their own PR program. 

While our office plaque—“To All My Patients”—^tvas made 
available this year, we sincerely hope that you will incorporate 
its promotion into, your 1952 program. We feel that half of our 
PR problems result from misunderstandings between doctor and 
patient and that these plaques can do much to promote doctor- 
patient understanding, if properly displayed and if sympathetic 
follow-through is practiced by the doctor. 

Perhaps one of the most important phases of our PR program 
will be the continuation of our National Education Campaign 
during this coming crucial election year. The defeat of socialism 
might very well be termed our chief 1952 public relations prob¬ 
lem. This must be done at the community level, because national 
opinion is the sum total of the public attitude of local com¬ 
munities. 

The Public Relations Advisory Committee, made up of state 
society executive secretaries and PR directors, has been of in¬ 
estimable value in planning and implementing our program. 
This committee has made it possible for us to keep informed 
of your needs and suggestions and to plan our program accord¬ 
ingly. I sincerely hope that you will consider them as your 
liaison officers and use them accordingly. 

The cooperation we have received from our state and county 
medical societies has been excellent, and I want you to know 
it is appreciated. You have joined forces with us, and I trust 
we can continue to pull together. 

We have made mistakes during the past year—we will make 
some during the coming year. There are many things to be done, 
goals to be achieved, but we are moving ahead and, with your 
help, will continue to progress. 


GRANTS FOR RESEARCH 

Individual grants up to $500 are available through the 
Subcommittee on Grants-ln-Aid of the Committee on Research 
of the Council on Pharmacy and Chemistry. These grants are 
intended primarily for the purpose of stimulating therapeutic re¬ 
search. The funds may be applied to defray expenses attendant 
to research, with the exception of salaries and services. Applica¬ 
tions may be secured by addressing Dr, E. M. K. Ceiling, Chair¬ 
man, Subcommittee on Grants-in-Aid, Committee on Research, 
Council on Pharmacy and Chemistry, American Medical 
Association. 
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STATE LEGISLATION 
Arizona 

proposes O’E creation of an Arizona State Board 
of Nurse Registration and Nursing Education for the licensing and reeu 
latmg of professional and practical nurses. ucensing and regu- 

Colorado 

II —S. 13, to amend the uniform narcotic act, proposes 

deLh1nn'°o"f w tile sale of hypnotic drugs. No specific 

definition of hypnotic drugs is contained in the proposal. S. 20 to 
amend the law relating to narcotic drugs, proposes to make it unlawful to 
sell, dispense, or administer a narcotic drug to persons under the age of 
twenty-one ( 21 ) years. 


Delaware 

Bill Introduced.—S. 6 -x, proposes the creation of a tiihercniosis com¬ 
mission to have the duty of administering and executing all of the laws 
ot the state relating to .the prevention and/or the eradication of tuber- 
cuiosis. 


Kentucky 

Bill Introduced.—H. 5, to amend the narcotic dnig act, proposes the 
death penalty for person who sells, supplies, or prescribes narcotic drugs 
to persons under twenty-one ( 21 ) years of age in violation of the narcotic 
drug law. 

Massachusetts 

Bills Introduced.—H. 17, to amend the law relating to tlie practice of 
chiropody, proposes to define a chiropodist as one wlio liolds himself out 
as being able to diagnose, treat, or prescribe for any disease, pain, injury, 
deficiency, deformity, or other condition of the luiman foot or who offers 
or undertakes by any method to diagnose, treat, or prescribe for any 
disease, pain, injury, deficiency, deformity, or other condition of the 
human foot or who, except on tlie written prescription of tlie registered 
chiropodist or physician, or by the use of impressions made by a registered 
chiropodist or physician, directly or indirectly- by mail, carrier, personal 
agent, or by other methods, supplies, constructs, reproduces, repairs, adds, 
or directs the application of any substance to foot appliances, or places 
such appliances in the shoe or adjust the same. H. 19, to amend the law 
relating to the examination of school citildrcn’s feet, proposes to permit 
chiropodists as well as physicians to make the necessary examination. 
H. 20, to amend the law regulating the use of bodies of deceased persons 
and the promotion ot anatomic science, proposes to permit the use of such 
bodies by approved schools of chiropody. H. 71, to amend the workmen’s 
compensation act, provides for the appointment of qualified, impartial 
physicians to examine injured employees and to make reports of such 
examinations. H. 83, to amend the law relating to examinations of school 
children, proposes to prohibit school children from attending public school 
if they ate infected with a disease dangerous to the public health or live 
in a household where such an infection or exposure exists. H. 84, to 
'.w' the hospital licensing law, permits the state department of health 
emporarily suspend licenses of institutions which are operating in a 
,' er dangerous to the public hcaltli and also to issue temporary 
uses to institutions which qualify therefor. H. 147, proposes the con- 
#fruction and maintenance of a school of medicine on tlie school campus 
of the University of Massachusetts in Amherst. H. 169, proposes to repeal 
certain provisions of law making admissible in evidence, in cases of 
contract or tort for malpractice, certain statements of fact or opinion 
contained in published treatises, periodicals, books, and pamphlets. H. 223, 
proposes that any person who is found to be suffering from tuberculosis in 
a communicable stage shall be detained in an appropriate hospital under 
the supervision of the department of public health. H. 292, proposes the 
establishment of a school ot medicine by the University of Massachusetts. 
H. 317, proposes the enactment of a cash sickness compensation law. 
H. 354, proposes the establishment within the division of registration of 
an agency to be known as the Approval Authority for schools training 
medical technologists. This authority would have jurisdiction over stand¬ 
ards, inspection, and licensing of medical technology schools or other 
I agencies training physiotherapists, laboratory technicians, and x-ray tech- 
ipicians. H. 520, proposes to require all persons addicted to narcotics to 
register with the medical division of the state department of public health. 
H. 600, proposes the creation of a medical school by the University of 
Massachusetts in metropolitan Boston. H. 732, proposes the creation of a 
board of registration of sanitarians to license persons desiring to practice 
in the field of sanity science and technology. H. 739, proposes the enact¬ 
ment of the creation of a board of registration of dispensing opticians for 
the licensing of such practitioners. H. 741, proposes to authorize the 
department of public health to make an investigation relating to the 
availability of doctors for emergency calls in cities and towns of the 
commonwealth. II. 842, proposed the erection of a medical school in the 
city of Boston to be affiliated with the University of Massachusetts. 
H. 847, proposes the establishment of a school o£ medicine as a part of 
the University of Massachusetts. H. 850, proposes the establishment of a 
school of medicine by the University ot Massachusetts. H. 916, to amend 
the motor vehicle act relating to blood tests in connection with the trial 
of persons charged with operating a motor vehicle under the influence of 
intoxicating liquor, proposes that evidence indicating that there was at 
tile time ot the accident 5/100';'o or less by weight ot alcohol in a person’s 
blood shall be ptima facie evidence that such person was not under the 
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Influence of intoxicating liquor and that evidence thoi ii,,... 
tune from S/100% to 15/100% by weight of alcohol fn his m f 
re evant evidence but not Prima Lcie®evide,.“ 
the person was under the influence of intoxicating liquor H 1057 „ 
looses the crea ion of a special commission to make an inw^iJunn rT 
*ve to the sale, lurnishing, delivery exchange, and the use of 
drugs within the commonwealth. H. 1058, to amend the Jaw rihthl 0 
nacofic drugs, proposes to eliminate the words “a person under The see of 

apply to any person. H. 1059, to amend the law rel.ning to Thys la 
herapy, proposes to permit the licensing of persons without examinat on if 
Biey were engaged in Uie active practice of physical therapy in a competen 
manner for three (3) years immediately preceding Nov 30 1951 h inzi 
proposes to direct the commission on alcoholism to make a conlinunm 
study of methods for treating narcotic users and other factors rchtim. 
to the problem of narcotics. H. 1248, proposes the creation of a lien on 
accident and liability insurance policies in favor of liospil.nls ircatina 
persons insured thereunder. H. 1258, proposes the enactment of a' l.nt 
establishing a system of compulsory nonindiistrial accident and health in¬ 
surance benefits. H. 1268, proposes to require that copies ot medical 
records, reports of hospitals, clinics, and physicians be furnished to the 
employee or his attorney. H. 1293, proposes regulations applicable to per¬ 
sons engaged in animal experimentation. Licenses would be issued by the 
commission of public safety but only after the board of registration in 
medicine had filed a certificate to the effect that the applicant is of such 
reliability or training or education as to reasonably qualify him to take 
part in such experiments and that they will be performed only in places or 
institutions possessing adequate and humane facilities. H. 1294, proposes to 
require every person who purchases or acquires a dog, cat or bird for pur¬ 
poses of animal experimentation to keep a record thereof and submit it 
to the commissioner of public safety. H. 1393, proposes the creation of a 
hospital recreation commission to foster, stimulate, and promote commu¬ 
nity and organization interest in volunteer recreation and entertainment 
programs in the hospitals of the Commonwealth. H. 1401, proposes the 
creation in the department of industrial accidents ot a council on industrial 
health and safety. H. 1513, proposes the enactment ot a nonoccupntional 
diability benefits law. H. 1615, proposes that nonprofit service corporations 
be declared to be charitable corporations. H. 1682, proposes to memorial¬ 
ize the Congress of the United States to pass legislation extending the 
provisions of the social security act so as to include provisions for work¬ 
men’s compensation, cash sickness, and retirement benefits. H. 1764, 
proposes that any employer who maintains a clinic, dispensary, or hospital 
for the treatment of injured employees shall furnish such employee 01 
his attorney with copies of reports of all medical examinations of the 
employee while at such clinic, dispensary, or hospital. S. 135, proposes 
that motor vehicle number plates assigned to members of the medical 
profession should bear thereon in addition to the numerals the leflets 
“M.D.” S. 197, proposes the enactment of a cash sickness compensation 
law. S. 198, to amend the workmen’s compensation act, proposes that the 
record of the history, examination, diagnosis, or treatment of an employee 
shall not be •furnished to any employer or to his or her agents by any 
doctor, physician, surgeon, nurse, or other person who shall examine, 
treat, or attend an employee, unless the employee consents thereto in 
writing. S. 199, proposes the enactment ot a diability benefits law. S. 203, 
proposes the enactment of a cash sickness compensation law. S. 345, 
proposes to direct the department of public health to establish an alcohol 
clinic in the city of Pittsfield. S. 346, proposes the creation of a special 
commission to make a study of the cancer problem in the state. S. 347, 
proposes the creation of a board of registration of chiropractors and 
defines chiropractic as the science of locating and removing, by hand 
adjustment only, interference with the transmission or expression of nerve 
force in the human body, by, the correction of misalignment of sub¬ 
luxations of vertebral column. The practice of chiropractic would exclude 
operative surgery, except that the x-ray and analytical instruments may be 
used solely for the purposes of examination. S. 348, to amend the medical 
practice act, would prohibit the graduates of medical schools located out¬ 
side of the United States or its territorial limits from taking an examina¬ 
tion for a license. S. 409, proposes the enactment of a licensing law for 
the regulating of nursing homes. 

Rhode Island 

Bills Introduced.—548, proposes that no settlement or general release 
signed by any person confined in a hospital or sanitarium as a patient 
with reference to any personal injuries sustained by such person shall be 
admissible in evidence, used or referred to in any mannr at the <r«> 
of any action to recover damages for personal injuries or consequential 
damages resulting therefrom, which statement, settlement or general release 
was obtained within 15 days after the injuries were sustained and sucli 
settlement and release shall be null and void unless at least five (5) days 
prior to the obtaining or procuring of it the injured person has signibca m 
writing his willingness that the release be given. H. 572, proposes ma 
a statement of fact or opinion on a subject of science 
in a published treatise, periodical, book, or pamphlet shall, in the ms 
cretion of the court, and if the court finds that the statement is I 
and that the writer is recognized in his profession as an ’ 

admissible in actions of contract ot tort for malpractice, error 
against a physician, surgeon, dentist, optometrist, hospital and s ' . 

“Lnce tending to prove said fact. The proposal ^ o requur 

however, that notice of the intention of «smg ^uch statem nt sha 
given to the adverse party at least three (3) days before h 

South Carolina 

_ _ A _ XX nronoses the enactment of a uniform 
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MEDICAL NEWS 


CALIFORNIA 

Railroad Blood Donor Car.—A specially equipped railroad 
blood donor car, named “The Life Line,” was dedicated in San 
Francisco in November at a ceremony sponsored by the South¬ 
ern Pacific, which built and will operate the car over its lines, 
and by the Irwin Memorial Blood Bank of the San Francisco 
Medical Society, which will staff the car and supervise the 
extensive blood procurement project. A. T. Mercier, president 
of the railroad, dedicated the car at the conclusion of a morning 
program. The principal address was given by Dr. John W. Cline, 
San Francisco, President of the American Medical Association. 
Keys to the car and passes with which the staff can travel on 
Southern Pacific lines to and from duty aboard the blood donor 
car were presented by Mr. Mercier to Dr. Paul M. Aggeler, 
president of the Blood Bank Commission. First major collection 
of blood on “The Life Line” started at Sacramento in December. 
From there the car moved to other parts of California and will 
go through Nevada, Utah, Oregon, Arizona, New Mexico, and 
into Texas, reaching persons in isolated areas who have not had 
an opportunity to donate blood. This train has been put in 
operation to enable civilian and military residents in rural com¬ 
munities to give blood for their friends and to establish “blood 
insurance” for themselves and their families, to collect blood 
for the military in Korea, and to build a plasma reserve for the* 
armed forces. When the car is operating within the territorial 
boundaries of the twelve community blood banks in the Cali¬ 
fornia Blood Bank System, the Red Cross, or community blood 
banks in other states, the society’s blood bank will coordinate 
the blood program with these banks. 

COLORADO 

Midwinter Postgraduate Clinics—These clinics are being spon¬ 
sored by the Colorado State Medical Society and will be held 
February 12-15 with headquarters at the Shirlcy-Savoy Hotel 
in Denver. Papers will be read in addition to the cases that are 
to be presented in various clinics. Luncheon and roundtable 
discussions will be held at the hotel. Guest speakers include 
Drs. Preston T. Brown, Phoenix, Ariz.; Herbert Conway, New 
York; Francis D. Murphy, Milwaukee; Henry K. Ransom, Ann 
Arbor, Mich.; Robert D. Taylor, Cleveland; Robert Wartenberg, 
San Francisco, and William Barry Wood Jr., St. Louis. The 
registration fee is $5. 

CONNECTICUT 

County Society Appoints Executive Secretary.—Joseph L. 
Gordon has been appointed executive secretary of the Hartford 
County Medical Association. He was formerly advertising and 
business manager for the Brookline (Mass.) Chronicle, and has 
been a staff writer for United Press. The appointment furthers’ 
action taken at the association’s last annual meeting, when it 
voted to develop a long-range administrative and public rela¬ 
tions program. 

ILLINOIS 

Conference on the Common Cold.—^The common cold will be 
discussed at an area luncheon and afternoon meeting, sponsored 
by the Common Cold Foundation, to be held at the Palmer 
House, Chic.ugo, February 13. The guest speaker at the luncheon 
Will be Dr. Thomas G. Ward, associate professor of bacteriology, 
Johns Hopkins University, Baltimore, who will point out areas 
in which research would be most effective. Executive and medi- 
cul directors of industrial plants are being invited to attend the 
inference. In the afternoon at a panel discussion, Dr. Edward 
C. llolmblad, managing director, Industrial Medical Association, 
Chicago, will serve as moderator. The speakers will be Drs. 
Andrew L. Banyai, Milwaukee; Noah D. Fabricant, Clay'ton G. 

Hjisicians arc invilcd lo send to this department items of news of pencml 
cUii-'r’ example, those rciatinp to society activities, new hospitals, 
vrrV. u",health. Ptogtams should be tcccivcd at least three 
before the dale of meeting. 


Loosli, Arthur K. Peterson, and Leon Unger, all of Chicago, 
and Dr. Ward. Dr. William A. Sawyer, Rochester, N. Y., medical 
consultant for the Eastman Kodak Company, is president of 
the Common Cold Foundation and Dr. Charles M. Hendricks, 
Chicago, is executive director. 

Chicago 

University Appointment.—Dr. William Saphir has been ap¬ 
pointed clinical assistant professor of medicine at the University 
of Illinois. A graduate of the Medical School of the University 
of Vienna, Dr. Saphir is a member of the attending staffs at 
Cook County, Michael Reese, and Chicago Memorial hospitals. 

West Side Medical Ccntcr.-;-Dr. Walter H. Theobald was re¬ 
elected president of the West Side Medical Center Commission 
December 18. Others elected were Dr. Karl Meyer, vice- 
president, C. Hilding Anderson, secretary, and Carl Stockholm, 
treasurer. These three replace officers whose terms expired last 
July. New members appointed by Governor Stevenson at that 
time are Dr. Andrew C. Ivy, Homer J. Livingston, and Stephen 
A. Mitchell. The commission approved its proposed budget for 
1952, which includes $375,000 for land acquisitions. This 
amount is one-half of the legislative appropriation for the next 
two years. 

LOUISIANA 

Society News.—Dr. James D. Rives, New Orleans, was elected 
president of the Surgical Association of Louisiana at the annual 
meeting in New Orleans November 11. Other officers reelected 
include Dr. Henry G. Butker, secretary, and Dr. Edmund L. 
Leckert, treasurer. 

Course in Legal Medicine.—An intensive short course in legal 
medicine and elements of medicolegal litigation will be conducted 
for trial lawyers February 27-March 4 at the Jung Hotel in 
New Orleans by the law-science program of Tulane University. 
It is designed for practicing attorneys who handle civil litigation 
involving personal injuries and disabilities. Dr. Hubert WTnston 
Smith, professor of law and legal medicine, will direct the 
course. It will deal with basic knowledge of body structure and 
function; identification, causes and effects of various types of 
physical and mental injuries, and the conduct of legal cases in¬ 
volving such injuries. Outstanding medical specialists, legal 
scholars, and trial lawyers from various parts of the country 
will conduct the course. In addition, an advanced course will be 
conducted simultaneously for practicing attorneys who attended 
last year’s program, Tulane’s law-science program was estab¬ 
lished in 1949 for the study, promotion, and improvement of 
legal medicine and the scientific application of medical knowl¬ 
edge in the solution of problems. Dr. Smith holds degrees in 
both medicine and law from Harvard University and professor¬ 
ships in both the college of law and the school of medicine at 
Tulane. 

MICHIGAN 

Society News—^The annual meeting of the Michigan Patho¬ 
logical Society was held at the University Hospital in Ann 
Arbor December 8. The program consisted of a slide seminar 
on diagnostic problems. Dr. Walter A. Stryker of Wyandotte 
was elected president, and Dr. James G. Christopher of Detroit, 
president-elect. Dr. C. Alien Payne of Grand Rapids was re¬ 
elected secretary-treasurer. The next meeting was scheduled for 
February 9 at Henry Ford Hospital, Detroit, the program to be 
devoted to clinical pathology. 

NEBRASKA 

University Apointmenf.—Dr. Willson B. Moody, associate pro¬ 
fessor of medicine, has been appointed chairman of the depart¬ 
ment of medicine at the University of Nebraska College of 
Medicine, Omaha, succeeding Dr. Harold C. Lueth, dean of the 
medical college, who resigned this chairmanship because of the 
press of duties as dean. 
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new YORK 

Postgraduate Instruction.—Dr. Charles T. Dotter, New York 
will address the Ulster County Medical Society February 5 at 
9 p. m. in the Governor Clinton Hotel in Kingston on “Angio¬ 
cardiography.” The Onondaga County Medical Society on 
February 5 at 8:30 p. m. in the University Club in Syracuse 
will hear Dr. Fred J. Hodges, Ann Arbor, Mich., speak on 
“Recent Advances in X-Ray Diagnosis.” On February 7 the 
Unity Hospital staff will meet at the hospital in Brooklyn at 
10:30 a. m. to hear a lecture by Dr. George P. Heckel of 
Rochester on “Practical Application of Endocrinology in 
Gynecology.” Dr. George E. Anderson, New York, will speak 
on “Diabetes Mellitus—Its Modern Interpretation and Treat¬ 
ment” at a meeting of the Montgomery County Medical Society 
at the Elks Club in Amsterdam February 12 at 6 p. m. Follow¬ 
ing a dinner at 8:30 Dr. William'P. Given, New York, will ad¬ 
dress the group on “Practical Application of Endocrinology in 
Gynecology.” These lectures are provided by the Medical 
Society of the State of New York in cooperation with the New 
York State Department of Health. 


New York City 

Ward Teaching Programs.—City Hospital, Welfare Island, an¬ 
nounces a practical ward teaching program under the direction 
of Dr. Carl Reich, visiting physician first medicine. The course 
will extend from February 1 to May 1 and is free to members of 
the medical profession. 

Exhibit of Lavoisier Memorabilia.—An exhibition of printed 
works by and memorabilia of the French chemist, Antoine- 
Laurent Lavoisier (1743-1794), will be held at The Grolier Club, 
47 E. 60th St., February 19 through March 30. Lavoisier’s name 
is associated with the overthrow of the phlogistic doctrine that 
dominated the development of chemistry for over a century and 
with the establishment of the foundation of modern science. 

Lectures on Medicinal Chemistry.—^The current status of medi¬ 
cinal chemistry is the subject of a 10 -week lecture series to be 
sponsored by the New York Section of the American Chemical 
Society. Ten speakers, each a specialist in his field, will present 
the lectures on Wednesday evenings at 7 p. m. starting February 
13 in the auditorium of the Central Commercial High School, 
214 East 42nd St. Cost of the series to society members will be 
■'.$10; to non-members, $20. Applications should be forwarded to 
Iward S. Todaro, Eimer & Amend, 633 Greenwich St., New 
ork. Topics and speakers are as follows: 

February 13, Alfred Burger, Pli.D., Charlottesville, Va., Chemical Struc¬ 
ture and Biological Activity. 

February 20, Arnold D. Welch, Cleveland, Water-Soluble Vitamins Con¬ 
cerned with One- and Two-Carbon Intermediates. 

February 27, Bernard D. Davis, Washington, D. C., Metabolic Aspects 
of Chemotherapeutic Action and Drug Resistance. 

March 5, Dr. Murray J. Shear, Ph.D., Bethesda, Md., Growth and Its 
Chemical Inhibition. 

March 12, Jackson P. English, Ph.D., Stamford, Conn., Chemotherapy 
of Tuberculosis. 

March 19, Karl P. Link, Ph.D., Madison, Wis„ Anticoagulants. 

April 2, Otto Krayer, The Cardiovascular System and Drugs Acting 
on It. 

April 16, Gregory G. Pincus, Sc.D., Worcester, Mass., Chemical and 
Biological Transformation of Steroids. 

April 30, Klaus R. Unna, Chicago, Drugs Acting on the Neuromuscular 
System. 


NORTH DAKOTA 

Society News.—New officers of the North Dakota Society of 
Obstetrics and Gynecology include Dr. Robert B. Woodhull, 
Minot, president, and Dr. John S. Gillam, Fargo, secretary- 
treasurer. The next meeting will be held May 13 in Fargo. 

PENNSYLVANIA 

New Offices in Health Department.—^Three new offices in the 
Pennsylvania Department of Health were announced recently 
^ by Secretary of Health Dr. Russell E. Teague. The new Office 
of Professional Training will be directed by Karl M. Mason, who 
comes from Pittsburgh, where he was director of the Pittsburgh 
Field Training Center, which trains public health personnel. The 
Office of Statistics and Records, to* be direeted by Albert E. 
Bailey, Ph.D., will be composed of three units: the Bureau of 
Vital Statistics, directed by George E. Greenwood; the Statistics 
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Processing Section, with Thomas Gardner in charge md . 
Statistical Analysis Section, yet to be developed. Dr’ Bulo! 
comes from the National Office of Vital Statistics, U S 
Health Service, Washington, D. C., where he was assi^ant n 
the chief of the office. Dr. Clarence D. Barrett will be the new 
medical training officer for the Department of Health and has 
been assigned as director of the local public health “pilot" unit 
established in Butler County. He served as a public health ad¬ 
ministrator in several counties in Ohio and Michigan and for 
seven years was chief of the Bureau of Communicable Disease 
Control of the Michigan State Department of Health He also 
served as director of Ingham County and Michigan'Training 
^3enter. 


Philadelphia 

Honor Hospital Staff President.—Dr. John W. Bransfield, presi¬ 
dent and chief of the surgical department of Doctors Hospital, 
was honored January 17 at the annual staff banquet. Dr. Brans¬ 
field, who is also professor of oral surgery at the Graduate 
School of Medicine of the University of Pennsylvania and co¬ 
developer of the Dorrance-Bransfield operation for cleft palate, 
received the hospital’s symbolic gavel, as he began his second 
year as president of the hospital. A second feature of the evening 
was a talk on the use of color television in medical education by 
Joseph N. DuBarry, assistant- to the president of Smith, Kline & 
French Laboratories. Mr. DuBarry has been instrumental in the 
development of the medical application of color television over 
the past two and a half years. 

• Pittsburgh 

Course in Slit-Lamp Microscopy.—A course in the practical 
application of the slit-lamp microscope and newer methods in 
gonioscopy will be given by the department of ophthalmology 
of Montefiore Hospital February 25-29. The course, limited to 
35 physicians, will be under the direction of Dr. Harvey E. 
Thorpe. It will include management of intraocular foreign 
bodies, glaucoma surgery, and the use of corticotropin (ACTH) 
and cortisone in ophthalmology. The fee is $100. Information 
may be obtained from the Secretary,.Committee on Graduate 
Education, Allegheny County Medical Society, 225 Jenkins 
Bldg., Pittsburgh 22. 


TENNESSEE 

Courses in Electrocardiography.—^The Memphis Heart Associa¬ 
tion is sponsoring a series of practical electrocardiography ses¬ 
sions at the Institute of Pathology in Memphis, Room 107, every 
other Monday at 7:30 p. m. that began January 21. All physi¬ 
cians, residents, interns, and medical students of Memphis and 
the nearby area are invited. Tuition for physicians is $20 foi 
the entire year; no tuition will be charged residents, interns, and 
medical students. This course is a cooperative venture of the 
resident staffs of the Baptist Memorial, St. Joseph, Methodist, 
and Veterans Administration (Kennedy) hospitals. If attendance 
warrants, there will be out-of-town guest speakers. 

New Postgraduate Medicine Department.—The University ol 
Tennessee Medical Units, Memphis, has just established a de¬ 
partment of postgraduate medicine, under the direction of L. W, 
Kibler, for 15 years field director for the postgraduate medical 
education program of the Tennessee State Medical Assodation, 
The association’s training program will be continued by George 
Cummings, former assistant alumni secretary of the University 
of Oklahoma at Norman. Efforts will be made by the university 
to determine what the professions want in postgraduate trainins 
to improve medical service in the broadest sense. In addition tc 
courses for physicians, dentists, pharmacists, and nurses, training 
will be offered to x-ray technicians, medical technologists, and 
other auxiliary medical personnel. It will offer intensive courses 
of three days’ to two weeks’ duration to all practitioners. Firs 
attention will be given to the needs of physicians i" 
practice, but programs for specialists and members of relate 
health fields will be included as the need warrants. 


ERMONT . 

immunity. Health Fair.-The first community Health Fan ^ 
ew England was held in Chester December 1-2 
,onsorship of the Windsor County Home Demonstraho 
roups and the newly organized Ellsworth Medical Group, m 
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fair received support from the Vermont Cancer Society, Ver¬ 
mont Heart Association, Vermont Tuberculosis Association, the 
poliomyelitis foundation, and many others. Exhibits were set up 
in the high school gymnasium, and movies on a variety of health 
subjects were shown. Free urine examinations (and blood sugar 
determinations when indicated) and free chest x-rays were made 
at the Ellsworth Clinic. The evening programs in the gymnasium 
consisted of talks by prominent speakers on cancer, diabetes, 
heart disease, poliomyelitis, and the American Red Cross Blood 
Bank Program. 

tVEST VIRGINU 

Society News.—Dr. Claude R. Davisson of Weston was elected 
president of the Central West Virginia Medical Society at the 
regular dinner meeting held at Buckhannon November 15. Dr. 
James R. Glasscock of Richwood was named vice-president, and 
Dr. Theresa 0. Snaith of Weston was reelected secretary- 
treasurer. 

Heart Association Drive for Funds.—The West Virginia Heart 
Association is sponsoring its third annual drive for funds. The 
slogan for the campaign is “New Hope for Hearts." The quota 
for this year’s drive is fixed at $70,000. The total collected in 
1951 was $33,000. Four heart diagnostic clinics for the medically 
indigent are being operated in West Virginia at Wheeling, where 
there are two, and in Huntington and Charleston. It is planned 
to have qualified speakers appear in every county in the state. 
These meetings will be arranged through secretaries of the 
county groups. Clinical sessions will be provided when requested, 
and all component medical societies of the state medical associ¬ 
ation will be urged to devote at least one meeting a year to 
presentation of papers on diseases of the heart. The association 
has pamphlets and motion picture films available for use over 
the state. Copies of the list will be sent to all interested doctors. 
Dr. Howard R. Sauder of Wheeling is president of the West 
Virginia Heart Association, and Dr. William E. Bray of Hunt¬ 
ington is secretary. Offices are located at 1206 Kanawha Blvd. 
in Charleston. 

GENERAL 

International College of Surgeons Regional Meetings.—Dr. 
Henry W. Meyerding of Rochester, Minn., president,' United 
States Chapter, International College of Surgeons, announces 
six regional meetings to be held in 1952 as follows: 

Birmingham, Ata., Tutwitcr Hotel, February 15-16, Paul W. Shannon, 
chairman. 

Pittsburgh, William Penn Hovel, March 13-14, Elmer S. A. King, 
chairman. 

Tulsa, Okla,, Mayo Hotel, March 28, Andre B, Carney, chairman, 
Detroit, Hotel Staller, April 24-25, Warren W. Babcock, chairman. 
Kansas City, Mo., President Hotel, April 27-29, Claude J. Hunt, 
chairman. 

Colorado Springs, Colo., Broadmoor Hotel, May 2-3, Kenneth C. 
Sawyer, Denver, chairman. 

Surgical papers will be presented and panel discussions led by 
outstanding speakers at each of the regional meetings. 

National Cancer Conference.—This conference will be held at 
the Nctherland Plaza Hotel in Cincinnati March 3-5 under the 
sponsorship of the American Cancer Society, the National 
Cancer Institute, and the American Association for Cancer 
Research. The general sessions speakers are as follows: 

Bi^ard H. Overholt, Boston, Virus Pneumonia, Tuberculosis, Cancer— 
That is the Problem. 

Alexander Haddow, London, Experimental Induction ot Ptostatic and 
Bladder Neoplasms. 

Alfred A, Gelihorn, New York, Clinical Evaluation of Chemotherapy 
in Neoplastic Diseases. 

Richard H. Chamberlain, Philadelphia, Radiation in Cancer Therapy. 
George N. Papanicolaou, New York, Present Status and Probable Future 
of Exfoliative Cytology. 

George T. Pack, New York, End Results in Treatment of Melanoma. 
Eugene F. Pendergrass, Philadelphia, Cancer Potential ot the Silent 
Rung Shadow. 

Alexander Lipschutz, Santiago. Chile, Tumorigenic and Anti-Tumorigenic 
I fopcttics ot Steroids. 

^Cancer Minneapolis, Surgery ot Alimentary Tract 

Clinic.il papers will be presented as well as panel discussions on 
cancer of the breast, genitourinary tract, the head and neck, 
tcmalc genital tract, gastrointestinal tract, and the lung, and 


lymphoma and leukemia. Research panels will discuss radio- 
biology, genetics, cytology, chemotherapy, isotopes, virology, 
and steroid endocrinology in relation to cancer. The meeting is 
open to all physicians. 

Poliomyelitis Foundation Grants.—The National Foundation for 
Infantile Paralysis has announced that research and teaching 
institutions throughout the United States and Canada have just 
been awarded March of Dimes funds for poliomyelitis studies 
and professional education. Twenty-three medical schools, 
hospitals, and research institutions in this country and one in 
Canada will receive $1,775,393. This sum brings to about 
$29 million the amount provided since 1938 by the March of 
Dimes for furthering research and for training professional per¬ 
sonnel. In addition, the foundation has spent more than $120 mil¬ 
lion for patient care during those years. These awards are 
administered at the national foundation headquarters and are 
made on the recommendation of committees from each of the 
professions concerned. The board of trustees approved about 
$300,000 for paying “a justifiable portion of the indirect costs of 
research that are not reflected in the usual budget of a research 
project.” These costs include heat, power and light, building 
maintenance, and other similar operating charges. 

Surgeons Sectional Meetings.—^The American College of Sur¬ 
geons will hold a section meeting at the Chalfonte-Haddon Hall, 
Atlantic City, N. J., February 11-12. The program includes panel 
discussions on Breast Tumors, with Dr. Frank E. Adair, New 
York, as moderator; Surgery on Diabetic Patients, with Dr. 
William F. MacFee, New York, as moderator; Hysterectomy: 
Total, Subtotal, or Vaginal, with Dr. Lewis C. Scheffey, Phil¬ 
adelphia, as moderator, and Bleeding from the Gastrointestinal 
Tract, with Dr. Champ Lyons, Birmingham, Ala., as moderator. 
Symposiums will be presented on trauma and cancer. A special 
program for ophthalmologists and otorhinolaryngologists will 
be given on February 12. 

Another section meeting is scheduled to be held at the . 
Chateau Frontenac in Quebec City, in recognition of the cen¬ 
tenary celebration of Laval University. The program includes , 
the following panel discussions; ' 

Diagnosis and Treatment of Breast Tumors, Robert M. Janes, Toronto, | 
rnoderator. 

Intestinal Obstruction, Roswell K. Brown, Buffalo, moderator. 

Emergencies Arising During Operation, Samuel F. Marshall, Boston, 
moderator. 

Bleeding from the Gastrointestinal Tract, John D. Stewart, Buffalo, 
moderator. 

There will also be symposiums on trauma and cancer. Dr. Paul 
R. Hawley, Chicago, director, American College of Surgeons, 
will address each section at dinner meetings. 

Heart Association Awards for Research.—^Thirty-seven estab¬ 
lished investigatorships and research fellowships totaling $185,- 
650 were recently awarded by the American Heart Association 
for the development of new and improved methods of treatment, 
care, and prevention of heart disease. The awards are the first 
of this year’s allocations from contributions made by the public 
to the 1951 heart fund and provide for studies to be conducted 
during the fiscal year beginning next July. Within the next few 
months additional awards in the form of grants-in-aid to institu¬ 
tions will be announced by the association to round out the 
fourth successive year of its national research support program 
in the cardiovascular field. Apart from this national program, 
affiliates of the American Heart Association throughout the 
country make research awards in their areas. Last year the total 
amount spent on research by the American Heart Association 
and its affiliated heart associations throughout the nation was 
more than $1,000,000. The 1952 heart fund drive, to be con¬ 
ducted throughout February, will make available substantial 
new funds to carry forward this research program. 

The research scientists who will receive awards are engaged 
in a wide range of investigations. The latest research awards of 
the American Heart Association provide for continuation of 9 
established investigator fellowships, 5 new established investiga¬ 
tor fellowships, 11 research fellowsEtj, renewals, and 12 new 
research fello v ■ 
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MEETINGS 


Americvn Academy of Allergy. Hotel Sherman. Chicago, Feb. lS-20. 
Dr. Ben Z. R.appaport, 208 East Wisconsin Ave.. Milwaukee 2. Secretary. 

American Academy of Forensic Sciences. Biltmore Hotel. Atlanta, Ga., 
M.'irch 6-8. Prof. Ralph F. Turner, Michigan State College Dept, of 
i olice Administration, East Lansing, Mich., Secretary. 

American Academy of General Practice. Atlantic Cilv, N. j., AJarch 
-4-27. Mr. Mac F. Cahal, 406 West 34th St., Kansas Citv 2, Mo., Execu¬ 
tive Secretary. 

American Association of Anatomists, Providence, R. I., March 19 -'>i 
Dr. Normand L. Hoerr. 2109 Adclbcrl Road. Cleveland 6. Secretary! 

American College of Radiology, Palmer House, Chicago, Feb. 8 Mr 
M’illiam E. Stronach, 20 N. Wacker Drive, Chicaco 6, Executive 
Secretary. 

American Psychosomatic Society, Chicago, March 29-30. Dr. Svdney G. 
^targolin, 714 Madison Ave., New '^’ork 21. New 'i’ork. Secretary. ' 

Annual Congress on Medical Education and Licensure, Palmer House, 
Chicago. Feb. 11-12. Dr. Donald G. Anderson, 535 N. Dearborn Sl.i 
Chicago 10, Secretary, 


Central Surgical As.sociation, Toronto, Can., March 6-S. Dr. 3amcs T. 

Priestley. 102 Second AA’cnue S.W., Rochester. Jvlinn., Secretary, 
Chicago Medical Society Annual Clinical Conference, Palmer House, 
Chicago, March 4-7. Dr. Walter C. Borncmcier, 86 East Randolph St., 
Chicago 1, Secretary. 

Michigan CLiNtCAi. Institute. Book-Cadillac Hotel, Detroit, March 12-14. 

Dr. H. G. Cummings, 606 Townsend St,, Lansing 15, Chairman. 
National Conierence on Medical Service, Palmer House, Chicago, Feb. 
10. Dr. Harlan A, English, 139 North Vermilion St., Danville, 111., 
Secretary. 

National Conference on Rural Health, Shirlcy-Savoy Hotel, Denver, 
Feb. 2S-Mar. 1. Dr. F. S. Crockett, 535 North Dearborn St., Chicago 10, 
Chairman. 

New Orleans Graduate Medical Assembly, Municipal Auditorium, New 
Orleans, March 10-13. Dr. Woodward D. Bcacham, 1430 Tulanc Ave., 
Room 105, New Orleans 12, Sccreiary, 

North Pacific Society of Internal Medicine, Portland, Ore., March 22, 
Dr. R. L. King, 1115 Terry Ave.. Seattle 1. Secretary. 

Sectional Meetings, American College of Surgeons; 

Dallas, Texas, Hotel Adolphus, Feb. 4-6. Dr, John V. Goode, 2618 Oak 
Lawn Ave., Dallas 4, Chairman. 

Atlantic City, N. J., CItalfome-Haddon Hall, Feb. 11-12. Dr. David B. 

Allman, 104 St. Charles Place, Atlantic City, Chairman. 

Quebec, Can., Chalcan Frontcnac, Feb, 18-19. Dr. Paul A. Poliquin, 
71 St. Ann St., Quebec, Can., Chaiiman. 

Minneapolis, Radisson Hotel, March 24-26. Dr. Harvey Nelson, 78 South 
9th St.. Minneapolis 2, Chairman. 


UTHEASTERN ALLERGY ASSOCIATION, Augusla, G.T., March 21-22. Dr. 
'atharinc B, Maclnnis, 1515 Bull St., Columbia 49, S. C., Secretary. 

. hexstern Surgical Congress, Atlanta, Ga., March 10-13. Dr. 
'njamin J. Beasley, 701 Hurt Bldg., Atlanta 3, Ga., Secretary. 

UTHxvF.ST Ai-LErc.y Forum, Hotcl Baker. Dallas, Texas, Marcb 2-A Dr. 
James Holman, Medical Arts Bldg,, Dallas, Secretary. 

Tri-States Medical Association of the Carohnas and Virginia. Ro.Tn- 
okc, Va., Feb. 18-19. Dr. James N. Norlhington, 306 North Tryon St., 
Charlotte 2, N. C„ Secretary. 


INTERNATIONAL 

Austral,\siaN Medical Congress. Melbourne Victoria, Australia, Aug. 
22-30. Dr. C. H. Dickson. Medical Society Hall, 426 Albert St., East 
Melbourne. Victoria, Australia, Hon. General Secretary. 

Commonwealth and Empire Heaith ,\nd Tuberculosis Contcuence, 
Central Hall, London, England, July 8-13. Dr. J. H. Harley Williams, 
Tavistock House North, Tavistock Sq., London, W.C.l, England. Sec¬ 
retary • General. 

Congress of the International Diabetes Federation, Leyden, Ncilicr- 
lands, July 7-12. Dr. F. Gerrilzen. 33. Prinscgracht, The Hague, Nether¬ 
lands, Secretary. 

European Society of Cardiovasculxr Surgery, Strasbourg, France, Oct. 
3-4. Sir James Lcanuonlh, Department of Surgery, Unixersity New 
Buildings, Edinburgh 8, Scotland, 

Interamerican CARDtoLOGtexL CONGRESS, Bucnos Aircs, Argcmitia, Aug. 
31-Scpt. 7. Dr. Bias Moia, Larrca 1132, Buenos Aires, Argentina, 
Sccrel.ary.Gencral. 

Inter-American Congress of Radiology, Mexico City, Mexico, Nov. 2-6. 
Dr. Guido Torres Martinez, Marsclla No. 11, Mexico, D.F., Secietary- 
Gcncr.Tl. 

1NTCRN.XTIONM. COLLEGE OF SURGEONS, Madrid, Spam, M.ay 20-24. Dr. 
Max Thorek, 850 West Irving Park Road, Chicago, ill., U. S. A., 
Secretary-General. 

Intern xTioNAL Congress of Hxemxtologv, Mar del Plata, Argentiiw, 
Sept. 21-26. Dr. Carlos Rcussi, Anchorena 1710, Buenos Aires, Argen¬ 
tina. Secretary. 

IsTi RNxTioSM, Congress of Internal Medicine, Friends House, London, 
N.W.l, Eng. Scpl. 15-18. Sir Harold Boldero, 12 Pall ^iaU East, 
London, S.W.l, England, Secretary. 

Inurn XTIONAL Congress on Neuropathology, Rome, Italy, Sept. S-I3. 
Dr. Armando Ferraro, 722 W. I68th St., New York, N. Y., U. S. A., 
^ Secretary General. 


Feb, 2, 1952 

International Congress op Physical Medicine London j 

'"^^P^r^ier h? 

Secretary-General. ’ ‘■'ance. 

Congress of Physical Medicine. Panama Citv n n 
Feb. 24-29. Dr. Cassius Lopez dc Victoria, 176 East 71si St Kvi, v 
N. V., U. S. A., Executive Director. '“f*- 

Neuroradioeogic Symposium, Stockliolm, Sweden, Sept 17 ■’o n 
Akc Lmdbom, Symposium Neuroradiologicum. Serarimer'lasarcttei 
ho!m K.. Sweden, Secrelao'. ’ oiOvk- 

Pan-American Congress of Gastroenterology, Mexico Citv n n xt 
D.E.!-Se;;etan-.^'"“'"°'’^"- 

P,XN-EuROpn.xN Congress of Gastroenterology. Bologna, Florence ™ri 
Rome. Italy. April 20-26. Prof. Guido Bassi. Policlinic of St Orsoh 
Bologna, Italy. Secretary. ' 

Un’ited States-Mexico Border Public Health Association Monierrev 
Nuevo Leon. Me.xico. March 17-19. Dr. J. C. Ellington, 314 U. S Com! 
House, El Paso, Te.\as, Secretary. 


EXAMINATIONS 
AND LICENSURE 


NATIONAL BOARp OF MEDICAL EXAMINERS 
National Board of Medic.xl Examiners: Part II, April 21-22; Parts I 
fliiif If, June 16-lS or June 23-25; Part I, September, All centers where 
there are five or more candidates. Excc. Sec., Dr. John P. Hubbard, 225 
S. 15lli St., Philadelphia 2. 


EXAMINING BOARDS IN SPECIALTIES 

American Board of Anesthesiology: Various Locations, July IS. Final 
date for filing application xvas Jan. 18. Sec., Dr. C, B. Hickcox, 80 Sey¬ 
mour St., Hartford 15. 

American Board of Dermatology and Svphilolooy: IVriiten. Various 
centers. March 1952, Oral. Chicago, May 1952. Final date for filing 
appUcalion was Feb. 1, 1952. Candidates for these tests must have com¬ 
pleted three years of approved training prior to July I, 1952. Sec., Dt. 
'George M. Lewis, 66 E. 66lh St., Netv York 21. 

American Board of Internal Medicine: U'riticit. Various centers .and 
overseas, Oct. 20. Closing dale for the acceptance of applications for 
the written examination will be May 1. Oral. New Orleans, Feb. 14-16; 
Cleveland, April 17-19; Chicago, June 5-7, San Francisco, September ot 
October; New York City, November or December. Exec. Sec.-Treas., 
Dr. William A. Wcrrell, 1 West Main Street, ^^adison 3, 

American Board of Neurological Surgery: Oral. Chicago, May 1952, 
Final date for filing applications for the May 1952 examination xvas 
Jan. 1. Sec., Dr. W. J. German, 789 Hoxvard Ave., Nexv Haven 4, Conn. 

American Board of Obstetrics and Gynecology; Oral, Chicago, June 
9-13, 1952. Final date for filing application xvas Feb. 1, 1952. Sec., Dr. 
Robert L. Faulkner, 2105 Adeibcrt Road, Cleveland 6. 

American Board of Ophthalmology; ll'rittcit. l\\enty-five centers, Feb. 
4-5, 1952. Practical. Philadelphia. May 29-June 3; Chicago. Oct. 6-10 
and New York City, June 6-10, 1953. Sec., Dr. Edwin B, Dumpli.v, 56 
Ivic Road. Cape Collage, Maine. 

American Board of Otolaryngology. Toronto, May 13-17; Chicago, Oct, 
6-10. Sec.. Dr. Deaii M. Lictlc, University Hospitals. Iowa Cit.v. 

Amekic.xn Board of Pediatrics; Written examination under local monitors, 
Jan. 11. This is the only written examination which xvill be given during 
1952. Oral. New York City, Feb. 1-3; St. Louis, Mo., Mar. 21-23; Wash- 
iiicton, D. C., May 3-5; San Francisco, late June; Chicago, October nnd 
Boston, late November. Exec. Sec., Dr. John McK. Mitchell, 6 Cushman 
Road. Rosemonl, Pa. 

American Board of Physic.xl Medicine and REtiAntLtTATioN: Pans I 
anil II. Chicago. June 8 and 9. Sec., Dr. Robert L. Bennett, Georgia 


Warm Springs Foundalton. Warm Springs, Ga. 

American Board of Preventive Medicine and Public Health. Il’riilcn. 
Berkeley, Calif., Minneapolis, New Orleans and B.altimore. April IS. 
Sec., Dr. Ernest L. Slebbins, 615 N. Wolfe St., Baltimore. 

American Board of Proctology. Part 1. Kansas City, Minne,ipoIis, Ph'D- 
delphia and San Francisco. May 3. Examination includes both owl and 
written examinations in the basic sciences. Dates and places tcniathe. 
Sec., Dr. Louis A. Buie. 102-110 2d Ave., S.W., Rochester, Min"- 
American Board of Psychiatry and Neurology: Chic.ago. June 13-14. 
Final date for filing applications is March 15. New York City, Dec. 
15-16. Final dale for filing applications is Sept. 15. Scc.-Trcas., Dr. 
David A. Boyd, Jr., 102-110 Second Ave. S.W., Rochester, Minn. 
AMERir,xN Board of Radiology; Oral. Spring 1952. Final date for fill g 
.application xv.as Dec. 31. Sec., Dr. B. R. Kirklin, 102-110 Second Axe., 

S.W., Rochester, Minn. „„ 

American Board of Surgery: llViiten. Various Centers. Marvh iv 
" date for filing npplieation xvas Dec 1 1951 The 
examination xvill he given in October 1952. Sec.. Dr. J. Slew art Ro 

A^^L^n BOARD’S'uSy! Cltleago. Feb. 9.13. >95L Hnal dam^: 
fllMPuSals was Sept. 1. See.. Dr. Harry Culver. 30 Westwood Rd.. 

BOARTorTiioRACic Surgery: Various parts of the 
29 1952. Final date for filing applic-Ttion is Jan. 15. sec., ur 
M. Tuttle, 1151 Taylor Ave., Detroit 2. 
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DEATHS 


I Mallorv, Tracy Riirr ® Boston; born in Boston, Oct. 26, 1896; 
j Harvard Medical School, Boston, 1921; professor of patholosy 
' a! his alma mater and the Harvard Medical School, Courses for 
Graduates; at one time professor of pathology and bacteriology 
at Tufts College Medical School; specialist certified by the 
American Board of Pathology; member and in 1949 vice- 
president of the American Association of Pathologists and Bac¬ 
teriologists; since 1947 member of the board of governors and 
secrct.iry-trcasurer of the College of American Pathologists; past 
president of the New England Pathological Society and of the 
International Association of Medical Museums; member of the 
American Society of Clinical Pathologists and the American 
Society for Experimental Pathology; a lieutenant colonel in the 
medical corps, Army of the United States, during World War 
11 ; chief, department of pathology and bacteriology at the Massa¬ 
chusetts General Hospital from 1926 to September, 1951, when 
he became consultant to the department of pathology; assistant 
editor of the American Journal of Pathology from 1940 to 1943; 
consulting Editor of Case Records of the Massachusetts General 
Hospital in the New England Journal of Medicine; died Novem¬ 
ber 11, aged 55, of carcinoma of the lung. 

Sager, William Warren ® Richmond, Va.; born in Woodstock, 
Va., Jan. 8, 1898; George Washington University School of 
Medicine, Washington, D. C., 1922; member of the Medical 
Society of the District of Columbia, George Washington Uni¬ 
versity Medical Society, and the Association of Military Sur¬ 
geons of the United States; fellow of the American College of 
Sutgeons; formerly an associate clinical professor of surgery 
at his alma mater; during World War II was on active naval duly 
from 1942 to 1945; among the posts he held were chief of a 
general surgery section at the Naval Medical Center in Bethesda, 
Md., and chief of surgery aboard the hospital ship, U, S. S. Sanc- 
liinry; formerly fellow in surgery at the Mayo Foundation in 
Rochester, Minn.; in 1948 named a medical adviser to the Selec¬ 
tive Service Director of the District of Columbia; for rnany years 
practiced in Washington, D. C., where in 1934 he was appointed 
a member of the Board of Police and Fire Surgeons by the dis¬ 
trict commissioners, was attending surgeon at Gallingcr Memorial 
^ Hospital and George Washington University Hospital, and asso¬ 
ciate surgeon at the Children’s Hospital; on the staff of the 
Veteran Administration Hospital in Richmond; specialist certified 
by the American Board of Surgery; in 1945 co-winner of the Sir 
Henry Wellcome Award of the Association of Military Surgeons 
of (he United States for an essay on blast injury; died in the 
Veterans Administration Hospital recently, aged 53. 

Jones, Edgar ® Nashville, Tenn,; born in Readyville, Tenn., 
Oct. 20, 1903; Vanderbilt University School of Medicine, Nash¬ 
ville, 1929; associate professor of medicine at his alma mater; 
specialist certified by the American Board of Internal Medicine; 
at one time on the faculty of the University of Rochester School 
of Medicine and Dentistry in Rochester, N. Y.; fellow of the 
American College of Physicians; member of the American Clin¬ 
ical and Climatological Association; died in the office of Vander- 
hift University Hospital, where he was a member of the staff, 
October 27, aged 48, of coronary occlusion. 

Evans, Charles E., Tullahoma, Tenn.; Vanderbilt University 
School of Medicine,'Nashville, 1907; city health officer; formerly 
member of the board of aldermen of Tuilahoma; died October 
!7, aged 79. 

Eord, Claiidc Hc.ird ® Birmingham, Ala.; Emory University 
School of Medicine, Atlanta, 1927; member of the Southeastern 
Siirgicai Congress; fellow of the American College of Surgeons; 
On the staffs of the Highland General, Baptist, St. Vincent’s, 
and Jctferson-Hillman hospitals; died recently, aged 50, of coro¬ 
nary tlirombosis. 

Dale, William Sherman, Osborn, Mo.; Barnes Medical College, 
SI. Louis, 1905; member of the American Medical Association; 
ormcriy secretary of the DcKalb County Medical Society; served 

Rl bidicaics Fellow ot the American Medical Association. 


as county coroner, mayor, and president of the school board; 
vice-president of the Bank of Osborn; died October 28, aged 75, 
of chronic myocarditis. 

Gaynor, Joseph, Los Angeles; Universita Karlova Fakulta Le- 
karska, Praha, Czechoslovakia, 1920; member of tire American 
Medical Association; died recently, aged 58. 

Hamilton, Samuel Green, Tuscaloosa, Ala.; Medical College of 
Alabama, Mobile, 1902; nrember of the American Medical As¬ 
sociation; died in Druid City Hospital October 11, aged 8), of 
hypostatic pneumonia following fracture of the hip. 

Hudson, Joseph Haskell, Gough, Ga.; Medical College of 
Georgia, Augusta, 1912; member of the American Medical As¬ 
sociation; affiliated with Jefferson Hospital in Louisville; died in 
University Hospital, Augusta, recently, aged 60, of coronary 
thrombosis. 

Kupersmith, Michael, New York; New York Homeopathic 
Medical College and Flower Hospital, New York, 1928; died 
recently, aged 46, of coronary thrombosis. 

McLoon, Mary Anne ® St, Louis; University of Minnesota 
Medical School, Minneapolis, 1923; for many years physician 
for the board of education of St. Louis; on the staff of Deaconess 
Hospital; died in St. John’s Hospital October 29, aged 63, of 
cerebral hemorrhage and hypertension. 

Martin, John Wesley ® Paris, III.; Barnes Medical College, St. 
Louis, 1907; president of the Edgar County Tuberculosis Society; 
at one time county coroner; died in Paris Hospital October 27, 
aged 69, of coronary thrombosis. 

Matthews, Reginald Allen, Barberton, Ohio; Western Univer¬ 
sity Faculty of Medicine, London, Canada, 1909; member of 
the American Medical Association; died in Townsend, Ga., 
October 7, aged 64, of pulmonary edema, arteriosclerotic heart 
disease, and diabetes mellitus. 

Ockington, James W'illiam ® Lakewood, Ohio; St. Louis Uni¬ 
versity School of Medicine, 1930; served overseas during World 
War II; on the staffs of St. John’s Hospital and Lakewood Hos¬ 
pital, where he died October 19, aged 47, of acute myocardial 
infarction. 

Orland, Frank Sydney, Philadelphia; Temple University School 
of Medicine, Philadelphia, 1922; member of the American Medi¬ 
cal Association; died October 25, aged 53, of acute coronary 
occlusion. 

Smith, Charles Mansfield, Portsmouth, Ohio; Vanderbilt Uni¬ 
versity School of Medicine, Nashville, Tenn., 1934; member of 
the American Medical Association; fellow of the American Col¬ 
lege of Surgeons; served during World War II; one of the own¬ 
ers of the Smith-Everett Hospital; on the staffs of Mercy and 
Portsmouth hospitals; died in University Hospital, Columbus, 
October 11, aged 43, of acute hemorrhagic pancreatitis. 

Sullivan, Robert Emmet,' Louisville, Ky.; Kentucky School of 
Medicine, Louisville, 1906; for many years affiliated with Cen¬ 
tral State Hospital in Lakeland; medical examiner for fraternal 
orders; died October 13, aged 74, of virus pneumonia. 

Turberville, Joe Ivey ® Century, Fla.; Medical College of Vir¬ 
ginia, Richmond, 1929; member of the Southeastern Surgical 
Congress and the Industrial Medical Association; fellow of the 
American College of Surgeons; served during World War II; 
an owner of Turberville Hospital; killed in Alabama October 
20, aged 48, in an automobile accident. 

Watson, Chester Aubrey, Ballinger, Texas; University of Ar¬ 
kansas School of Medicine, Little Rock, 1908; died October 7, 
aged 70, of multiple myeloma. 

W'oodman, Ernest Lester Jr., Marblehead, Mass.; Tufts College 
Medical School, Boston, 1939; member of the American Medi¬ 
cal Association; served in the medical corps of the U. S. Naval 
Reserve in the South Pacific area during World War H; certified 
by the National Board of Medical Examiners; died recently, 
aged 39. 
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GOVERNMENT SERVICES 


ARMY . 

Medical Society Meetings on the Battlefield_The following 

information concerning this subject was received from Dr. 
Albert S. Hyman, 450 E. 63rd St., New York City; “Continu¬ 
ing the discussion concerning the first medical society to be or¬ 
ganized and function on the battlefield (The Journal, Nov. 17, 
1951, page 1156 and Jan. 12, 1952, page 127) I would like to say 
for the record that the first meeting of the South Pacific Medical 
Society was held at Noumea, New Caledonia, on Sept. 2, 1942. 
The Solomon Islands Medical Association was organized at 
Espiritu Santos, New Hebrides, on Jan. 8, 1943; the Guadal¬ 
canal Section held its first meeting on Jan. 12, 1943, while the 
battle was at its height.” 

Grant to Study Edema and Dehydration.—^The Quartermaster 
Division of the Army has made a grant of $40,000 to the de¬ 
partment of biochemistry of Northwestern University Medical 
School, Chicago, to extend investigations on edema and dehy¬ 
dration. The work is being done in cooperation with the 
Research .Service at Veteran’s Administration Hospital, Hines, 
III., and with the Army’s Climactic Research Laboratory, 
Lawrence, Mass. 

Dehydration is especially important because it affects the 
efficiency of the soldier as well as his ability to recover from 
wounds. It is a problem the armed forces face in areas where 
water supply for troops is likely to be frozen, dried up, or con¬ 
taminated. Study of the amount and distribution of body water 
will be aided by the use of “tagged” molecules of water con¬ 
taining deuterium (heavy hydrogen). 


PUBLIC HEALTH SERVICE 

Nurse Officer Assigned to Beirut.—Mary Mills, U. S. Public 
Health Service nurse officer, has been assigned to the new Point 
Four Program in Beirut, Lebanon, effective about February 1. 
She will act as advisor to the Ministry of Health of Lebanon 
nn nursing, and work with local nurse associations and other 
~ 1th officials. En route to Beirut, she will stop in London to 
infer with the executive secretary of the International Council 
of Nurses, at the headquarters of the World Health Organiza¬ 
tion in Geneva for conferences, and in Alexandria, Egypt, for 
conferences with the nurse consultant to the WHO regional 
office there. 

Miss Mills recently returned from Monrovia where she has 
been chief nurse of the U. S. Public Health Service Mission in 
Liberia for five years. During her assignment, she assisted in 
organizing the Tubman Nursing School in Monrovia, Liberia. 
Liberia has gone a long way toward establishing nursing as 
part of the public health program in that country. Miss Mills 
was active in the establishment of a 25-bed children’s wing in 
the Maternal and Child Welfare Center of the Liberian Govern¬ 
ment, a health education program, and public health library. 

Research on Eilariasis.—Dr. Leon Rosen, of the Laboratory of 
Tropical Disease, National Microbiological Institute of the Pub¬ 
lic Health Service, has been cited by the South Pacific Commis¬ 
sion for his outstanding tropical disease research. For two years 
Dr. Rosen has been conducting entomological studies of filariasis 
as part of a research and control project of the Institut de 
Rechcrchcz Medicales dc I’Oceanie at Tahiti, in cooperation with 
the University of California Medical School at Los Angeles. 
During the past year he was able to demonstrate that at least 
one of the mosquito vectors of filariasis will readily become in¬ 
fected after feeding on filariasis patients with very low micro- 
filurial blood counts. Since it was previously thought that such 


low counts were unimportant in the transmission of filariasis 
this finding alters existing concepts of adequate control ooeral 
tions against this disease. 

Personal. -Dr. Craig S. Lichtenwalner has been sent to Addis 
Ababa, Ethiopia, on assignment to the Public Roads Admin¬ 
istration, Department of Commerce. He will conduct a preven¬ 
tive and clinical medical program for both American employees 
and native workers in connection with a road building project. 
The program is being administered by the Public Roads Ad¬ 
ministration in cooperation with the Ethiopian Government. A 
native of the State of Washington, Dr. Lichtenwalner received 
his medical degree in 1949 and his commission in the Public 
Health Service in January, 1951.-Two physicians from La¬ 

hore, Pakistan, arrived in the United States just before Christ¬ 
mas for four to six month periods of training under the Point 4 
program of technical assistance. Dr. Muhammed Aslam Pirzada 
will study internal medicine, and Dr. A. Aziz Wyne will do 
special work in general and abdominal surgery. Both men are 
associated with the King Edward Medical College in Lahore. 

-Dr. Justin M. 'Andrews has been appointed Officer in 

Charge of the Communicable Disease Center, Atlanta, suc¬ 
ceeding Dr. R. A. Vonderlehr, who has been appointed Regional 
Medical Director for Public Health Service Region 'VI, succeed¬ 
ing Dr. F. V. Meriwether who has retired. 


MISCELLANEOUS 


Report on Illinois Mine Disaster.—^Ignition of a moving body 
of gas pushed out of abandoned workings by falling roof and 
disrupted ventilation set off the explosion on Dec. 21, 1951, 
which took 119 lives in the Orient No. 2 mine of the Chicago, 
Wilmington and Franklin Coal Company at West Franklin, 111., 
Bureau of Mines investigators reported to Secretary of the 
Interior. 

The initial gas explosion raised and ignited clouds of coal 
dust that spread the blast and flames through a large part of the 
active workings of the mine, according to the bureau’s report. 
Many of the men not killed by the extreme violence of the ex¬ 
plosion were critically burned, or died as a result of “after¬ 
damp” or carbon monoxide. 

Director John P. Forbes of the bureau, interpreting the de¬ 
tailed report, said that one or more other bodies of gas later may 
have been ignited, causing a secondary explosion. 

Secretary of the Interior Oscar Chapman and Director Forbes 
inspected the mine following the explosion. Forbes directed the 
22 bureau men rushed to the scene to aid in rescue and recovery 
operations and sup'ervised the bureau team of six experts who 
made the investigation. 

The bureau investigators found it difficult to determine the 
direction in which the forces of the explosion moved as various 
pieces of heavy equipment had been pushed in several direc¬ 
tions. This, together with the fact that the recording indicator 
at the fan showed two pressure waves with peaks about 3 minutes 
apart, strongly pointed to the possibility of two distinct blasts of 
great intensity. 

The report of the bureau investigation lists the following con¬ 
ditions as responsible for the disaster: 


1. An inadequate ventilating system in which air that ventilates the 
working sections of the mine first passes open approaches to abandone 
and caving areas that contain explosive gas. No provision had been ma 
at the time of the disaster to keep abandoned areas free from accum - 
lations of explosive gas. 

2. The operation of nonpermissible electrical equipment capable o 


ng gas. 

The presence of large accumulations of fine coal dust of 
■e created by mining operations. “This coal dust, e j 
icipally along roadways, was not removed from the mine or 


L 
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FOREIGN 


ECUADOR 

Severe Epidemic of Influenza in Ecuador—Early in November, 
1951 a number of cases of influenza appeared in ihe centra! 
provinces of Ecuador. At first, this was not regarded as un- 
psual, since, at this time of the year, small epidemic outbreaks 
of this disease are common. However, the influenza spread 
rapidly, affecting a high percentage of the population, particu¬ 
larly in more populous cities, such as Quito and Guayaquil. 
The first investigation by the health organizations revealed that, 
in the schools and colleges of Quito, from 25 to 60% of the 
siudcnls were affected by influenza. This induced the Ministry 
of Public Education to temporarily close all schools, colleges, 
and universities in the provinces of Pichincha (Quito), Cotopaxi, 
Tungurahua, and Cimborazo, and to order closure of some edu¬ 
cational institutions in other provinces. At present, Quito 
(230,000 inhabitants) is the city most severely affected by the 
epidemic. The health and welfare organizations and the Red 
Cross have coordinated in organizing a campaign to curb the 
spread of the epidemic and to treat the thousands of patients. 
There is almost no house in which there is not a person with 
influenza. 

The symptoms are severe, although the outcome of most cases 
is favorable. Now, however, 17 fatal cases have been reported 
from the area surrounding Guayaquil. Many of the cases involve 
persons who have enjoyed good health and who suddenly, with¬ 
out prodromal symptoms, begin to have chills and, one or two 
hours later, temperatures as high as-39 and 40 C (102 to 104 
F), severe headache, and severe muscular and joint pains. Chil¬ 
dren have the most diverse clinical pictures and the largest num¬ 
ber of complications. Some children have a slight fever, 
accompanied by cutaneous hemorrhages and epistaxis; others 
have suppurating otitis media. The most frequent complication 
in children as well as in adults is tracheobronchitis. 

The antibiotics are used liberally. Aureomycin and chloram¬ 
phenicol (Chloromycetin®) have given good results, especially 
if administered early. Both reduce the duration of influenza and 
lessen the severity of the symptoms. Unfortunately, owing to 
(heir high cost, these drugs are reserved for patients with con¬ 
siderable economic resources. Indigent patients are treated with¬ 
out charge by various health and welfare organizations. 


NORWAY 

Late Results of Resection for Gastroduodenal Ulcer.—In 1949, 
Ihe medical department of the Haukeland Hospital in Bergen 
■made a curious observation. Twenty-one patients (1% of all the 
patients) had been operated on for peptic ulcer, and all had 
suffered from ailments that could be related to peptic ulcer or 
me operation for it. In the spring of 1950, Dr. A. Drablos, Dr. 
»• Linden, and Dr. P. Skjelbred gave follow-up examinations 
■o all the patients who had undergone subtotal gastrectomy for 
peptic ulcer at the surgical department of the Haukeland Hos¬ 
pital from 1937 to 1946. Among the 492 patients thus treated, 
lucre were 313 who were reexamined in 1950 by personal inter- 
'icw, hemoglobin determinations, and erythrocyte counts. The 
rite mortality and serious late complications were expressed in 
ngurcs outnumbering those of earlier investigations. Anemia was 
cmonstrable in 26.6% of the men and in 41.2% of the women; 
ucrvoiis ailments were found in 21.4% of the patients; and com¬ 
plete, subjective freedom from symptoms was found in 46.6%. 
rimary mortality, late mortality, and serious postoperative aiT- 
ments accounted for 20% of the total, whereas “satisfactory 
achieved in about 80%. 

This investigation, which is reported in full in Acta Medico 
nr wcontribution to the solution of the 
F oblcm of evaluating the comparative merits of conservative 

nonltihuted by regular correspondents in 

'■_^inous foreign countries. 


LETTERS 


and operative treatment for gastric and duodenal ulcer. As the 
sponsors of this investigation point out, several observations 
in recent years have reflected adversely on the results of medical 
treatment, whereas a steady improvement in the immediate re¬ 
sults of operative treatment has been reported. At present this 
treatment is being used with increasing frequency, with recovery 
reported in as many as 94% of the patients. 

Late Results of Thoracoplastic Operations.—In “Thoracoplasty 
in the Treatment of Cavernous Tuberculosis of the Lung; A 
Clinical-Statistical Study of the Late Results,” Dr. Erling Refsum 
reports on the value of thoracoplastic treatment of pulmonary 
tuberculosis. He compares the patients operated on with those 
who underwent conservative sanatorium treatment for similar 
lesions at an earlier, prethoracoplasty period. The patients under¬ 
going thoracoplasty were operated on in the surgical department 
of the Rikshospital in Oslo from 1930 to 1939; the observation 
period was from 6 to 15 years. The controls were patients who 
had been given conservative treatment at the Glittre Sanatorium 
from 1921 to 1928; their observation period was 18 years or 
more. Dr. Refsum has succeeded in tracing all 391 thoraco¬ 
plasty patients and 105 of the 106 control patients whose lesions 
and general prospects were, on the whole, more favorable. In 
•spite of this balance in favor of the control group, the death 
rate among them was two and one-half times higher than among 
the patients undergoing thoracoplasty. Although 70% of the 
controls died within 12 years, 76% of the patients operated on 
were able to work, and 50% regained full capacity for work, 
which, in most cases, was heavy manual labor. The results were 
better for operations on the left than on the right side and better 
for men than for women. Patients with residual cavities a year 
after the operation had a high mortality rate, and the results 
of bilateral thoracoplasty were disappointing. Of the 25 infants 
born to women undergoing thoracoplasty, 22 were alive and 
well. Dr. Refsum has concluded that women who have become 
symptom-free after thoracoplasty can undergo pregnancy and 
confinement without much risk of aggravating the disease. 


SPAIN 

Congress of Surgery.—^The Second National Congress of Sur¬ 
gery was held recently in Madrid, with an attendance of more 
than 500 surgeons from Spain and other countries. The in¬ 
augural session was presided over by the minister of stale. The 
directors of the congress included Professor Palanca, general 
director of public health; Mr. Coca de la Pinera, general director 
of the national department of social assistance; Prof. Lain 
Entragolo, dean of the University of Madrid; Prof. iMartin Lagos, 
president of the congress; Dr. Puig Sureda of Barcelona; Dr. 
Crespo Alvarez, president of the general council of medical 
schools; Dr. Lafuente, professor at the faculty of medicine of 
Madrid, and Dr, Gonzalez Bueno, general secretary of the 
congress. 

During the congress, scientific sessions were held during the 
morning and afternoon, and surgical operations were done in 
various hospitals and sanatoriums. At the first session, presided 
over by Prof. Martin Lagos, the official topic was indications 
and technique of exeresis of the lung. Official speakers were Drs. 
Caralps Masso of Barcelona and Gonzalez Duarte of Madrid. 
Dr. Gomez Duran spoke on cranial trauma, Drs. Garcia Moran 
of Oviedo and Val-Carreres Ortiz of Zaragoza spoke on indi¬ 
cations and techniques for operation on a patient with bleeding 
stomach, and Drs. Garcla-Tornel Garros of Barcelona and 
Sanchez Bordona of Madrid spoke on evaluation of incapacity 
from accidents during work. Other speakers.were Dr. Gil Turner, 
who spoke on closure of the main bronchus with gelatin foam 
in experimental pneumonectomy, and on resection of the lung 
in pulmonary suppuration and who showed a film, entitled 
“Pneumonectomy in Bronchiogenic Cancer,” Professor Dogli- 
otti of Rome spoke on extracorporeal circulation during exeresis 
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medical motion pictures 


BUREAU OF LEGAL MEDICINE 
AND LEGISLATION 


MEDICOLEGAL ABSTRACTS 

Malpractice: Duty of General Practitioner to Refer Case to 
Specialist. The plaintiff filed suit for damages alleged to have 
been caused by the negligence of the defendant dentist. From a 
judgment in favor of the plaintiff, the defendant appealed to the 
Supreme Court of California. 

The plaintiff testified that, following a consultation with the 
defendant dentist, he was told that an impacted left lower bicus¬ 
pid should be removed. He stated that the defendant said that 
the extraction of the impacted tooth would be “quite an opera¬ 
tion” and “we may have to call in another surgeon on it, a man 
who is well known, who knows these things well.” He said he 
was not told that a nerve might be severed as a result of the 
operation. The defendant dentist admitted that he did not warn 
his patient of the danger of injury to the mandibular nerve, other 
than to tell him that it was a dangerous operation. But he did 
tell the plaintiff he had consulted with Dr. Huenergardt, an oral 
surgeon, and that this man might be called upon to perform the 
extraction. However, according to the defendant, “I made men¬ 
tion of the fact too, that it would be more expensive and, there¬ 
fore, between us we decided that I would do it.” 

The plaintiff presented the testimony of an expert tending to 
prove that it is customary for a general practitioner to refer the 
extraction of impacted lower bicuspids to an exodontist or oral 
surgeon. This expert was asked whether it is customary for a 
general practitioner of dentistry in Los Angeles to inform a pa¬ 
tient prior to the extraction of a tooth such as a lower left second 
impacted bicuspid, that there may be a serious injury to the 
“mental” nerve and the possibility of a resulting numbness of his 
lip. The doctor replied, “I think any dentist in Los Angeles who 
does such an operation would inform the patient of the likeli¬ 
hood of the complication because it is a great likelihood that it 
would occur.” An oral surgeon testifying as an expert on behalf 
of the defendant, however, said that it was customary and proper 
for general practitioners of dentistry in the locality, observing re¬ 
quired standards of care, to extract impacted teeth. He gave 
several reasons why a dentist may refer his patient to a specialist, 
but he specifically stated that it was not the customary practice 
for a general practitioner to refer a person with a completely im¬ 
pacted left lower second bicuspid to an exodontist for extraction. 
As he put it, “many men do their own extractions. As I stated 
before, it all depends on how the man feels about his ability.” 
The defendant’s expert also told the jury that the danger of 
traumatization is present whether an exodontist or a general 
practitioner performs the extraction. Traumatization of the 
mandibular nerve, he said, occurs in approximately 25 per cent 
of extractions such as that performed by the defendant. 

The defendant argued that the failure of a general practitioner 
to refer a patient io a specialist is not actionable in the absence of 
proof that, in the treatment of the patient, there was a failure to 
exercise the degree of skill and learning employed by specialists 
practicing in the same locality. 

In discussing the instructions which were given by the trial 
court, the Supreme Court said that they failed to state that there 
is a duty to refer a patient to a specialist only if, under the same 
circumstances, a reasonably careful and skillful general prac¬ 
titioner would have done so. The general practitioner’s duty must 
always be measured in relation to the facts in the particular case. 
In determining a course of action, he may and should consider 
such elements as the patient’s mental and emotional condition, 
his known financial situation, and the many other variants which 
a physician meets in treating human ailments. However, con¬ 
tinued the court, assuming that under the evidence, the defendant 
should have referred the plaintiff to a dental surgeon, there, is 
an entire failure of proof that in extracting the tooth he did not 
use the skill and care of such a specialist. The question as to 
whether there was proper care in the treatment of a particular 
case is one to be determined by the opinions of experts and the 
failure to use such care can be established only by their testi- 
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mony. Negligence on the part of a physician or surgeon will 
be presumed; it must be affirmatively proved. On the contn 
m the absence of expert testimony, it will be presumed th^ 
physician or surgeon exercised the ordinary care and sliii I 
quired of him in treating his patient. ^ ' 

In the record before us, the Supreme Court concluded no 
pert witness stated that anything done by the defendant const 
tuted improper treatment. Neither is there any evidence to sho 
that he did anything which a reasonably 'prudent and skillfi 
oral surgeon would not have done. For all that appears t 
plaintiff’s tooth was extracted with the care and skill he \voul 
have received at the hands of a specialist. Accordingly the jud 
ment in favor of the plaintiff was reversed. Simone v Salm 7 : 
P. (2d) IQ (California 1951). 


MEDICAL MOTION PICTURES 


The E>:fo]iativc Cytologic Method in the Diagnosis of Gastric Cane 
16 mm., color, sound, showing time 19 minutes. Prepared by Cornell U 
versify Medical College and New York Hospital under the supervision 
George N. Papanicolaou, M.D., and William A. Cooper, M.D. Produr 
in 1951 by and procurable on purchase from the American Cancer Socic 
47 Beaver Street, New York 4, and on loan from state cancer societies. 

The background of this cytological method is briefly show 
its present usefulness and disadvantages are indicated, and t 
procedure is visually presented by live photography and styliz 
animated drawings. The method consists of insertion of a doul 
lumen tube through the mouth into the stomach. On the end 
the tube is tied a rubber balloon surrounded by a coarsely wov 
net, similar to a woman’s veil. After the tube is inserted, t 
balloon is distended with air and allowed to pass down to t 
pylorus. It is then pulled back manually, and this process 
repeated several times. After the tube is removed, the clum 
of cells or fragments of tissue are picked off the knots of t 
veil, and the veil itself is washed and the fluid centrifuged. T 
clumps of tissue and sediment are fixed, stained, and examin 
under a microscope. The authors report a very high incider 
of accurate diagnosis in 100 cases studied. Since the x-ray dii 
nosis is so inaccurate in differentiating benign gastric ulcer fre 
malignant gastric ulcer, this additional method in diagno 
should, at least, be given extensive trial. This picture is w 
planned and well organized. The photography, animation, a 
narration are excellent. It is recommended for clinicians dealt 
with gastric lesions and also for students and interns, since th 
take an active part in preoperative diagnosis. 


Uterine Cancer: The Problem of Early Diagnosis: 16 mm., color, sou 
showing time 20 minutes. Sponsored by the American Cancer Society : 
the National Cancer Institute. Produced in 1951 by Audio Productic 
Inc., New York. Procurable on purchase from the American Can 
Society, 47 Beaver Street, New York, or on loan from state cancer soi 
ties and stale health departments. 


The incidence of cancer of various sites in the female geni 
tract (International Classification) is^iven, with survival ra 
indicated for each. Symptomatology and aids in diagnosis < 
visually presented in animated drawings for each stage of cervii 
cancer, including stage O. The role of cytology in early deti 
tion is stressed, its technique visually described, and diagnos 
criteria illustrated. Dr. Papanicolaou sounds a note of cauti 
in using the method in diagnosis, by indicating that a posili 
smear should be confirmed as a matter of routine by biopsy a 
tissue diagnosis. The Schiller test and methods of biopsy t 


ncluded. , 

The film calls attention to the importance of a compn 
ihysical examination, bimanual examination, visual inspecti 
jf the cervix, rectal examination, and aspiration of the cul 
!ac, together with this very simple method of securing ce 
"rom the cervical canal. Several case reports are shown to i i 
;rate these points. It is presented entirely from the 
of early diagnosis of uterine malignancy. It does not me u 
discussion of treatment. The picture is well organized, 
photography, animation, and narration are excellent, ^ 
film is highly recommended for the general practitioner, 
vanced medical student, and hospital staff meetings. 
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MEDICAL LITERATURE ABSTRACTS 


UNITED STATES 

A.M.A, Arch. Dermal, and Syphilol., Chicago 

64:533-666 (Nov.) 1951 

"Chemical" Analysis of Intact Skin by Rencctance Spectrophotometry. 

J, W. Goldzichcr, 1. S. Roberts, W. B. Rawls and M. A. Goldzieher. 

•Certfsonfand Corticotropin (ACTH) in Treatment of Scleroderma. R. R. 

Kierland and E. A. Hines Jr.—p. 549. 

Physiological and Chemical Changes in Radiation Injuries. F. T. Jung, 
-p. 555. 

Progesterone Therapy of Acne: Clinical Evaluation. H. M. Lewis, G. M. 
Fmmess and E. J. Henschel.—p. 562. 

Evaluation of Chloramphenicol in Treatment of Chronic Discoid Lupus 
Erythematosus. H. M. Robinson.—p. 565. 

•Cortisone Acetate Administered Orally in Dermatologic Therapy M. B. 

Sulzbetgct, V. H. Witten and S. N. Yaffe.—p. 573. 

Bismuth Putty in X-Ray Shielding: EfHciency of Material and Advances 
in Technique. J. W. Wilson and R. Luikart II.—p. 580. 

Appraisal of Toxicity of Sunscreen Preparations. J. H. Draize.—p. 585. 
Lichen Corncus Hypertrophicus (Lichen Ocrcaformis, Lichen Obtusus): 
Analysis of Conditions with Which This is Confused. A. B. Hyman 
and B. D. Erger.—p. 588. 

Antihiotic Sensitivity and Moniliasis. A. J. Reiches.—p. 604. 

Podophyllotoxin Treatment of Microsporum Audouini Scalp Infections. 
C. J. Young.—p. 607. 

Congenital Ichthyositorm Erythroderma; Report of Two Cases in Siblings, 
One Complicated by Kaposi’s Variccllitorm Eruption. W. C. Fitzgerald 
and A. P. Booker.—p. 611. 

lichen Sclerosus et Atrophicus and Related Disorders. C. W. Laymon. 
-p. 620. 

Tieatment of Urticaria and Dermatitis Venenata with Corticotropin 
(ACTH) and Cortisone. G. H. Ekblad.—p. 628. 

Corlisonc and Corticotropin in Scleroderma.—Four women be¬ 
tween 21 and 36 with scleroderma were treated with cortisone. 
The drug was administered in doses of 50 mg. to 100 mg. daily 
for 7 to 37 days, the total dose varying from 700 mg. to 3,700 
mg. Two patients were given four courses of treatment, one 
patient was given three courses, and one patient one course. All 
patients had pronounced improvement, especially in rheumatic 
manifestations, during and shortly after treatment. In three pa- 
, ticnls the symptoms reappeared within a few weeks after treat¬ 
ment had been discontinued, whereas in the fourth patient the 
remission was maintained for at least five months. In three pa¬ 
tients treatment was repeated and appeared to bring about the 
same improvement in less time and with a smaller total dose 
than had been required in the preceding courses. Gradually de¬ 
creasing doses followed by low maintenance doses may pro¬ 
vide more lasting benefits. In one patient, who had received a 
total of 700 mg. of cortisone, measles with signs of encephalitis 
developed 24 hours after her third course of therapy. The acute 
symptoms led to the death of the patient. Acute extensive bron¬ 
chopneumonia was revealed by necropsy, emphasizing that 
corlisonc should not be administered to patients with acute in¬ 
fections. Of two other women with scleroderma treated with 
corticotropin (ACTH), one was given 80 mg. daily for 10 days, 
Bnd the other 75 mg. daily for 16 days. There was no demon¬ 
strable objective or subjective improvement within six weeks 
nfler ireatmtent. This may have been due to bad timing of ad- 
inmistralion of the hormone. In the authors’ experience corti¬ 
sone had the greatest clinical effect of any agent yet used in 
treatment of scleroderma, producing definite remission of symp¬ 
toms for varying periods, yet it does not cure scleroderma. 

Periodicals on file in the Library of the American Mcdicai Association 
> be borrowed by members of the Association or its student organi- 
individual subscribers, provided they reside in continenlai 
‘'Lih'° , °c Canada. Requests for periodicals should be addressed 
last ^’^^cican Medical Association." Periodical fries cover only the 
f, 4nd no photoduplication services arc available. No charge 

sbmn members, but the fee for other borrowers is 15 cents in 
time^* "tree petiodicals may be borrowed at one 

lishp’t°n """V "“t be kept longer than five days. Petiodicals pub- 

btit e, k"' ''ntvrican Medical Association arc not available for tending 
tity of" purchase order. Reprints as a rule arc the ptop- 

ihcn, nnmots and can be obtained tor permanent possession only from 

Tides marked with an asterisk (•) arc abstracted. 


Oral Cortisone Acetate in Dermatoses.—^Thirty-two patients 
with various dermatoses, such as atopic dermatitis, dermatitis 
herpetiformis, urticaria, distinctive exudative discoid and lich¬ 
enoid chronic dermatitis, and pemphigus vulgaris, were given 
cortisone acetate orally, the starting dose varying between 100 
and 200 mg. per day. The dose was reduced as rapidly as each 
patient's response permitted, with the object of reaching the 
lowest effective dose as quickly as possible. The response of 
most patients to the drug was dramatic, with abatement of 
symptoms within 24 hours and substantial improvement of clini¬ 
cal signs within 24 to 48 hours. Changes in the daily dose were 
made most frequently by increments of 25 mg. per day, although 
occasionally larger or smaller increments were used. Adverse 
effects, possibly due to the drug, were noted in five patients as 
follows: moon face developed in two patients, one with hypertri¬ 
chosis and a 20 lb. (9.1 kg.) gain in weight (both had received cor¬ 
ticotropin [ACTH] previously); a third patient showed hyperpig¬ 
mentation of the areas of skin usually exposed and not covered 
by clothing; and two other patients each complained of hyper¬ 
excitability and insomnia. All these undesirable effects dimin¬ 
ished or disappeared after the dose was reduced or administration 
of cortisone was discontinued. The effectiveness of this new 
therapeutic approach in a wide variety of skin diseases was 
clearly demonstrated. No other method of treatment seems to 
have comparable beneficial effects. The authors emphasize that 
the benefits generally stop soon after cessation of treatment, 
unless spontaneous remissions occur. Disagreeable and some¬ 
times dangerous effects still preclude the use of this treatment 
except in serious diseases, and when the patient can be kept 
under close and expert surveillance. 

A.M.A. Arch. Otolaryngology, Chicago 

54:467-608 (Nov.) 1951 

Management of Deformities of Lower Cartilaginous Vault. S. Fomon, 
I. B. Goldman, H. Neivert and A. Schattner.—p. 467. 

New Method of Plugging Eustachian Tube in Radical Mastoidectomy 
Using Polyethylene Prosthesis. S. O. Siemssen.—p. 473. 

•Pathology of Bell’s Palsy. A. Hall.—p. 475. 

Face-Lift Operation by Rotation Flaps. S. Fomon, I. B. Goldman, 
H. Neivert and A. Schattner.—p. 478. 

Bactcriologic and Epidemiologic Approach to Treatment of Sinorespira- 
tory Infections: Series H. Observations on Efficacy of Antibiotics with 
Continued Use. S. J. Prigal, N. Molomut and A. Haber.—p. 493, 
Cortisone in Behcet’s Syndrome: Report on Patient with Lesions of 
Genitalia, Mouth, Pharynx, and Larynx Necessitating Repeated Trache¬ 
ostomies. D. S. Kcnet.—p. 505. 

Spontaneous Iniramaxillary Hemorrhage. C. H. LaCIair Jr.—p. 510. 
True Cholesteatoma of Temporal Bone. M. J. Tamari and A. E. Fogo. 
—p. 518. 

Hemilaryngeclomy—Modified Technique for Cordal Carcinoma with 
Extension Posteriorly. M. L. Som.—p. 524. 

Special Kind of Acoustic Trauma Produced by Jet Engines, L. Riiedi 
and W, Furrer.—p. 534. 

Sturge-Weber Disease as Otolaryngological Problem. R. J. McMahon. 
—p. 542. 

Nasopharyngeal Fibroma Treated by Unusual Measures. G. H. Penha. 
—p. 547. 

Calcified Cervical Node Masquerading as Foreign Body.. E. L. Manning. 
—p. 550. 

Cricothyroid Subluxation. W. J. Loeb.—p. 553. 

New Right-Angle Otoscope Facilitating Differential Diagnosis in Tym¬ 
panic Pathology. S. H. Gidoll.—p, 554. 

Technique in Use of Posterior Nasal Pack. C. B. Turnblacer.—p. 558. 
Plastic Surgery During Years 1949 and 1950. L. A. Peer, J. C. Walker 
Ji. and F. A. Marzoni.—p. 560. 

Pathology of Bell’s Palsy.—Decompression of the facial nerve 
from the stylomastoid foramen to the lateral semicircular canal 
was recommended for persistent Bell’s palsy by Ballance and 
Duel in 1932. Several other investigators have performed this 
operation. One of them, Kettel, has concluded that the ischemia 
near the styloinastoid foramen, which is considered the cause 
of Bell’s palsy, in most cases affects the nerve only as the most 
susceptible tissue; in other cases, however, Ihe surrounding more 
resistant bone is also , the result an ischemic bony 

necrosis. In this pape resents thr.^f. of Beil's palsy 

in which resection ' toid celi ■ ■“ pression r.*; 
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the facial nerve were done. In all cases an exudate was found 
m the cells at the tip of the mastoid process and in one some 
larger cells contained a yellow serous fluid. The bone near the 
stylomastoid foramen was definitely soft and the facial nerve 
very edematous. These observations confirm those of Kettel and 
support his views on the pathological changes in Bell’s palsy. 

Antibiotic Treatment of Sinorespiratory Infections.—Prigal and 
Molomut earlier had described a method for selecting the most 
effective antibiotic in respiratory infections, including growth 
of a culture as well as in vitro inhibition tests. This report con¬ 
tinues the earlier studies. Material was taken from patients with 
sinorespiratory infections for cultures in dextrose-phosphate 
broth. The material was incubated for four hours (during the 
lag phase of growth), and subcultured to differential mediums, 
blood plates and dextrose-phosphate broth, containing the 
various antibiotics. A total of 332 organisms were isolated from 
174 cultures. Of these, 15 were isolated from the nose, 269 from 
the pharynx, and 9 from the eye or eyelid. Hemolytic staphylo¬ 
cocci and streptococci predominated. A comparison of these and 
earlier results shows a greater incidence at present of organisms 
that are more resistant to the antibiotics. The in vitro actions 
of penicillin, bacitracin, streptomycin, aureomycin, and terra- 
mycin against these organisms were grouped into three cate¬ 
gories; complete inhibition, no inhibition, and partial or 
temporary inhibition. Of the organisms isolated, 3.9% were not 
inhibited by any of the antibiotics. Other evidence also indicates 
a wide area of ineffectiveness of the five antibiotics against 
organisms cultured from sinorespiratory infections. Certain or¬ 
ganisms showed a tendency toward familial occurrence. In one 
family a girl who had asthma due to allergic and infectious 
factors harbored a hemolytic Staphylococcus in the pharynx 
and on the eyelids (from blepharitis since early childhood). Two 
younger sisters harbored the same organism but were not ill, 
possibly because they had greater “immunity.” It would seem 
logical to treat them although they are apparently well, not only 
for their sakes but also for the sake of their sister. Blepharitis 
was implicated as a focus of infection and reinfection in a 
number of other cases. 

American Journal of Medical Sciences, Philadelphia 

222:365-484 (Oct.) 1951 

< Procaine Amide (Pronestyl) in Treatment of Cardiac Arrhythmias. J. M. 

Kinsman, W. R. Hansen and R. L. McClendon. —p. 365. 

Hemodynamic Changes Following Procaine Amide Administered Intra¬ 
venously. R. L. McClendon, W. R. Hansen and J, M, Kinsman. 
—p. 375. 

Qujnidinc Treatment of Auricular Fibrillation. M. J. Goldman.—p. 382. 
*Successful Use of ACTH in Treatment of Agranulocytosis Due to Sulfa¬ 
diazine. J. S. McMillin.—p. 392. 

Effect of Antibiotics (Penicillin, Aureomycin, and Terramycin) on Fatality 
Rate and Incidence of Complications in Pncumococcic Pneumonia: 
Comparison with Other Methods of Therapy. H. F. Dowling and M. H. 
Lepper.—p. 396. 

^Studies on Antibiotic Synergism and Antagonism; Interference of Aureo¬ 
mycin, Chloramphenicol and Terramycin with Action of Streptomycin. 
E. Jawetz, J. B. Gunnison and R. S. Speck.—p. 404. 

Aureomycin in Infectious Mononucleosis: Control Study. G. A. Cronk. 
—p. 413. 

Correlation of Electrocardiographic and Patltologic Findings in Ring-Like 
Subendocardial Infarction of Left Ventricle. G. B. Myers, C. H. Sears 
and T. Hiratzka.—^p. 417. 

Serum Lipid Studies in Euthyroid Subjects Following Administration of 
Thyroid. A. Soffer, P. N. G. Yu, M. A. Epstein and E. S. Olsan. 
—p. 427. 

Lipomicronemia in Mice Caused by Parenteral Administration of Fat. 

P. Ermala, L. R. Holsti and K. Setiila.—p. 436. 

Serum Amylase Response to Pancreatic Stimulation as Test of Pancreatic 
Disease. T. S. Malinowski.—p. 440, 

Typhoid Fever; Chloramphenicol Therapy and Problem of Relapse, 
W. V. Mattcucci, N. H. Schimmel and W. P. Boger.—p. 446. 
Extremity Blood Flow in Dog. in Presence of Obstructive Arterial Clots. 

J. N. McClure Jr. and R. A. Murphy Jr.—p. 452. 

Some Aspects of Adrenocortical Function in Cardiac Decompensation. 

E. M. Lasch6, W. H. Perloff and T. M. Durant.—p. 459. 

ACTH and Cortisone in Rhinolaryngology. N. D. Fabricant.—p. 468. 

L. E. Cell and Phenomenon in Lupus Erythematosus. H. Beerman. 
~p. 473. 

Procaine Amide in Cardiac Arrhythmias.—Kinsman and asso¬ 
ciates gave procaine amide (“pronestyl”) intravenously to 41 pa¬ 
tients, who had a total of 51 arrhythmias, and to 11 patients 
with normal sinus rhythm. Several patients with arrhythmias had 
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both auricular fibrillation and ectopic ventricular contracifnn- 
In general, arrhythmias of supraventricular origin were not 
fluenced by the drug, except auricular ectopic contractions and 
recent (paroxysmal) auricular fibrillation. Ventricular eetnn! 
contractions were abolished in 12 of 14 instances VentriXr 
tachycardia was abruptly stopped in two of four patients- the 
remaining two died, one being moribund when the drug'was 
administered, while the death of the other may have been cither 
due to the drug or in spite of it, and conceivably might have 
been averted by a larger dose administered more rapidly. Sub¬ 
jective toxic effects were rare, but objective toxic effects such as 
a fall in peripheral blood pressure and pulmonary arterial pres¬ 
sure, decrease in cardiac output, and increase in circulation 
time and intraventricular conduction times were the rule. No 
serious toxic effects were observed, except possibly in one of the 
two fatal cases of ventricular tachycardia. The authors conclude 
that the intravenous administration of procaine amide should be 
reserved chiefly for patients with paroxysmal rapid heart action 
who are in immediate danger of death, or in whom the oral ad¬ 
ministration of procaine amide or other measures have failed, 
and for patients under anethesia. 


Corticotropin Treatment of Agranulocjfosis.—In the case re¬ 
ported here agranulocytosis due to toxic depression of the bone 
marrow was produced by a sensitivity reaction to sulfadiazine 
administered for cystitis and pneumonia. On Dec. 12, 1950, 
a routine white blood count, which previously had ranged from 
7,200 to 13,200, was found to be 2,900 per cubic millimeter 
with 39% neutrophils, 60% lymphocytes, and 1% monocytes. 
During the next six days the patient’s white count steadily fell 
to a low of 450 cells, all of which were lymphocytes. At this 
time the patient had chills, temperature elevation to 105 F, rapid 
and shallow respirations, cyanosis of the lips and nail beds, and 
a gallop rhythm. His death appeared imminent. A sternal mar¬ 
row study showed an almost complete arrest of maturation of 
the myeloid cells. Beginning December 19, 25 mg. of cortico¬ 
tropin (ACTH) was given every six hours for three days. Then 
the dose was gradually decreased, a total of 500 mg. being given 
in seven days. Within 24 hours after corticotropin was started 
the patient felt much better. After 72 hours the temperature 
had returned to normal, and the patient was asymptomatic. A 
bone marrow study two days after corticotropin therapy was 
begun showed a great change, and a third marrow examination 
eight days later revealed granulopoietic activity without matura¬ 
tion defect. Fifty days after the onset of agranulocytosis and 31 
days after treatment with corticotropin, the peripheral blood 
was still normal. 


Interference of Aureomycin, Chloramphenicol, and Terramycin 
with Streptomycin.—^An editorial in the British Medical Journal 
on antibiotic synergism and antagonism suggested that it might 
be “a general principle not to combine a bacteriostatic with a 
bactericidal agent of the penicillin type.” This study on anti¬ 
biotic action in vitro and in experimental infections in mice 
demonstrates that either of the two bacteriostatic drugs (aureo¬ 
mycin and chloramphenicol) interferes with the action of either 
of the bactericidal drugs (penicillin and streptomycin). The mag¬ 


nitude of antagonism to streptomycin is somewhat less than to 
penicillin, particularly in multiple dose experiments in a strep¬ 
tococcal infection in mice. Thus penicillin, streptomycin, and 
perhaps bacitracin belong in one group; aureomycin, chloram¬ 
phenicol, and terramycin in a second group. Drugs of the secon 
group may all, though not to the same degree, interfere with the 
action of drugs in the first group. The agents of the first group 
appear to be synergistic with each other, and to be capable 0 
overcoming the interference by the drugs of the second group. 
The interference of aureomycin, chloramphenicol, and terra- 
mycin with the action of streptomycin is a unilateral 
non. Such interference may therefore be observed oiily n 
infecting micro-organism is susceptible to streptomycin. 1 
bacterium is resistant to streptomycin to begin with, no m - 
ference can be observed. On the contrary, with a r^islant 0 
ganism true synergism, with a marked increase in early uc 
cidal rate, may be demonstrated 
for example, terramycin. A patient illustrating such a p 
and cured by this drug combination has been observe . 
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ihors feel that a drug antagonism that can be demonstrated 
(jer highly selected circumstances in experimentaf infec- 
r„rs is unlikely to be important clinically, including the inter- 
tancc of aurcomycin and lerramycin with the action of 
' -treptomycin. Whether the antagonism of chloramphenicol to 
( Lptomycin is of sufficient magnitude to cause concern must be 
I groined by further experimentation and clinical experience. 

American Journal of Physiology, Baltimore 

166:493-742 (Sept.) 1951, Partial Index 

im ot Cortisone upon Work Output ot Adrcn.-ilectomized Rat. D. J. 

Incle /, E, Nezatnis and E. H. Motley.—p. 504. 

Elltcls of Cortisone on Mcchnnism of Increased Capillary Permeability 
lo Trypan Blue in Inflammation. V. Mcnkin.—p. 509. 

;' Effects of ACTH on Mechanism of Increased Capillary Permeability to 
Ttipan Blue in Jnllammntion. V. Menkin.—p. 518. 

;■ Circulating Leukocytes in Sodium Chloride Deficient Bats and Their 
Krsponse to Epincpiuinc, ACTH, Cortisone and Desoxycotficosterone 
Acelitc. H. G. Danford and P. A. Danford.—p. 524. 

Effects of Caloric Restriction. Salt Restriction and Role ot Pituitary and 

. Adrenal Glands in Experimental Ren.-il Hypertension. P. Handler and 

'■ y, Btmlrcim.—p. 528. 

Impaired W.atct Metabolism in Pyiidoxine Deficiency and Etiects of 
Pyrldoxinc and Adrenal Cortical Hormone. R. B. Slebbins.-~p. 538. 
it Uliliration ot Anfuiiytoid Action Test lor Bioassay ot Thymus Hormone. 
,* 1, CoTasa.—p. 550. 

■' Eltccls ot Hormone, Vitamin and Liver Supplements on Appetite and 

7 G’rowlli of Young Rat During Recovery from Chronic Starvation, 

k' F. H. Quiniby.—p. 566. 

7 Effect of Aureomyein upon Blood Coagulation Time, Ac-Giobulin and 
|X Prothrombin Activity, I. Inncrfield, A. Angrist, J. W. Ben/.am/n and 
L. A, Kaaegis.—p. 578. 

Blood Volume Changes in Protracted Shock Resulting from Experimental 
Myocardial IntarcUon. C. M. Agtess, M. J. Rosenberg, M. 3. Binder 
uS sad others.—p. 603, 

'u' Alieratians in Renal Hemodynamics and Function During Intravenous 
Injection ot Epinephrine in Dog. C. R. Houck.—p. 649. 
k Effect of Symp,athectomy on Gastric Secretion in Total Pouch Dogs. 
*' H. A. Oberiielman Jr., E, R. Woodward, C, A. Smith and L. R. 
Dtajslcdt.—p, 619, 

T Effect ol Parasympathetic Denervation on Feline Bladder Function. 

F. 0. Carpenter and W. S. Root.—p. 686. 
i; VomWtij Center: Its Destruction by Radon Implantation in Dog Medulla 
JA Oblongaia, S. C. Wang and H, Borison.—p. 712. 

Effect of Diphenyl Hydantoitt (Dilanlin) on Ether and Pentobarbital 
(Nembutal) Narcosis. A. van Harreveld, R, J. Foster and G. D. Fas- 
C liian,—p, 718, 


167:1-288 (Oct.) 1951. Partial Index 

Filtration, Diffusion and Molecular Sieving Through Peripheral Capillary 
Membranes; Contribution to Pore Theory of Capillary Permeability. 
^“Pn‘i''6eimer, E. M. Rcnkin and L. M. Batten. —p. 13. 

(■:! Formation of Cyanide in Dog and Man Following Administration ot 
A Thiocyanate, F. Goldstein and F. Rieders.—^p. 47. 

Failure to Produce Polycythemia in Man, Dog and Rabbit by Daily 
Administration of Ephedrine Sulfate. R. F, Schilling.—p. 59. 
inffuence of Intraventricular Catheters on Course of Immersion Hypo- 
j thermia in Dog. A. H. Hegnauer, H. D’Amato and J. Flynn.— p. 63. 
rcl Factors Concerned in Eiecirical Defibrillation oE Heart, Particularly 
Throuch UnopenerJ Chest. A. C. Guyton and J. Satterfield.—p. 81. 
'olncr.'ibiliiy lo Fibrillation and Ventricular-Excitability Curve. B. F. 
(*, - bofiman, E. F. Gorin, F. S. Wax and others.—p. 88. 

Some Eflccis of Dehi'droascorbic Acid on Central Nervous System. 
J. iv. Patterson and D, \V. Mastin.—p. 119, 
r,:- Administration of Relatively Large Amounts of Insulin on 

Islets of Lnngcrhans. M. A. Evans and R, E, Haist,—p, 176. 
EHcct of Eck Fistula Formation on Alloxan Diabetic Dogs, S. Koide 
ill and s. Frccman.~p, 193 . 

u: Sctiai Function Related tu Acutely and Chronically Raised Inlta-Abdom- 
,t Pressure in Aucsthetized and Unanesthetized Dogs. D. M. French, 
f'- Mo|.ino .and W. M. Booker.—p. 241. 
r, 'i*'™ ®’tiUinp of p-Aminohippurate in Human and Dog Plasma. J. V. 
y. Tocgart.—p. 748. 


V American Journal o£ Public Hcallli, New York 
41:1209-1332 (Oct.) 1951. Partial Index 
'^«'".ilionAg.iinst Tuberculosis with Freeze-Dried BCG Vaccine. F.va 
in 1209. 

u Consequences of Poliomyelitis Infection in DifTcrent Parts c 

" L Different Population Groups. A. Sabin.— ji. 3215^ 

Conditions and Spread of Poliomyelitis. C. Armstroni 

InifTiunity and Susceptibility to Mumps in Young Adult: 
^ MciVifwi , “A. S. Benenson.'—p. 1238. 

\ r o ^ Delayed Cultural Identification of Neisseria Gonorrhoea* 
StafT n Huilinpfioist.—p. 1240. 

Pi’Opram fn Human Relationships for Venereal Discas 
MtaiR n Saficr and H. G. Corrigan.-p. 1244. 

^ 1 Health in a Chest Clinic. H. Bauer.—p. 2251. 


Am. J. Roentgenol. & Rad. Therapy, Springfield, Rl. 

66:521-700 (Oct.) 1951 

Radiological Achievement 1937-1950: Advances in Clinical Radiotherapy. 
R. Paterson,—p, 52], 

'Roentgenological and Pathological Observations in Antigenic Pneumonitis; 
Its Relationship to Collagen Diseases. L. R. Sante and J. P. Wyatt. 
—p. 527. 

Roentgenologic Manifestations of Amebiasis of Liver with Concomitant 
Findings in the Chest. S. Schorr and A. Schwartz.—p. 546. 
'Intra-Arterial Catheterization of Viscera in Man. H. R, Bterman, E. R, 
Miller, R. L. Byron Ir. and others.—p. 555. 

Carcinoid of Duodenum. J. R. Hannan, J. B. Hazard and B. E. Wise. 
—p. 569. 

Subperiosteal Resorption of Bone; Roentgenologic Manifestation of Pri¬ 
mary Hyperparathyroidism and Renal Osteodystrophy. D. G, Pugh. 
—p. 577. 

Roentgen Appearance of Early Paget’s Disease. W. B. Seaman.— p. 5S7. 
Case of Generalized Osteosclerosis. 3. Hinge and P. Menck-Thygesen, 
—p, 595. 

Gastroileostomy. Case Report. C, L. Boice.—p. 601. 

-Value of Ventriculo-Encephalograpby in Planning Roentgen Therapy for 
Brain Tumors. E. P. Pendergrass and J, M. Phillips.—p, 603. 

Two Million Volt Roentgen Tiierapy Using Rotation. J, G, Trump, K, A. 

Wright, H. F. Hare and S. W. Lippineott Jr.—p. 613. 

Application of Radioactive Colloidal Gold in Treatment of Pelvic Cancer. 
A. L Sherman, M. Bonebrake and W. M. Allen,—p. 624. 

Anligcnic Pncumonilis and Collagen Diseases.—The roentgeno¬ 
logical and pathological aspects of collagen diseases were studied 
in an effort to throw light on the nature of these diseases. 
Observation seems to indicate that derangement of the inter¬ 
cellular collagenous substance may be an important factor in 
their development. These conditions with widely divergent clin¬ 
ical manifestations seem to have little to suggest a common 
etiology, but an associated pathological pulmonary reaction, 
which exists in all, might be a common denominator. Hyper¬ 
sensitive states such as serum reaction, drug sensitization, blood 
incompatability in transfusions, acute glomerulonephritis (with 
azotemic edema), periarteritis nodosa, rheuraalic pneumonitis {in 
which transitory joint involvement is a prominent feature), 
rheumatoid arthritis, disseminated lupus erythematosus, derma- 
tomyositis, and scleroderma are the collagen diseases discussed 
by the authors. They stress that pathological examination of the 
lungs reveals a striking similarity in most of the collagen dis¬ 
eases. Roentgenologically, the collagen diseasas seem to be 
divided into two major groups; (a) those in which there is an 
acute antigenic response, associated with glomerulonephritis 
and antigenic (azotemic) pulmonary edema; (b) those in which 
there is no indication of lung reaction up to the terminal stages 
of (he disease. At this time, pulmonary edema may occur, but it 
is never of the azotemic type, and irregular collagenous deposits 
are present throughout the lung. Roentgenologic examination 
helps in differentiating these two groups. The involvement of 
connective tissue in all of these diseases does not preclude the 
possibility of a number of etiological agents with consequent 
variation in response of the tissues. It may be found that such 
agents also include various bacterial and virus toxins that may, 
depending on the conditions present in the body, produce a 
wide variety of manifestations. 

Intra-Arterial Catheterization of Viscera.—If an artery leading 
to an organ could be isolated, not only could the organ be 
visualized roentgenographically, but chemotherapeutic agents in 
high concentration could be administered directly to neoplastic 
lesions involving this organ. Furthermore, such an isolation of 
(he arterial supply of an organ in vivo would make possible 
pharmacologic and physiological studies. A surgeon, radiologist, 
internist, and anesthetist together explored the feasibility of 
intra-arterial catheterization of viscera. Radiopaque, intracardiac 
catheters were used. The technique was first tried on cadavers 
and, after satisfactory skill had been achieved, 28 arterial cathe¬ 
terizations were performed on 24 patients with metastases from 
neoplastic diseases. The procedure, its hazards, risk, and ex¬ 
perimental nature were explained to each patient, and agreement 
was obtained in all cases. In adults the procedure was carried 
out under local procaine anesthesia. A general anesthetic was 
administered to three children. The celiac axis, hepatic, renal, 
phrenic, lumbar, superior and inferior mesenteric, and iliac 
arteries were entered by means of an intra-arterial catheter intro¬ 
duced from the carotid and brachial arteries. The carotid, sub¬ 
clavian, internal mammary, vertebral, and thyrocervical trunk 
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arteries were catheterized by way of the femoral arteries. The 
arterial patterns of the liver, spleen, stomach, kidney, and 
diaphragm were visualized roentgenographically. While four 
serious complications in 24 patients is a high incidence, it is not 
prohibitively high considering that it was an initial effort mostly 
performed in patients with far advanced neoplastic illnesses. 
Since the complications noted seem avoidable, this procedure 
appears to have some value for the purpose stated. 


Arizona Medicine, Phoenix 

8:1-80 (Oct.) 1951 

Nodular Tuberculosis of Lung. J. S. Chapman.—p. 21. 

Partial Pulmonectomy. D. W. Melick.—p. 24. 

Some Problems of Intestinal Obstruction. C. J. Baumgartner.—p. 26. 
♦Laryngeal Vertigo with Report of Two Cases. L. E. Beaton.—p. 30. 

Laryngeal Vertigo.—In laryngeal vertigo, known also as laryn¬ 
geal epilepsy and tussive syncope, unconsciousness, with or with¬ 
out convulsions, follows coughing. The syndrome is not widely 
recognized by physicians. It occurs in obese men of middle age, 
who are often hypertensive and emphysematous and have 
chronic laryngitis or bronchitis. Many use tobacco excessively. 
The cough that precedes the fainting or seizure is oftenest 
strong and paroxysmal. The two cases reported here occurred 
in obese males aged 51 and 67, respectively. The authors feel 
that the most probable reason for' the fainting is that in cough¬ 
ing the patient performs the Valsalva maneuver of forced ex¬ 
piration against a closed glottis, increasing intrathoracic pressure, 
causing venous congestion of the head, lowering cardiac output, 
and bringing about cerebral anoxia. The term tussive syncope, 
as suggested by McCann and his co-workers, seems most logical, 
for the symptoms have nothing to do with the larynx, vertigo is 
not present, and epilepsy occurs rarely and then only as a com¬ 
plication in predisposed persons. The two cases here reported 
are examples of the syndrome with and without convulsions. 
When grand mal attacks occur during the syncopal episode, it 
seems likely that the patient has a latent cerebral dysrhythmia. 
Therapy is symptomatic, aiming at the cause of the cough. In 
cases with an epileptic competent, anticonvulsants should be 
prescribed. 

Bulletin of Johns Hopkins Hospital, Baltimore 

89:339-418 (Nov.) 1951 

Diagnosis of Carcinoma of Pituitary Gland. A. B. King.—p. 339. 

Nerve Endings, Neurosecretory Substance and Lobular Organization of 
Neurohypophysis. D. Bodian.—p. 354. 

Changes in Biood Volume Following Operation for Pulmonic Stenosis; 
Studies with Evans Blue and Radioactive Phosphorus. R. C. Clay, 
S. R. Elliott II and H. W. Scott Jr.—p. 377. 

Cerebral Lesions in Congenital Heart Disease; Review of Autopsies on 
162 Cases. M. Berthrong and D. C. Sabiston Jr.—p. 384, 

Efficacy of Aureomycin in Treatment of Pneumococcal Lobar Pneumonia. 
R. Austrian, J. Barondess, G. S. Mirick and others.—p. 407. 


Cancer Research, Chicago 

11:741-820 (Oct.) 1951. Partial Index 


Gastric Absorption of 3,4-Benzpyrene; I. Effect of Physiological Processes 
on Absorption. P. Ermala, K. Setalii and P. Ekwall.—p. 753. 

Effect of Tum.or Growth on Liver Catalase Concentration. O. A. Klatt 
and A. Taylor.—p. 764. 

Effect of Tumor Implants on Chick Embryo Liver Catalase Activity. 
E. R. Skavinski and A. M. Stein.—p. 768. 

Phosphorus Metabolism in Resting and Pregnancy-Stimulated Mammary 
Glands and in Spontaneous Mammary Carcinomas of Mice. S. Albert, 
R. M. Johnson and M. S. Cohan.—p. 772. 

Comparison of Nitrogen Content of Lymph Nodes from Cancer and Non- 
cancer Patients. J. C. Bateman, C. T. Klopp and A. Mendelson. 
—p. 777. , . . . , 

Distribution of Radioactivity in Tissues of Mice Receiving Triphenyl- 
bromoethylene-Br»2. G. H. Twombly, E. F. Schoenewaldt and D. Meisel. 


—p. 780. 

Studies on Metaboiism, Distribution, and Excretion of 2 -p-Toluenesulfon- 
amido-iluorene-S» in the Rat. F. E. Ray and M. F. Argus.—p. 783. 

Rous Sarcoma in Foiic Acid-Deficient Chicks; Morphoiogy and Bioassay. 
E. Woil, A. C, Dornbush and P. A. Little.—^p. 788. 

Tracer Studies on Metaboiism of Gardner Lymphosarcoma; IV. Con¬ 
version of Lactate-2-C'‘ to Alanine, Glutamate, and Aspartate by Tumor 
and Spleen Cells. S. Kit and D. M. Greenberg.—p. 791. 
uffects of Low Temperatures on Mammary Carcinomas With and Without 
Mammary Tumor Milk Agent. L. W. Law.—p. 795. 
blttnllicancc of Anterior Chamber in Tumor Transplantation; II. Nature 
11. Y™ChaS'.-p"8ir°"'^ Chamber. E. J. Eichwald and 
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ueiavvare Mate Medical Journal, Wilmington 

23:261-294 (Sept.) 1951 
Mortality Registration Problems. F. 1. Hudson.—p. 263 
Medical Aspects of Civilian Defense. E. F. Gliwa_p 

KIaef.-4^.'265’.^''°'' Civil Defense Progmm. M. 

H^pita^dSurvey and Construction Program in Delaware. C, P. Knig 

Diagnosis of Congenital Syphilis. W. L. Porter.—p. 268 
Cancer Program of the State Board of Health; Report No 5 r 
Campana and W. H. Bandy.—p. 270. ' 

We Live Longer. C. A. Marshall.—p. 272. 

Stream Morbidity Report. A, J, Kaplovsky.—p. 273, 

Fluoridation of Public Water Supplies. M. H. Jeffreys and n 
Harmeson.—p. 274. 

Program^of the Division of Crippled Children’s Services. J. Sabi 


23:295-322 (Oct.) 1951 

Impressions After 33 Years in Medical Practice. C. E. Wagner—p ' 
Surgical Treatment of Ulcerative Colitis. L. K. Ferguson.—p. 297 
Gallstone Ileus; Observations Based on Three Recent Cases, j! C; Pici 
and E. A. Mekanik.—p. 304. 

Bronchial Adenoma. J. W. Abbiss.—p. 308. 

Pelvic Evisceration with Construction of New Bladder in One St 
Case Report. H. S. Rafal.—p. 310. 

Nodular Goiter with Bilateral Malignant Adenomata in a 19-Ycar 
Male. E. A. Mekanik and D. A. Baltz.—p. 314. 


Georgia Medical Association Journal, Atlanta 

40:405-442 (Oct.) 1951 

♦Culdoscopy, a Versatile Diagnostic Aid. J. H. Ridley.—p. 410. 
Incidence of Carcinoma in Nodular Thyroids in Southwest Geo 
C. H. Watt and J. C. Foushee.—p. 414. 

Adrenal Cortex and Allergic Reactions. W. F. Friedewald and C 
Laws.—p. 418. 

Cortisone and Adreno-Genital Syndrome. P. L. Scardino and C 
Prince.—p. 419. 

Medical Education and Medical Care; Divergence of Opinion of Mci 
Faculties and Practitioners. R. H. Wood.—p. 422. 

Culdoscopy.—Culdoscopy is one of the more recent form: 
endoscopy; its predecessor was peritoneoscopy, which was t 
fairly successfully for intra-abdominal visualization, but for 
vie inspection the peritoneoscope had only limited value, 
chief difference between the peritoneoscope and the culclost 
is that the former is introduced through an incision in the ante 
abdominal wall, while the latter is passed into the cul-de 
through a trochar puncture in the posterior vaginal fornix. II 
trated descriptions are given of the culdoscope apparatus an^ 
the procedure of culdoscopy. The patient is anesthetized, ca 
terized, and examined in the dorsolithotomy position to se 
there is any physical contraindication to the cul-de-sac punct 
such as an adherent mass or extensive adhesions, and to dc 
additional pathologic conditions that may contraindicate cu 
scopy and indicate immediate laparotomy. A table lists thf 
culdoscopic examinations done over the period of 27 mo 
at an Atlanta hospital. In 21 of the patients culdoscopy was i 
for suspected ectopic pregnancy. It permitted verification of 
diagnosis in 8 of these 21 cases, and this diagnosis was ruled 
in the remaining 13 cases, thus demonstrating the value of 
culdoscope in avoiding a major surgical procedure for diagne 
purposes. Ovarian enlargements of borderline size were inspe 
in five cases.'In four of these the enlargements were found t 
due to follicular cysts, obviating the need for immediate surg 
because so frequently these cysts shrink in size. The appear; 
of the other ovarian tumor on culdoscopy suggested a dem 
cyst. This was substantiated by laparotomy. Suspected tube 
lous peritonitis in a 13-year-old girl was proven by culdoso 
she was given dihydrostreptomycin. The culdoscope prove 
be of value in studies on the cause of sterility in 
Culdoscopy caused no accidents. All patients who di no 
quire laparotomy were allowed to go home the following 
Culdoscopy is a safe and simple procedure, and, in the g 
majority of cases, it gives the desired information. 


lawaii Medical Journal, Honolulu 

11:1-62 (Sept.-Oct.) 1951 

Evaluation of Zinc Sulfate Turbidity Test in Hepatobiliary Disease. 

Anderson and W. H. Civin.—P- 
Antidotes for Destruction. F. J. Halford.—p. 19. 

Incidence of Dental Caries Among School Children in Ha 

Fanning.—p. 22. 
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Jonmal oi Aviation Medicine, St. Paul 

22:339-438 (Oc(.) 1951 

uT.... Does Space Begin? Functional Concept of Boundaries Between 
' AtmospSeie and Space. H, Strughold, H. Haber, K. Buettner and 
F Haber.—p. I**?* 

Ifimma Radiation from Instruments in Aircraft. A. Morrison.—p. 350. 
niomal Intensity Variation of Heavy Primaries of Cosmic Radiation and 
*^Ils Consequences for Hazard to Health in Fiight at Extreme Altitudes. 
H J Schaefer.—p. 351. 

Erqeirements for Protection Against Thermal Hazards of High Speed 
Fliehl, D. Lindes.—p. 358. 

Stimulus Required to Produce Motion Sickness; I. Preliminary Report 
Dealing with Importance of Head Movements. W. H. Johnson, R. A. 
Stubbs, G. F. Kelk and VV. R, Franks.—p. 36S. 

CciTipaia'we Analysis of Airborne Acceleration Laboratory Versus Human 
totiiCuge. C. F. Gcli.—p. 375. 

Ellecis of Time and Temperature upon Tolerance to Positive Acceleration. 

E E. Mattin and J. P. Henry.—p. 382. 

Radial Acceleration and Urinary Output of Supinated Man. F. R, 
Siauller.—p. 391. 

High Altitude Bailouts. V. Mazza.—p. 403. 

Navy Ftograra for Aircraft Escape.' R. L. Christy Jr.—p. 408. 

Problems of In-Flight Feeding for Fighter Pilot. W. E, Bills.—p. 418. 


Gamma Radiation from Instruments in Aircraft—Measure¬ 
ments were made of the gamma radiation that originates in the 
radium incorporated into the paint on the figures and pointers 
of the instruments of a “Constellation" aircraft. The instrument 
used was a Geiger counter radiation meter having scales of 20, 
2, and 0.2 milliroentgens per hour. Measurements were made 
in the entrance walkway beside the engineer’s station, and in 
Ihe positions occupied in flight by the pilot, co-pilot, and engi¬ 
neer. The cosmic ray background in the cabin, well away from 
insirument panels, was also measured. It was found that the 
radiation levels are only slight percentages of those regarded as 
safe. As a further check, pocket ionization chambers were car¬ 
ried by one crew on a trans-Atlantic flight. The actual readings 
and the readings to be expected from the previously measured 
gamma radiation from the instruments agreed fairly well. The 
intensity of cosmic radiation, even at high altitudes, is much less 
than that of the gamma radiation from the luminous radium 
paint on the instruments and the combined effect of both is far 
below the point at which any concern need be felt. 


Journal of Experimenfal Medicine, New York 

94:359-454 (Nov.) 1951 

Abstnse of Pioslhetic Group in Type-Specific Polysaccliaride of Pneumo¬ 
coccus. M. Heidciberger, C. M. MacLeod, H. Mackowitz and M. M. 
DiLapi_p. 35P, 

Eicciroplioretic Study of Streptococcal Proteinase .and Its Precursor. 

T. Sbedlovsky and S. D. Elliott.—p. 363. 

Ciloclicmical Studies on Kidney: I. Role of Cell Multiplication in Nor¬ 
mal Growth. N. B. Kurnick.—p. 373. 

Studies on Endemic Pneumonia of Albino Rat: IV. Development of Rat 
Colony Free from Respiratory Infections. N. B. Nelson.—p. 377. 

Elftcl oi Chemical and Physical Agents on Phage Receptor of Phase II 
Shfella Sonnei. G. T. Barry and W. F. Goebel.—p. 387. 

Inilies on Psittacosis-Lymphogranuloma Group; I. Pattern of Mullipli- 
rsiion of Meningopneumonitis Virus in Allantois of Chick Embryo. 
H. M. Sigcl, A. J. Girardi and E. G. Allen.—p. 401. 
el cc( of Adrenocorticotropic Hormone on Inflammation Due to Tuber¬ 
culin Hypersensitivity and Turpentine and on Circulating Antibody 
cvrls. C. K. Osgood and C. B. Favour.—p- 415. 
eminani Role of Liver in Plasma Protein Synthesis: Direct Sludy of 
uolaicd Perfused Rat Liver with Aid of Lysine-e-C“. L. L. Miller, 
c. o. Biy, M. L. Watson and W, F. Bale.—p. 431. 


Journal of Investigative Dermatology, Baltimore 

17:177-254 (Oct.) 1951 

'Icquircd Contact Sensitivity to Chloromycetin. H. M. Robinson Jr,, 
Rianf 1 ^UapUo and M. M. Cohen.—p. 205. 

Eovinn of Hyperhidrosis. L. M. Nelson.—p. 207. 

Jhclusion Bodies and Cytoplasmic Masses in Vcrrucac: Their 
II Lesions Consecutively Removed. M. J. Strauss, 

Es L ■ Mcinick.-p. 209. 

5n.n '™ hate of Secretion of Sebum in Man. K. K. Jones, M. C. 
""U s. A. Sanchez.—p. 213. 

H c Ueactivily to Simple Aliphatic Acids in Man. A. J. Weil and 
Sl"d' 

Cclmni" ®*^"*‘Uzation to HalogcnateU Hydroxyquinolines and Related 
I-cifer and K. Steincr.-p. 23L 

OeUv,,", IV. New Quantitative Method of Assaying Sweat- 

Prr,,. ^ ’0 ^reumscribed Areas of Skin Surface. F. Herrmann, P. H. 
Ml *:’• ®' Sulzberger.-p. 241. 

Oh oI Skin Powder and Skin E.xlracts. A. B. Lerner.—p. 251. 


Journal-Lancet, Minneapolis 

71:419-468 (Oct.) 1951 

Surgical Treatment of Constrictive Pericarditis: Clinical and Experimental 
Observations. E. Holman.—p. 420. 

Major Cardiac Arrhythmias of Apparent Psychogenic Origin Observed in 
Young Adults. J. R. Fox and C. A. McKinley.—p. 425. 

•Vena Cava Ligation in Thromboembolic Disease. F. M. Owens Jr. 
—p. 435, 

Multiple Chest Leads in Clinical Electrocardiography. R. Berman.—p. 439. 
Massive Thrombus of Left Auricle: Case Report. J. F. Briggs and 
J. Bellomo.—^p. 443. 

Physiological Tests in Cardiovascular Pulmonary Disease. R. J. Bing and 
D. Carroll.—p. 444. 

Comparative Susceptibility to Endocarditis and Glomerulonephritis in 
Dogs With and Without Arteriovenous Shunts. J. R. R. Bobb, J, D. 
M. Wargo and M. B. Visscher.—p. 455. 

■Vena Cava Ligation in Thromboembolic Disease.—Considerable 
enthusiasm has developed for vein ligation in prevention of pul¬ 
monary embolism in patients with thrombophlebitis. Initially 
ligation of the superficial femoral vein was done, then as the 
procedure was found to afford incomplete protection, common 
femoral ligation or external iliac ligation was carried out. Now 
it is found that ligation of the inferior vena cava affords com¬ 
plete protection against embolization from the legs and pelvis. 
Owens says that at his hospital phlebothrombosis and thrombo¬ 
phlebitis are usually treated with anticoagulants, but in selected 
instances vena cava ligation is used. The following are regarded 
as indications for vena cava ligation; (1) repeated embolism in 
patients who cannot be maintained on anticoagulants; (2) em¬ 
bolization in patients requiring further surgery; (3) septic 
embolization. "Vena cava ligation is done through a transverse 
right abdominal incision using a retroperitoneal approach as 
for lumbar sympathectomy. The cava is freed from the aorta and 
lumbar vertebras and doubly ligated with cotton. Ligation is 
done just above the iliac vein junction. Within 12 hours after 
operation anticoagulants are administered to prevent thrombotic 
obliteration of the collateral venous channels. In the immediate 
postoperative period the patient’s legs are elevated and wrapped 
to the groin with an elastic bandage. After a weelc the legs are 
allowed to dangle and in 10 days the patient may begin to 
walk. The authors employed this method of vena cava ligation 
in 11 patients, and no embolization has occurred after this oper¬ 
ation. Two of these patients had previously had pulmonary 
emboli following ligation of leg veins. There has been no opera¬ 
tive mortality, and all patients are alive at present. It is felt 
that fatal pulmonary emboli have been prevented in these persons 
by vena cava ligation. Sequelae were mild and resulted not from 
cava ligation but from the thrombophlebitis of the veins. The 
procedure has definite value in treatment of thromboembolic 
disease. 

Journal of the Mount Sinai Hospital, New York 
18:141-194 (Sept.-Oct.) 1951 
Cardiac Resuscitation. J. Johnson and C. K. Kirby.—p. J41. 

Correlation of Spatial Vectorcardiography with Intiacardiac and Esopha¬ 
geal Leads. L. ScherUs and A. Grishman.—p. 149. 

Causes of Death After Operation: Comparison Between the Last Decade 
and the 3920s. A. H. Aufses and H. Neuhof.—p. 366. 

Vasomotor Response in Hysteria. S. R. Rosen.—p. 179. 

Journal of Nervous and Mental Disease, New York 
114:283-376 (Oct.) 1951 

Element of Psychotherapy in Treatment of Organic NeuroJogic Disorders. 
L. Alexander.—p. 283. 

Adrenergic and Cholinergic Properties of Blood: Investigation of Blood 
of Psychiatric Patients. J. A. Ritchie.—p, 307. 

Philippe Pineal (1745-1826). His Views on Human Nature and Disease. 

His Medical Thought. W. Riesc.-rp. 313. 

Herniation of Brain Through Ear with Recovery, A. S. EfTron, F. Ken¬ 
nedy and E. Wladkowski.—^p. 324. 

Polyneuritis Following Cutaneous Diphtheria. J. A. Di Fiore.—^p. 333. 
Insulin Induced Transient Hemiplegia in Diabetes Mellilus: Electro- 
cncephalographic Studies. F. Robinson, M. P. Margules-Lavcrgne and 
J. G. Chusid.—p. 340. 

•Bcll*s Palsy Treated with Cortisone. H. H. Rothendier.—p. 346. 

Cortisone in Bell’s Palsy—The cause of Bell’s palsy (periph¬ 
eral seventh nerve paralysis) has never been satisfactorily de¬ 
termined, but it often follows exposure to cold and inclement 
weather and at times is associated with upper respiratory’ infec- 
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lions. An acute inflammatory reaction with congestion of the 
nerve and its sheath affects particularly that part of the nerve 
passing through the dense bony portion between the horizontal 
canal of the labyrinth and the stylomastoid foramen. Presum¬ 
ably edema of the nerve sheath so compresses the nerve fibers 
as to interfere with their function. The course of the paralysis 
is usually benign, except when injury to the nerve fibers has 
been prolonged so as to prevent regeneration. Since cortisone 
has relieved certain nonspecific congestive changes, it seemed 
logical to try it in treatment of Bell’s palsy. In the patient whose 
case is presented all facial muscles on the left side were flaccid, 
and there was complete inability to exercise any facial motion. 
The left lower lid was completely everted and marked lacrima- 
tion was evident. The left corner of the mouth showed drooping 
with drooling of fluids. The patient was given 100 mg. of corti¬ 
sone every six hours. Forty-eight hours later the patient volun¬ 
teered the information that she was regaining control of her 
facial muscles. She showed less lacrimation and less drooling. 
The following day there was further improvement. On the fifth 
and sixth days the dosage of cortisone was decreased to 100 
mg. every eight-hours. Improvement was noted daily and on the 
seventh day muscular control was completely recovered. The 
dosage of cortisone was decreased to 100 mg. daily and con¬ 
tinued for six days thereafter. She was discharged on the 13th 
day with no evidence of residual paralysis. It is hoped that this 
report will stimulate others to use cortisone in Bell’s palsy, so 
that its true value in this condition can be learned. 

Journal of Urology, Baltimore 

66:477-618 (Oct.) 1951. Partial Index 

Adrenal Cortical Carcinoma in Children. R. A. Garrett.—p. 477. 
Surgical Conservation of Renal Parenchyma. R. B. Roth, E. Hess and 
A. P. Kaminsky.—p. 489. 

Renal Roentgenoscopy and Roentgenography During Surgery. R. J. 

Prentiss and R. B. Mullenlx.—p. 495. 

Surgical Resection of Tuberculous Kidney. J. R. Rinker.—p. 498. 

♦Total Infarction of Kidneys from Bilateral Arterial Emboli. T. F. -Kaiser 
and R. R. Ross.—p. 500. 

Renal Hamartoma. C. A. Hulse and E. E. Palik.—p, 506. 

Thrombin in Treatment of Hematuria of Renal Origin. E. O. Nay and 
R. R. Brown.—p. 516. 

Attainment of Equilibrium Between Plasma and Urine, with Reference 
to Measurement of Renal Clearances. A. J. Michie and C. R. Michie. 
—p. 518. 

♦Dissolution of Urinary Calculi; Experiments with Ethylene Diamine 
Tetra-Acetic Acid With and Without “Wetting Agent.” H. I. Suby, 
F. Albright, J. Wayne and E, Dempsey.—p. 527. 

Unusual Renal Tumors. T. D. Moore.—p. 533. 

Simultaneous Wilms Tumors in Identical Twins. E. GauUn.—p. 547. 

’ Squamous Cell Carcinoma of Renal Pelvis. O. J. Oberkircher, W. J. 
Staubitz and M. S. Blick.—p. 551. 

Ureteral Implantation of Renal Adenocarcinoma. R. D. Howell.—p. 561. 
'•Evaluation of Ureterosigmoid Anastomosis by Mucosa-to-Mucosa Method 
After Two and One-Half Years’ Experience. J. J. Cordonnier and 
W. J. Lage.—p. 565. 

Strangulated Internal Hernia as Complication of Uretero-lntestinal Anas¬ 
tomosis. T. H. Sweetser.—p. 571. 

Vesicovaginal Fistula from Standpoint of the Urologist. V. J. O Conor 
and J. K. Sokol.—p. 579. 

Operation for Cure of Urinary Incontinence in the Male. C. J. Cooney 
and .G. R. Horton.—p. 586. 

Adenomatoid Tumor of Epididymis. D. Falk and B. E. Konwaler. 
—p. 603. 

Logic of Antimicrobial Therapy. R. D. Herrold. p. 612. 

Total Infarction of Kidneys.— ^Total infarction of the kidneys 
from bilateral arterial emboli is rare and the anuria accompany¬ 
ing it may be puzzling to the clinician, but Kaiser and Ross feel 
that the urologist should be aware of this obscure entity. Bi¬ 
lateral total infarction does not always occur simultaneously. 
Total infarction of one kidney may precede that of the other 
by a considerable length of time. Unilateral total infarction in a 
noninfccted kidney results in aseptic autonephrectomy. The kid¬ 
ney contracts and on retrograde pyelogram is similar to a chronic 
atrophic pyelonephritic or hypoplastic kidney. The pain asso¬ 
ciated with total infarction is not always severe and is sometimes 
more abdominal than flank in location. The anuria associated 
with total bilateral renal arterial infarction, especially in those 
cases without the typical excruciating flank pain, must be differ- 
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entiated from anuria due to other causes. An adequate and a 
tailed history is most helpful, and associated cardi-ic 
suggests infarction. Excretion tests and excretory uroenm!'', 
valueless. In the absence of antecedent renal diseases a mn ^ 
grade pyelogram will reveal no abnormalities in the acute nh-i?-' 
Total infarction of long duration produces contracture 
kidney, renal pelvis, and calices. In the presence of acute totil 
infarction, reddish fluid may be obtained on catheterization n 
the bladder or renal pelvis. This paradoxical finding represenk 
hemoglobin laden fluid liberated by autolysis from the infarcted 
area. Bilateral total infarction accounts for only a small per¬ 
centage of the cases of anuria resulting from infarction. Most 
patients with renal infarction who are dying in anuria show 
multiple bilateral old and recent small infarcts. If hypertension 
occurs after total unilateral infarction, it is probably temporarv 
Complete occlusion of both renal arteries may cause hyperten¬ 
sion that persists until death. 


Dissolution of Urinary Calculi.—Previous studies demonstratet 
that solution G, a citric acid solution containing magnesium 
with a pH of 4.0, readily dissolves certain urinary calculi it 
which calcium is an important ingredient, except calcium oxa 
late stones. At the same time that solution G was investigated 
experimental work was carried out with “calgon,” a water soft 
ener, which likewise proved a good solvent of calcium-containini 
calculi and even caused slow dissolution of calcium oxalati 
stones. However, the water softener (“calgon”) produced seven 
irritation in the bladder of rabbits. Recently Suby and associate 
experimented with another water softener, ethylene diamia 
tetra-acetlc acid (“sequestrine”). This softener removes from; 
solution not only calcium ions but also other cations. This soft 
ener was used in solutions of 1 %, 2%, and 3%. Previous studie 
having demonstrated that the ability of a solution to demineralizi 
rabbit teeth grossly parallels its ability to dissolve calcium phos 
phate stones, each of the above solutions was tested on rabbi 
teeth. There was increasing demineralization of the teeth will 
increasing concentrations of “sequestrine.” The solutions 0 
“sequestrine” were then used as irrigating solutions in the blad 
ders of rabbits. Considerable irritation resulted, albeit less thai 
.with calgon. The efficiency of water softeners can often b 
increased by “wetting agents.” The wetting agent “tween 80, 
which is polyoxyethylene (20) sorbitan mono-oleate, was usei 
with solutions of the water softener. Despite the rather negativ 
results obtained with the wetting agent, the authors feel lha 
further work with combinations of dissolving solutions am 
wetting agents is indicated. In addition to studies on rabbit teetl 
and bladders, the authors present the results of in vitro studie 
on the effect of “sequestrine” on oxalate and uric acid stones 
This water softener did dissolve calcium oxalate stones faste 
than solution G. The rate of dissolution, however, is much slowe 
than in the case of calcium phosphate stones. It was noted ah 
that “sequestrine” does slowly dissolve uric acid stones, but th 
same results were obtained with a water solution of phosphat 
at a pH of 7.0. 


Ureterosigmoid Anastomosis—Cordonnier and Lage had tw 
and a half years’ experience with ureterosigmoid anastomosi 
by the mucosa-to-mucosa method on a total of 54 patients. The 
are aware that the interval is too short to evaluate the result 
of cancer surgery, but believe that certain conclusions can b 
drawn concerning late results of ureterosigmoid anastomosii 
Forty patients had bilateral ureterosigmoid anastomosis an 
cystectomy in one stage. Five had tw'O-stage procedures, an 11 
nine cases ureterosigmoid anatomosis alone was done. In 
authors believe that the cystectomy is much easier to perlorn 
at the time of ureterosigmoid anastomosis, and that the one-s ag 
operation does not increase the operative risk any more an^ 
second stage cystectomy would. There was not a ® 

fatality in the’54 patients, and 33 are still living. ■ 

patients who were operated on more than years ago 8, 0 
more than half, are still living and in comparatively g h 
The average survival of the patients who died “’J J ^ 
Antibiotics w'ere administered during Of 1 

live period, and only one patient Jas obtained 

total of 48 cases in which an ^ccura -jence of urinarj 

27 patients had no chills, fever, or other evidence 
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• Ihc other 21 had late sepsis of varying severity. The 
%cnce of air in the kidney pelvis, demonstrated roentgeno- 
[lically, following direct anastomosis has been mentioned as 
^^obiection to this method, but the authors feel that this is not 
Up '0 os 0^ postoperatively there was 

'ifin the kidney pelvis in only five kidneys. With one exception, 
iti; occurred in kidneys that were not functioning pre- 
cperalivcly. These patients had few symptoms, and sepsis was 
serious problem. The results of early and late postoperative 
Hcrctory urography compare favorably with reports of excre- 
lory urograms when other methods were used. The late devel¬ 
op,•uents of acidosis in patients who have had ureterosigmoid 
anastomosis is a problem, but is well controlled when recognized. 
Tbc establishment of a rectal pouch with a permanent colostomy 
may eventually prove to be the solution for this problem. 

Michigan State Medical Society Journal, Lansing 
50:1189-1192 (Oct.) 1951 

Cysts and Fistulas of Mouth, Head and Neck. J. M. Robb.—p. 1125. 
Gciialric Philosophy. F. C. Swartz.—p. 1128. 

Soigical Lesions ot Upper Abdomen in the Newborn and Infant. C. D. 
Benson.—p. 1131. 

Clironic Ulcerative Colitis in Veterans. H. J. Kullman and P. E. Schmitt, 
-p. 1133. 

Pleural Fluid. G. T. McKean.—p. 1137. 

Anesthesia in Chest Surgery. W. K. Wilner Jr.—p. 1141. 

Erophthalmos. A. D. Ruedemann.—p. 1143. 

Why the Necessity for Iodized Table Sait. J. L. Giles.—p. 1145. 
Application of Venereal Disease Control in General Health Program of 
the Michigan State Medical Society; Histcrrical Resume. R. S. Breakey. 
-p. 1147. 

Ameticanism and Moral Integrity. R. M. Ktemme.—p. 1149. 


Minnesota Medicine, St. Paul 

34:933-1044 (Oct.) 1951 

Hipetlrophlc Pyloric Stenosis. H. F. Flanagan.—p. 957. 

Avascuiat Necrosis; Report ot Cases Involving Distal End of Clavicle 
and Odontoid Process. E. T. Evans.—p, 970. 

Polraonary Tuberculosis and Carcinoma. G. A. Hedherg, G. G. Graham 
and W. H. Wierman.—p. 972. 

Cjlologlc Diagnosis of Uterine Malignancies. A. H. Wells.—p. 975. 

Accidental Deaths in Minnesota in 1950. A. B. Rosenfield and A. J. 
Chesley.—p. 983. 

Use of Wangensteen Suction in Surgery. A. Ochsner.—p. 99!. 

Procaine Amide in Treatment of Ventricular Tachycardia. A. Doscher- 
holmen,—p. 992. 


New England Journal of Medicine, Boston 

245:591-628 (Oct. 18) 1951 

Present Concepts Concerning Surgical Management of Duodenal Ulcer. 
.A. W. Allen.~p. 591. 

A Community Heart Program: Report of Three Years’ Experience. E. E. 

KaUwinVel. V. A. Getting, E. M. Morris and W. J. Zukel—p. 595. 
Common Pitfalls in X-Ray Diagnosis of Tuberculosis. J. D. Wassersug. 
-p. 598. 

Surjtical Treatment of Lymph-Node Melastases, G. W. Taylor.—p. 608. 


New Jersey Medical Society Journal, Trenton 

48:445-492 (Oct.) 1951 

and Industrial Dermatoses: Statistical and Analytic Survey 
of 3042 Cases. B. M. James and J, Bieiberg.—p. 448. 

Cancer Diagnostic Services in New Jersey. W. G. Bernhard, A. J. Cassel- 
man and E. L. Shatter.-p. 454. 

Psi'chosuigery. A. Crandell and E. Kessler.—p. 456. 
aroxysinal Arrhythmias in Case of Diffuse Toxic Goiter. S. Rainone. 
“P. 459. 

Treatment of Functional Aspect of Skin Diseases. R. Yontef.—p. 462. 
oral Rickets. W, H. Seward.—p. 464, 

Arachidic Foreign Body in Bronchus with Obstructive Emphy- 

Child Two Years of Age. G. A. Bradasch and L. Sciarrillo. 

ACTli and Cortisone in Allergic Diseases. W. B. Sherman. —p. 470. 

Intestinal Neoplasms. L. J. Boyd, VV. L. Mersheimer and 
1- Nightingale.—p. 474. 

Dermatoses.—James and Bieiberg analyzed the 
resiili * f 3,042 patients with dermatoses alleged to be the 
kasis * f ^ “'^‘^“Pdfional contacts. The diagnosis was made on the 
"ere ° d 'iTd physical examination, but patch tests 

used when necessary, and, in many cases, visits to the 


place of employment were made, or the manufacturer of the 
offending substances was asked for further information. When 
occupational etiology was not quite certain, the patient was 
usually given the benefit of the doubt. However, the authors 
saw cases of scabies, erythema multiforme, lichen planus, sec¬ 
ondary syphilis, lichen chronicus circumscriptus, pityriasis rosea, 
erythrasma, arsenical keratoses, balanitis diabeticorum, and 
Boeck’s sarcoid being treated as “ocupational.” The patients with 
skin lesions of real occupational origin were classified into nine 
different etiologic groups. The authors mention among others 
dermatitis'involving entire gangs of longshoremen who had been 
unloading drums of cashew nut oil, and the increased frequency 
with which pharmaceutical workers, doctors, dentists, and 
nurses are becoming sensitized to antibiotics. Trauma from glass 
wool used in insulation caused many cases of pruritus, as well as 
foreign body abscesses and furunculosis. Wet work caused 
lesions, particularly in patients with histories of atopic reactions. 
The dermatoses caused by petroleum products and solvents were 
simple erythema, vesicular bullous eruption, eczematous derma¬ 
titis, generalized exfoliative dermatitis, comedones, acne, fol¬ 
licular infections, abscesses, keratoses, epitheliomas, melanoses, 
depigmentations, multiple sebaceous cysts, atrophy, and telangi¬ 
ectasia. Xn increasing number of workers are being exposed to 
radiation hazards. The occupational infections observed included 
tuberculosis, yeast infections, tinea profunda, Madura foot, 
anthrax, erysipeloid, and brucellosis. Secondary infections were 
produced by a wide variety of organisms and were usually super¬ 
imposed on traumatized areas of skin. Occupational dermatoses 
are frequently superimposed on preexisting skin diseases, and 
such cases often lead to litigation. Preemployment examinations 
should if possible screen out persons with dermatoses likely to 
become aggravated by contact with certain substances. Cleanli¬ 
ness of environment lessens industrial exposure. Many cases of 
severe dermatitis resulted from over-treatment or from treating 
minor abrasions with sensitizers. Antibiotic ointments (peni¬ 
cillin) and chemotherapeutic ointments (sulfonamides) frequently 
increased the period of disability. 

New York Slate Journal ol Medicine, New York 

51:2295-2438 (Oct. 15) 1953 

•Modern Management ot Alcoholism. K. Goldstein and R. S, Kidder. 
—p. 2347. 

General Medical Care of Diabetic. E. W. Gates.—p. 2353. 

Use of ACTH and Cortisone in Certain Medical Diseases. B. M. Nor- 
cross.—p. 2356. 

Recent Advances in Treatment of Bronchial Asthma. C. E. Arbesman 
—p. 2361. 

Neuropsychiairic Disorders of Aged. I. J. Sands.—p. 2370. 

New Developments in Care of Aged Mentally 111. O. K. Diamond 
—p. 2375. 

Response of Human Urinary Bladder to Certain Pharmacologic Agenls- 
E. W. Corradini.—p. 2379. 

Method of Rapid Restoration of Neuromuscular Function in Poliomyelitis. 
A. W. Schenker.—p. 2383. 

Ascorbic Acid in Treatment of Burns. D. H. Klasson.—p. 2388. 
Experiences in Treatment of Rheumatoid Arthritis with Cortisone. 
S. Davison.^—p. 2393. 

Indiscriminate Transfusion: Critique of Case Reports Illustrating Hyper¬ 
sensitivity Reactions. R. D. Barnard.—p. 2399. 

Medical Problems in Diabetic Surgery. H. A. Cochrane and L Gross 
—p. 2403. 

New Vasodilating Agent. J. R. Murphy.—p. 2407. 

Newer Concepts on Surgical Management of Megacolon. F D. Conole 
—p. 2409. 

ACTH and Cortisone in Ophthalmologic Practice. F. P. Koch.—p. 2411. 

Modern Management of Alcoholism—^This paper is a report 
on experience with approximately 400 alcoholics between the 
ages of 19 and 75 at the University of Buffalo clinic for the 
rehabilitation of alcoholics. On the basis of this experience the 
authors recomend the following procedure for the treatment of 
the alcoholic in private practice: (1) evaluation of motivation 
for help; (2) medical, sociologic, and brief psychiatric history; 

(3) physical examination and indicated laboratory work; and 

(4) therapy to include treatment of physical abnormalities, edu¬ 
cation of the alcoholic regarding his problem including referral 
to Alcoholics Anonymous, and psychotherapy. In regard to the 
new methods of treatments with tetraethylthiuramdisulfide 
(antabuse-s) and adrenocortical extract that were given a thera¬ 
peutic trial in 25 and 13 patients respectively, antabuse'® re- 
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quires specialized medical and psychiatric investigation of the 
alcoholic, hospitalization, and even when used under ideal cir¬ 
cumstances is not without danger. At least for the present, 
antabuse® should be regarded as an adjunct to therapy in selected 
cases and should be used only by physicians familiar with the 
drug. Adrenal cortical extract has been of greatest benefit in 
treatment of the acute'phase and prevention of delirium tremens. 
Its usefulness in the interval phase remains to be evaluated. 
Much more investigative work is necessary regarding subclinical 
hypopituitarism or hypoadrenocorticism as a factor in causing 
and perpetuating alcoholism. Low urinary 17-ketosteroid levels 
must be evaluated individually on the basis of sex and nutrition. 
The eosinophil response to corticotropin (ACTH) would have 
to be determined in each person showing an abnormal eosinophil 
response to epinephrine. Furthermore, one can only wonder 
about the role of poor nutrition, especially depleted vitamin C 
content of the adrenals, in producing a poor response in eosino¬ 
phil tests. Lastly, each person would have to be evaluated as to 
the phase of shock, countershock, and exhaustion as outlined by 
Selye, and persons who respond poorly should be retested at 
intervals. 

Pediatrics, Springfield, III. 

8:455-602 (Oct.) 1951 

♦Protein and Amino Acid Requirements of Infants. A. A. Aibanese. 
—p. 455. 

Intracranial Complications of Congenital Derma) Sinuses, D. D. Matson 
and F. D. Ingraham.—p. 463. 

♦Effect of Carotid-Jugular-Anastomosis Operation upon Intelligence. J. W. 
Kessler.—p. 475, 

Pseudomonas Aeruginosa Infection as Complication of Therapy in Pan¬ 
creatic Fibrosis (Muco'vdscidosis). S. D. Garrard, J. B. Richmond 
and M. M. Hirscli.—p. 482. 

Isolated Cervical Lymphogranuloma Venereum in' Child. D. Roth and 
R. Schultck.—p. 489. 

Some Observations on Facial Paresis in Newborn Infant; Etiology and 
Incidence. W. R. Hepner Jr.—p. 494. 

Middlebrook-Dubos Hemagglutination Reaction: Study of Test in 
Children. H. W. Anderson and R. V. Platou.—p. 498, 

Clinical Survey of Vascular Complications in “Juvenile Diabetes 
Mellitus.” H. G. Grayzel and H. B. Warshall.—p. 506. 

Studies on Prematurity; IV. Influence of Fetal Maturity on 'Weight 
Lag Period. M. Steiner and W. Pomerance.—p. 513. 

Method of Obtaining Anaerobic Arterial Blood Samples from Infants. 

F. E. Hyttcn and R. B. Cherry.—p. 518. 

Fibrous Sternomastoid Tumor of Infancy. J. Gruhn and E. S. Hurwitt. 
—p. 522. 

Production of Congenital Defects in Offspring of Pregnant Mice Treated 
with Cortisone: Progress Report. F. C. Fraser and T. D. Fainstat. 
—p. 527. 

Pseudocyst of Pancreas in Childhood. J. Mithoefer.—p. 534. 

Congenital Megacolon (Hirschsprung’s Disease); Follow-up on 82 
Patients Treated Surgically. O. Swenson.—p. 542. 

Clinical Observations on Trichocephalus Trichiurus (Whipworm) In¬ 
festation in Children. R. C. Jung and P. C. Beaver.—p. 548. 

Protein and Amino Acid Needs of Infants.—Protein provides 
the child with the basic building material for growth. In this 
f country, human or cow’s milk is the principal protein-containing 
od of early infancy. The average protein content of human 
' ilk is 1.25%; that of cow’s milk, 3.5%. Since the proteins of 
both milks contain abundant and comparable arnounls of all 
the amino acids essential for growth, the protein needs for 
growth are automatically met by providing sufficient milk of 
either variety. The author stresses, however, that unsupple¬ 
mented breast feeding of infants beyond the third month^ is 
nutritionally inadequate. For evidence to support this claim, 
he cites studies carried out on Chinese children, who are for the 
most part breast-fed. Nutritional inadequacy of unsupplemented 
breast feeding of infants beyond the third month of life arises 
primarily from quantitative rather than qualitative limitatioiis of 
certain amino acids. On the basis of amino acid composition 
data and tbe biologic value of a number of proteins tested in 
infants, it appears that to overcome the defects of this feeding 
practice that still prevails in large areas of the world the neces¬ 
sary diet supplements should be derived principally from animal 
protein sources, milk and meat, rather than cereal proteins. The 
; cereal proteins, wheat and corn gluten, appear to be unsatisfac- 
tory supplemental foods because of their lysine deficiency. The 
; tryptophane deficiency of corn proteins is not critical since the 

i tryptophane needs of the infants are provided in the mother’s 

; milk. However, the poor absorbability of corn gluten, possibly 
due to an amino acid imbalance, does not recommend the use 
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, —ouj-ucrtii jiuur as an infant fnAri 

supplement has been amply demonstrated, and where 
lack of animal proteins for infant feeding, soybean milk row k! 
employed to advantage. 


Carotid-Jugular Anastomosis and Intelligence.—The carotid 
jugular anastomosis operation was designed to increase the cere'- 
bral circulation in the hope of improving the mental abililies of 
retarded children as well as procuring other beneficial effects in 
children and adults suffering from such physical disabiliiies as 
convulsive disorders and sensory-motor impairment. The 33 
cases reported in this study all concerned children who had had 
standard psychometric tests before and after surgical treatment. 
On the basis of the data reported in this paper, the earlier asser¬ 
tion by other authors “that this procedure represents the first 
successful attempt at correction of mental retardation on an 
organic basis” is not fulfilled. The improvement in two case; 
presented in the first published report by these authors has nol 
been sustained by later study. The statement that children witli 
intelligence quotients between 40 and 60 show the greatest ini' 
provement is contradicted by the present author’s findings. There 
is virtually no evidence iti this study (significant improvement ir 
1 case out of 33) for crediting the carotid-jugular anastomosi; 
with improvement of the intellect. The majority of the patient! 
in these cases were tested several months after surgery so tha 
whatever improvement was going to occur should have beet 
manifest, according to the statement of McKhann, Belnap, am 
Beck that “improvement usually begins to appear in the retardet 
children •ft'ithin the first two postoperative months.” 


Psychoanalytic Review, Albany, N. Y. 

38:305-406 (Oct.) 1951. Partial Index 

Types of Activity in Psychoanalytic Technique. G. Frumkes.—p. 30S. 
Agoraphobia as Manilestaiion of Schizophrenia: Analysis of Cast 
W. Sebmideberg.—p. 343. 

Contribution to Psychoanalytical Study of Projection and Introjection 
J. Flescher.—p. 353. 


Public Health Reports, Washington, D. C. 

66:1263-1302 (Oct. 5) 1951 

Body Mechanisms in Progressive Tuberculosis. H. M. Payne.—p, 126; 
Nursing in Tuberculosis Hospitals. M. B. Naylor.—p. 1272. 


Rocky Mountain Medical Journal, Denver 

48:729-810 (Oct.) 1951 

Presidential Address. H. C. Bryan.—p. 751. 

Cerebral Palsy; Spasticity. 'W. L. Minear.—p. 757. 

Irreducible Minimum in Maternal Mortality. P. D. Bruns.—p. 767. 
Echinococcus Disease; Report of Four Cases Contracted in the Unite 
States. J. H, Carlquisl and R. J. Dowell.—p. 773. 

Spina Bifida. W. E, Reckling.—p, 776. 


Southwestern Medicine, El Paso, Texas 

32:325-360 (Oct.) 1951 

Management of Acute Cholecystitis. L. Goldman.—p. 341. 

Hazards of Delay in Gallbladder Surgery. R. S. Sparkman.-p. 31' 

32:361-396 (Nov.) 1951 

Surgery in Pulmonary Disease. J. W. Gale.—p, 372. j r r 

Nonpenetrating Injuries of Abdomen. C. J. Miangolarra and c. 
Craighead.—^p. 379. 


V'irginia Medical Monthly, Richmond 

78:581-634 (Nov.) 3951 

Brief History of Medical Society of 'Virginia and Its Functions. C. L 

The'*“L.”E.^Cell’’-Phenomenon of Diagnostic Valuy" People w'< 
nated Lupus Erythematosus. J. E. Stevens, J. F. Wine, A. PP 

M. E. Rader.—p. 590. , P Barrett J. B, Funk 

Evaluation of Epilepsy Program m Virginia. J. E. Barr t, 

houser, D. L. Harrell and others. P- 59»- Henatic Cirrhosis 

Endometrial Hyperplasia in Elderly Women with Hepatic c 

F. L. Apperly.—p. 602. . , „ , c b. Carpenter ant 

Laboratory Aids in Diagnosis of Bone Lesions. . 

J. T. Tucker.—p. 603. 
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Acta Chinirgica Scandinavica, Stockholm 

i 102:87-166 (Oct. 6) 1951. Partial Index 

* Fractures of Upper Thoracic and Cervical Vertebral Bodies. O. Olsson. 

MKhanhm of Cervical Radicular Lesions Resulting from Friction or 
Forceful Traction. R. Frykholm.—p. 93. 

Eitradural Hematomas: Survey ot Cases Covering 20-Year Period with 
Special Reference to Diagnosis. H. Brodin.—p. 99. 

Sninal Anesthesia and Hypotension Headache. K. Boman.—p. 110. 
•SOTplomycin in Surgical Treatment of Bone and Joint Tuberculosis. 
S OrclI.—P- n3^ 

•Comparison Between Clinical Results and Bacterial Sensitvity Tests in 
Treatment of Urinary-Tracl Infections with Chemotherapy. G. Giettz 
and B. Gullbring.—p. 121. 

Lateral Aberrant Thyroid Cancer. A. Olsen.—p. 128. 

Ultimate Results After Transurethral Prostatic Resection. H. Sommer- 
feWt.—p. 135. 

Prognosis and Treatment of Congenital Atresia of Esophagus. M. Sulamaa, 
L. Gtipenberg and E. K. Ahvenainen.—p. 141. 

Slrcplomycin in Bone and Joint Tuberculosis.—At the St. 
George Hospital in Stockholm 250 ptients, 31 with spondylitis, 
14 with trochanteritis, and 205 with joint tuberculosis, were 
given surgical treatment combined with chemotherapy. The 
lesions were excised under a protecting “umbrella” of strepto¬ 
mycin and penicillin applied .as dry powder (1 to 3 gm. of 
streptomycin and 200,000 to 600,000 units of penicillin) to the 
wound. The antibiotics were also administered intramuscularly 
and in combination with p-aminosalicylic acid by mouth accord¬ 
ing to the following schedule: treatment began and ended with 
the oral administration of p-aminosalicylic acid in daily doses 
of 10 to 14 gm. For 14 days, starting 3 days before the surgical 
intervention, 1 gm. of streptomycin divided in two doses, and 
penicillin (500,000 units divided in two doses or 300,000 units 
ot procaine penicillin in one dose) were given daily by intramus¬ 
cular route. Administration of p-aminosalicylic acid was reduced 
or completely discontinued during this period. The maximum 
(oilow-up period has been only two years, which is too short to 
permit definite evaluation of the results. Primary healing was ob- 
tainecl in all instances. Sinus formation and prolonged suppura- 
lion did not occur, and tuberculosis did not recur, even after 
surgical intervention in early stages of the disease. Radical sur¬ 
gery seems to be effective when streptomycin and penicillin in 
powder form are applied locally to the wound. Results obtained 
suggest that by treating sinuses, bone lesions, and joint capsules 
(synovectomy) by the author’s method, it will probably be pos¬ 
sible to shorten the duration of treatment and to prevent func¬ 
tional disturbances as well as relapses. 

Chemotherapy in Urinary Tract Infections.—Clinical results 
were compared with results of bacterial sensitivity tests in vitro 
in 200 patients with urinary tract infections treated with sul¬ 
fonamide compounds, penicillin, and streptomycin. Sulfametha¬ 
zine was given in doses of 1 gm. or 0.5 gm. five times daily, 
penicillin in doses of 400,000 units daily, and dihydrostreptomy¬ 
cin in doses ot 1 to 2 gm. daily. Bacteriological examination of 
Ihe Urine was carried out before and after the treatment, and 
us a rule at least once weekly during prolonged treatment. 
Baclcria that had shown sensitivity in vitro to 20 mg. of sulf¬ 
amethazine per 100 ml. of culture medium, to 16 units of 
penicillin, and to 125 7 of streptomycin per milliliter of medium 
disappeared from the urine in most of the patients after adminis- 
hation of the respective drugs. Bacteria that were resistant in 
vilro lo 80 mg. of sulfamethazine per 100 ml. of culture medium, 
jo 64 units of penicillin, or to 500 7 of streptomycin per milH- 
mcr as a rule persisted in the urine of patients given chemo- 
mcrapy. Of the 108 bacterial strains that were sensitive in vitro, 
all but 7 disappeared from the urine during chemotherapy. Of 
•he 180 strains that were resistant in vitro, only 8 responded to 
chernothcrapy. Discrepancy between clinical results and those of 
m 'itro sensitivity tests thus was observed in 5% of the clinical 
m.Rcrial. Bacteria sensitive to 80 mg. of sulfamethazine per 100 
•B • of culture medium to 64 units of penicillin or to 500 7 of 
5 rcpiomycin per milliliter of medium formed an intermediate 
croup. In infections due to these bacteria, chemotherapy yielded 
good clinical results in some instances, but was ineffective in 


Bol. Soc. Chilena Obsf. y Ginec., Santiago 

16:129-154 (Aug.) 1951. Partial Index 

•Placenta Accreta. H. Cabrera, J. Claramunt and E. Pena.—p. 129. 

Placenta Accreta_^In 86,983 deliveries at a maternity hospital 

in Chile during the last six years, 12 cases of placenta accreta 
were observed, a frequency of 1 case per 7,248 deliveries. Seven 
of these women delivered at full term, and five delivered after 
6V4 to 8Vi months of pregnancy. Ten women had had one or 
more abortions, eight one or more uterine curettages, five reten¬ 
tion and manual extraction of the placenta in one or more previ¬ 
ous deliveries, one a cesarean section, two endometritis, and two 
cured syphilis. Placenta accreta is diagnosed during the third 
stage of labor when there is difficulty in spontaneous elimination 
of the placenta, acute uterine hemorrhage, and no response to at¬ 
tempts at manual extraction of placenta and to the administra¬ 
tion of posterior pituitary injection. In two of the reported cases 
the placenta accreta was total, in six it was partial with placenta 
praevia and uterine bleeding since pregnancy, and in four it was 
partial without bleeding during pregnancy. Uterine bleeding dur¬ 
ing the third stage of labor was acute in all cases. In seven pa¬ 
tients the treatment consisted of manual extraction of the pla¬ 
centa and instrumental cleaning of the uterus. One of the patients 
died from blood loss two hours after extraction of the placenta. 
Hysterectomy was performed in the remaining five cases, with 
two deaths occurring from hemorrhage. Supplemental treatment 
in all cases consisted of administration of oxytocic drugs, dextrose 
solution, blood transfusions, and drugs for control of general 
infection. Manual or instrumental extraction of the placenta is 
indicated when there are neither complications nor previous 
uterine bleeding of long duration, but hysterectomy is indicated 
in cases complicated by placenta praevia, bleeding since preg¬ 
nancy, and the failure of manual or instrumental vaginal 
procedures. 

British Medical Journal, London 

2:921-986 (Oct. 20) 1951 

The Spread ot Influenza: Evidence from 1950-1951. A. Isaacs and C. H. 
Andrews.—p. 921. 

Relation ot Adrenal Cortical Function to Scurvy in Guinea-Pigs: Pre¬ 
liminary Experiments. B. E. Clayton and F. T. G. Prunty.—p. 927. 

Preparation ot Clean Chemical Solutions with Special Reference to 
Radioactive Phosphorus Solutions for Clinical Use. G. E. Harrison 
and W. H. A. Raymond.—p. 930. 

Some Autoradiographic Studies of Non-Uniform Distribution ot Radio¬ 
active Phosphorus in Tissues. L. F. Lamerton and E. B. Harriss. 
—p. 932. 

Chromaffin Tumor with Chronic Hypertension. G. Lumb.—^p. 936, 

Treatment of Chronic Otorrhoea with Chloramphenicol. R. S. Lewis and 
J. D. Gray—p. 939. 

Pethidine and General Anaesthesia. M. Johnstone.—p. 943. 

Uric-Acid Levels in Blood and Plasma. H. E. Archer and E. Rhoden 
—p. 947. 

Epidemic of Bornholm Disease: Preliminary Report. J. B. M. Davies and 
J. F. Warin.—p. 948. 

Uneven Distribution of Radioactive Phosphorus in Tissues.— 
For the estimation of the radiation received by tissues after the 
administration of radioactive isotopes, it is generally assumed that 
there is a uniform or continuous distribution of isotope within 
a partciuiar tissue. It was found, however, that autoradiographs 
of sections of rat liver and spleen following intravenous injection 
of P"‘4 (as Na-HPOf) in isotonic sodium chloride solution had a 
very “spotty” appearance, indicating uneven distribution. After 
intraperitoneal injection the isotope was distributed reasonably 
uniformly. The authors describe the preparation of tissues for 
autoradiography and the making of contact and stripping film 
autoradiographs. They also found at autopsy nonuniform dis¬ 
tribution of radioactivity in the liver, spleen, and tumor tissue of 
a patient with metastatic sarcoma who had received intravenous 
injections of P3= 17 days before death. The radioactivity of these 
tissues, as determined by a liquid counter, were as follows; liver, 
0.035 AC. per gram; spleen, 0.046 ac. per gram; secondary tumor, 
0.029 AC. per gram. Autoradiographs of smears of the original 
solution indicated that particulate material was present that 
concentrated the activity. This particulate material can arise in 
preparation of the active solution or as a result of allowing the 
solution to stand in a syringe, unless special precautions have 
been taken. The nonuniformity of activity resulting may consid- 
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very other day. .Results ,w^re,good, proving that rheumatic fever 
may be trea ed with this method. Definite but transient eosino- 
pnilia was observed in patients who received blood of pregnant 
women while the number of eosinophils did not change in pa¬ 
tients who received normal blood. The increase in ll-oxycorti- 
costeroid excretion was pronounced after transfusion of blood 
of pregnant women but slight after transfusion of normal blood, 
excretion of I7-ketosteroids remained unchanged. The erythro¬ 
cyte sedimentation rate decreased after transfusion of pregnant 
women’s blood, but not after transfusion of normal blood. It is 
suggested that greater amounts of progesterone, estrogen, and 
gonadotropin are present in the blood of pregnant women, as 
well as significant amounts of cortisone. Further studies are 
needed to test this assumption and to prove that blood from 
pregnant women has a corfisone-like action in patients with 
rheumatoid arthritis and rheumatic fever. 


Polidinico (Pract. Sect.), Rome 

58:1025-1056 (Aug. 13) 1951 

Acute Septic Osteomyelitis of Vertebrae; Clinical Observations and 
Therapeutic Conclusions. F. Romeo.—p. 102S. 

Technique of Intrabronchial Catheterization- “Under Direct Vision” 
With Aid of Metras Tube. C. Scarinci and E. Ciamillo.—p. 1032. 
’'Angiopneumocardiography in Streptomycin Therapy of Pulmonary Tuber¬ 
culosis. E. Fasano and O. Gasparri.—p. 1036. 

Angiopneumocardiography in Pulmonary Tuberculosis.—^Angio- 
pneumocardiography was performed in 107 patients with pul¬ 
monary tuberculosis to evaluate the effect of streptomycin 
therapy with regard to injuries of the blood vessels. The examina¬ 
tion proved that anatomic vascular damage was related to the 
type, extent, and number of tuberculous foci. When exudative 
foci of recent formation were localized in one or more zones, 
angiopneumocardiograms were normal, indicating that strepto¬ 
mycin can be carried to the foci in sufficient doses. With small 
ulcerations not easily detected by standard radiography, angio¬ 
pneumocardiography revealed irregularities and diminution of 
the network of vessels. In cavitary tuberculosis of recent forma¬ 
tion decreased circulation was observed in the region of the 
cavity. In cavitary tuberculosis of long duration absence of cir¬ 
culation was more pronounced, and irregularities of the blood 
vessels extended to the adjacent areas. This diminished vascular¬ 
ity in cavitary tuberculosis explains the failure of streptomycin 
therapy, in that the antibiotic does not reach the foci in sufficient 
concentration. In all these patients angiopneumocardiograms 
taken' before and after streptomycin therapy were the same, 
proving that the vascular damage of a tuberculous lung is 
irreversible. 


58:1185-1216 (Sept. 17) 1951 

Myoedema. A. Pozzi.—p. 1185. 

‘Anesthetic Bath” of Sympathetic Nervous System and Its Applications 
in Renal Pathology. G. Dell’Adami and A. Francliini.—p. 1190. 
Excretion of ll-oxycorticosteroids and Il-desoxycorticosteroids in Urine 
of Normal Persons and of Patients with Addison’s Disease and Chronic 
Arthritis. L. Di Girolamo, L. Natoli, V. Patrono and others.—p. 1197. 

“Anesthetic Bath” in Renal Lesions.—The technique of infiltra¬ 
tion anesthesia called “anesthetic bath” was employed in 52 
middle-aged patients with anatomic and functional lesions of the 
kidneys and ureter. This method consists of injecting very slowly 
large amounts of an anesthetic in low concentration in the cellu¬ 
lar-adipose tissue surrounding the sympathetic nervous system. 
The lumbar region is the area of choice because its topography 
and the presence of adipose retroperitoneal cellular tissue en¬ 
hance diffusion of the fluid. This surrounds a large area of the 
sympathetic nervous system and paralyzes its sensory and motor 
fibers. A dose of 250 cc. of procaine hydrochloride in 30% 
concentration was injected in the patients. Results were immedi¬ 
ate and the treatment was almost definitive in 15 patients with 
calculous renal colic in whom pain subsided within few minutes. 
Spontaneous passing of a calculus occurred in three of these 
patients after two anesthetic baths. In 24 patients with chronic 
nephralgia the pain was relieved more slowly and reappeared 
after 8 to 12 hours, making additional anesthetic baths neces¬ 
sary. In 10 patients who had pyelitis or ureteritis an antibiotic 
was administered with the anesthetic bath. Good results were 
also obtained in four patients with anuria. Side-effects were 
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not observed in any of the patients and the general condition 
was not impaired. Anesthetic bath is the simplest and casino 
technique of infiltration anesthesia. Its therapeutic effect is mn 
complete and lasts longer than that obtained with recionai in 
filtration and nerve block. ‘ 


Prensa Medica Argentina, Buenos Aires 

38:2121-2186 (Aug. 24) 1951. Partial Index 

General Pathalogy of Bronchial Stenosis. A. de Paula.—p. 2127 
•Uremic Lung. M. Kabanchik and M. KJeimans.—p. 2143, 

Lung in Uremia.—Clinical and roentgenographic pulmonar 
changes in patients with chronic renal disease accompaniei 
by severe uremia are probably due to increased azotemia, will 
or without cardiac failure; in nonfatal cases the changes dis 
appear as the urea level decreases and the clinical condition im 
proves. Clinical signs such as cyanosis, dyspnea, or cough ma 
be slight or may suggest pulmonary disease, but x-ray study 0 
the lungs shows that the one characteristic feature of uremi 
changes is that they are concentrated in the central part of th 
lung, leaving the peripheral areas free. Crepitant and suberep 
tant rales are heard by auscultation over the lung fields that hav 
characteristic roentgenographic shadows. These shadows are c 
the micronodulax, floccular, or pseudocavitary type and diffe 
from the roentgen shadows appearing in cardiac failure, miliar 
pulmonary tuberculosis, tumors, and other diseases of the luni 
The author believes that there are factors, as yet unknown, th: 
explain why these changes occur in the lungs of some patien 
and not in those of others. Three cases are reported. 


Presse Medicale, Paris 

59:1281-1300 (Oct. 6) 1951 

Notion of Time in Course of Pathological Piocesses. R. Leriche.—p. 128 
•Question of Obtaining a Cure of Renal Tuberculosis by Medicinal Trea 
ment. E. Chauvin, H. F. Chauvin and A. Orsoni.—p. 1281. 


Medicinal Treatment of Renal Tuberculosis.—The followir 
scheme was employed in treatment of 100 patients with tube, 
culosis of the kidneys: Each patient was given several 30-da 
courses of treatment with 30-day rest intervals between tli 
courses. Each course consisted of two periods. During the fir 
period of 10 days, the patient received 5 cc. of chaulrhoogra 0 
intramuscularly every second day. During the second period t 
20 days, the patient received daily 2 cc. of chaulmoogra .0 
intramuscularly, 2 gm. of streptomycin intramuscularly in t\v 
divided doses, and 7 to 14 gm. of p-aminosalicylic acid in gradi 
ally increasing doses. This continuous treatment caused littl 
fatigue to the patient and did not seem to induce strepfomyci 
resistance, since functional signs of improvement became man 
fest mainly within the first days of the second period. Resul 
of treatment should be evaluated only after three courses c 
treatment. Of these 100 patients, only 24 received three courst 
and were observed more than a year. Of the 24, 9 apparent! 
recovered with disappearance of functional disturbances as we 
as of pus and Koch’s bacilli from the urine. Three of (he nin 
patients had a recurrence of symptoms that subsided definitel 
after a fourth 30-day course. Eight patients were improved wit 
respect to cystitis and general condition, but pus and Koch 
bacilli were still present in the urine. The remaining seven p: 
tients were therapeutic failures. Recoveries such as those 0 
tained in the authors’ nine patients may not yet be considere 
permanent and may be expected only in patients with ear 
tuberculous lesions of the kidneys in the absence of cavitatio 
and pronounced changes of the ureters. 

59:1301-1320 (Oct. 10) 1951. Partial Index 
Appeal for Publishing Observations Concerning Medical Genetics, f 


Xh-r'AcUvitrof Calcium Salt of p-amihosalicylic Acid; Dot 
TmiLXZ Acid Exert Pituitary Antihormone Aeon .n Add.uc 

I Its Antibacterial Action? J. Desbordes. p. ■ _ Amidi 

Ventricular Paroxysmal Tachycardia with Procaine Atn 


iboHc Activity of Calcium Salt of p-Aminosalicylic Add. 
nus metabolic processes were studied systematical y P 
“h fhe calcium salt of p-aminosalicylm ac i 

IZTtVnte tod, weisht of the patients was .uctcaso 
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! of nitrogen retention rather than of water retention. 

I Mood volume was diminished according to the hematocrit 
i Tterminations. There was an increase in blood potassium levels, 
tendency toward acidosis, decreased concentration of blood 
codium- chloride, cholesterol, and glucose, and a tendency 
( toward ’hyperproteinemia. White blood cell counts revealed a 
i eosinophilia with a tendency toward an increased number 
of lymphocytes and a reduced number of neutrophils. Examina¬ 
tion of the urine revealed a tendency toward a fall in total 
nitrogenous constituents and in excretion of uric acid and 17- 
Ulostcroids. These results contrast with those obtained in pa¬ 
tients treated with corticotropin (ACTH). p-Aminosalicylic acid 
also exerts an effect opposite to that of corticotropin in tuber¬ 
culosis. Experimentally produced tuberculosis in mice and guinea 
pigs is aggravated by cortisone and corticotropin, whereas in 
human tuberculosis p-aminosalicylic acid has a favorable effect 
on generalized symptoms, such as fever, loss of weight, appetite, 
sweating. It is suggested that p-aminosalicylic acid inhibits the 
secretion or action of corticotropin in addition to its antibacterial 
action. 

Procaine Amide in Ventricular Paroxysmal Tachycardia,—Fav¬ 
orable results obtained by Mark and co-workers with procaine 
amide in treatment of ventricular arrhythmias induced the 
' French authors to try this drug in treatment of prolonged at¬ 
tacks of ventricular paroxysmal tachycardia. With the patient in 
recumbent position and the head lowered, the drug was admin¬ 
istered slowly (2 cc. or 200 mg. per minute) by intravenous route, 
under continuous electrocardiographic control and with measure¬ 
ments of arterial blood pressure taken every minute. From 2 to 
15 cc. were required to check the attack. Although undesirable 
clfects of the drug were not reported, it may be necessary to 
slow down and occasionally to discontinue the injection if 
severe nausea occurs or if hypotension, which is usually present 
in prolonged ventricular paroxysmal tachycardia, becomes more 
pronounced. Oral administration of procaine amide in daily 
doses of 4 to 5 gm. in divided doses, which later may be re¬ 
duced to 3 gm. and even to 2 gm., proved sufficient to prevent 
relapses and to interrupt subintrant paroxysmal attacks of ven¬ 
tricular tachycardia.. In patients with ventricular extrasystoles 
procaine amide also proved highly effective when administered 
orally in divided doses of 1 to 3 gm. daily. 

^ Proceedings of Royal Society of Medicine, London 
44:773-828 (Sept.) 1951. Partial Index 
The 1951 tnfluenza Viruses. A. Isaacs.—p. SOI. 

Epidemiology of Influenza in Light of the 1951 Outbreak. C. H, An- 
drewes.—p. 803. 

luvcnilc Rheumatoid Arlhrilis (Still’s Disease). J. H. Middlemiss.—p. 805. 

44:829-904 (Oct.) 1951, Partial Index 
Analgesics as Supplements During Anaesthesia, W, W. Mushin.—p. 840, 
Some Structural Defects in Upper Uterine Segment, Associated with 
Abnormal Uterine Action in Labour. A. C. Palmer.—p. 867. 

Activity oI Cervix ot Human Uterus and Its Response to Drugs. H. O. 
Schild.-p. 869. 

Anatomy of Human Cervix in Pregnancy. P. E. Hughesdon.—p. 871, 
ibe Relapse Club Foot. A. T. Fripp.—p. 873. 

Rev, Asociacion Mcdica Argentina, Buenos Aires 

«S:277-316 (July 15-30) 1951. Partial Index 

Adrenaiectomy; Indications and Results. P. ■Wertheimer.—p. 277. 
voalica. G. Costa Bcrtani.—p. 300. 

Sciatica.—Discovery of the etiologic and pathogenic factors 
in cases of intractable sciatica of long standing is essential for 
Correct treatment. Genitourinary disorders, congenital spinal 
nnotnaUcs, flat feet, bony alterations in the feet and legs, osteo- 
nrlhriiis ot the lumbar spine, radiculitis of various kinds, and 
in cctioiis diseases such as typhoid, brucellosis, and influenza 
ntny give rise to low back pain. The pain simulates that caused 
y isk pressure, whether there is radiation along the trunk of 
e great sciatic or not. The author believes that a thorough 
PiirTh-'”" will disclose the true cause of the 

and t w should be made by a general practitioner 

not by a specialist, because the general practitioner is in a 


better position to evaluate the data obtained. Careful interro¬ 
gation .and, a.complete .history; will .also .be helpful in making 
a correct diagnosis. The treatment of choice is medical. Ortho¬ 
pedic and surgical treatment have special indications. Eighty 
per cent of the author’s patients ■were relieved by medical means; 
the other 20% required orthopedic or surgical treatment. He 
stresses the fact that correction of an underlying cause will often 
cure even longstanding sciatica. 

Revisla Brasileira de Cinirgia, Rio de Janeiro 

22:1-78 (July) 1951. Partial Index 

♦Treatment of Carcinoma of Bladder. G. S, de Gouvea.—p. 3. 

Treatment of Bladder Carcinoma.—^Total cystectomy is the 
most rational and effective method of treating urinary bladder 
carcinoma if it can be carried out before metastases appear. The 
conservative attitude of many urologists is not warranted, be¬ 
cause the neoplasm in its early stages is confined to the bladder 
and radical surgery at this time may result in cure. Many pa¬ 
tients who formerly would not have been benefited by surgery 
can now undergo operation safely because of the use of anti¬ 
biotics, methods of prevention and treatment of shock, newer 
concepts of water, saline, and protein balance, and other techni¬ 
cal advances. The author lists four classes of neoplasms as re¬ 
quiring total cystectomy: (1) papillary carcinomas of low malig¬ 
nancy which tend to recur; (2) papillary carcinomas of low malig¬ 
nancy in multiple locations; (3) infiltrating papillary carcinomas 
and infiltrating carcinomas of whatever size and degree of malig¬ 
nancy located at the base of the bladder or connected with the 
ureteral meatus or the neck of the bladder; and (4) papillary 
carcinomas, infiltrating papillary carcinomas, and infiltrating 
carcinomas, of whatever degree of malignancy or location, when 
they are large or medium-sized. The urinary stream is diverted 
either before cystectomy or concurrently. The author considers 
ureterosigmoidostomy the ideal procedure; death seldom re¬ 
sults from the operation and the urinary stream diversion does 
not interfere with any occupation or social activity. He has per¬ 
formed the operation for various reasons in more than 90 cases 
with complete success. Most of the 41 cases of urinary bladder 
carcinoma reported here were so far advanced that cystectomy 
was carried out as a palliative measure; nevertheless, of 18 living 
patients, 1 has survived for 13 years; 1 for 6 years; 1 for 5 
years; and 13 for from 1 to 3 years. 

Revisfa Clinica de Sao Paulo 

27:79-100 (July-Aug.) 1951. Partial Index 

•Acule Case of Chagas’ Disease; Treatment with New Drug. O. M. 
de Barros and D. P. Nogueira.—p. 79. 

New Drug in Acute Chagas’ Disease.—Carbidium sulfate 
(168C49) proved effective against experimental Trypanosoma 
cruzi infections in mice. It has no toxic effects when administered 
intravenously in spaced doses. The authors used it in treatment 
of a 14-year-old girl with acute Chagas’ disease. She had had 
unilateral periorbital edema and other ocular symptoms with 
fever for a month, and showed enlarged cervical, submental, and 
preauricular lymph nodes on the right side. She gave a history 
of having been bitten several times by Triatoma bugs. Daily 
blood smears for one week preceding treatment consistently 
showed large numbers of T, cruzi parasites. The patient was 
febrile throughout this period, with persistence of Romafia’s sign. 
The area of the roentgen shadow of the heart was increased 
24% above normal. Sixteen milligrams (0.5 mg. per kilogram 
of body weight) of carbidium sulfate in a 0.5% solution, or 3.2 
cc. of the solution daily, was administered intravenously on 
five successive days. One-half the dose was given on the first 
day, in order to test the patient’s tolerance for the drug. No harm¬ 
ful effects were noted. Blood smears after the first series of 
treatments still showed active forms of T. cruzi, although in re¬ 
duced numbers. A new series was carried out, using 6.4 cc. 
of the solution daily (1 mg. of the drug per kilogram of body 
weight). Blood smears made after this series showed complete 
disappearance of circulating parasites, a phenomenon which 
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sometimes occurs in the natural evolution of the disease. Two 
months after treatment began the patient was discharged in per¬ 
fect health, with instructions to return in three months foi follow¬ 
up. The authors stress that her heart, which was enlarged before 
treatment, as a result of the disease, returned almost to normal 
size following treatment. This change apparently resulted di¬ 
rectly from the action of the drug. Further study and use of 
carbidium sulfate is needed to determine whether it is genuinely 
effective in treating the acute stage of Chagas’ disease. 


Revista Medica de Chile, Santiago 

79:553-614 (Sept.) 1951. Partial Index 

*Corlicotropin (ACTH) and Cortisone in Rheumatoid Arthritis. J. Zanartu 
M. Losada and V. Ide.—p. 558. 

•Absorption of Corticotropin (ACTH) by Respiratory Route. J. Grau, 
C. Larrain and I. Duque.—p. 588. . 

Corticotropin and Cortisone in Rheumatoid Arthritis.—Corti¬ 
cotropin (ACTH) and cortisone are indicated in rheumatoid 
arthritis as concomitant treatment with either gold or copper 
therapy. Cortisone alone or with corticotropin was given to 25 
patients with typical rheumatoid arthritis of long duration. Three 
of the patients had Felty’s syndrome. All of the patients had 
acute rheumatic symptoms that had not responded to previous 
treatment. The disease was advanced in 19 cases. The drug was 
given intramuscularly and/or orally. The initial dose was 100 
mg. of either drug. The maintenance dose varied between 25 
and 100 mg. of cortisone and between 10 and 40 mg. of corti¬ 
cotropin, either daily or at two or three day intervals up to a 
total dose of from 2 to 3 gm. for each course of treatments. 
The series was repeated two or three times at intervals of one 
month. Combined treatment with either gold or copper salts 
was given to 17 patients. The hormonal treatment resulted in 
the immediate control of local pain and inflammation, improve¬ 
ment of the general condition, appetite, physical strength, 
anemia, and leukopenia, and control of fever and of the symp¬ 
toms of infection in all patients, regardless of the stage of the 
disease. The erythrocyte sedimentation rate diminished to nor¬ 
mal early in 15 of 18 cases and late following treatment in one 
case. In two cases it did not change. In cases of Felty’s syn¬ 
drome splepomegaly and hepatomegaly greatly but temporarily 
diminished. The results of treatment were as good for patients 
with a negative response to the Thorn’s test of epinephrine- 
induced eosinopenia as for those with a positive response. Im¬ 
provement appeared later in the former patients than in the 
atter. The functional response of the joints was good in the 
ix patients in the early stage of the disease and poor in the 19 
patients with articular lesions. The disease recurred within the 
first two weeks after hormonal treatment in the majority of 
cases. Fifteen patients are still receiving hormonal treatment for 
recurrences. Ten patients have been observed for from 1 month 
to 324 days without any treatment. Remission has lasted from 
one and a half to six months after discontinuation of treatment 
for four patients. This group includes three patients who had 
the combined hormonal and either gold or copper treatment and 
one patient who had only the hormonal treatment. 

Absorption of Corticotropin by Lung.—Corticotropin (ACTH) 
aerosol was given by inhalation to six normal persons and three 
patients with bronchial asthma. The degree of absorption by 
the lung was determined by the lowering of the circulating 
eosinophils (Thorn’s test). The number of circulating eosinophils 
was determined every hour for three or four hours after inhala¬ 
tion of corticotropin aerosols.- The solution given by inhalation 
contained 32.5 mg. of corticotropin in 2 cc. of distilled water. 
The entire amount was given in a single dose. Oxygen under a 
pressure of 5 to 7 lb. (2.3 to 3.2 kg.) per square inch was used 
to vaporize the solution during inspiration. A valve prevented 
elimination of the aerosol during expiration. The response of the 
cireulating eosinophils in all nine cases was similar to that ob¬ 
tained after intramuscular injection of corticotropin. The fewest 
circulating eosinophils were observed within the first and second 
hour after administration of corticotropin aerosols. The patients 
tolerated inhalation well, complaining only of transient moderate 
salivation. 


Revue Medicale de Liege 


o:d//-/us (uct. 15} 1951 


Post-Transfusional Reactions and Compatibility Tests. P Jossi~n c-r, 
Eosinophiha and Diagnosis of Allergic Disorders. J. Lecomte ~n S’’ 
S!p“'"6r6 ° Metabolism in Infants. R. Houei' 


Eosinophilia and Diagnosis of Allergic Disorders.—Eosino- 
philia in the sense of formation and accumulation of more than 
400 eosinophil cells in 1 cu. mm. of blood may be associated 
with all the disorders and processes of sensitization due to ab 
sorption of foreign proteins, such as asthma, hay fever, echino- 
coecic cysts, allergic digestive disorders, attacks of urticaria 
Quincke’s edema, Loetfler’s syndrome, periarteritis nodosa 
pregnancy, helminthiasis, Hodgkin’s disease, secondary card 
noma of the liver, scarlet fever, copper and benzene poisoning 
certain forms of tertiary syphilis, leprosy, and Duhring’s dis 
ease. Eosinophilia may be even more pronounced in morbid o 
constitutional manifestations without any allergic component 
such as the familial high eosinophilia, Cazal’s polyneuritis 
eosinophil leukemia, erythremia CVaquez’s disease), and certaii 
types of severe cardiac decompensation. In anaphylactic shod 
i. e., on exposure to stress in Selye’s meaning of the term, ther 
is no eosinophilia. Because of this particular incqnsistency on 
because of the wide range of disorders associated with genei 
alized eosinophilia of the circulating blood, the latter has n 
diagnostic value in allergic disorders. In experimental allergy th 
phenomenon of Arthus may be considered as a good exampl 
of an eosinophil reaction. In man, cell infiltration in acut 
localized allergic reactions that are not of bacterial origin ina 
be composed occasionally of eosinophils produced in loco. Thi 
eosinophilia may be of some diagnostic value as an allergii 
manifestation, if it is associated with a spasm of the smooll 
muscles, with mucous hypersecretion, or with sudden appearanci 
of edema. Generalized or localized eosinophilia is produced bj 
molecules foreign to the organism, which at one time have anti 
genic properties but at another time do not have this function 
The presence of eosinophilia does not necessarily indicate ai 
allergic reaction, since eosinophilia occurs also with othe 
conditions. 


Revue du Rhumatisme, Paris 

18:447-506 (Sept.) 1951. Partial Index 

Morphology of Shoulder and Scapulohumeral Periarthritis. R. J 
Weissenbach and P. Pizon.—p. 447. 

Remarks on “Articulations” of Vertebral Bodies and Significance c 
Term “Amphiarthrosis.” J. LacapOre.—p. 456. 

•Six Months of Use of Cortisone and Corticotropin (ACTH) at Rheu 
matological Center of Purpan. E. Roques, C. Darnaud, R. BoUinell 
and others.'—p. 462. 


Use of Cortisone and Corticotropin at Rheumatological Center 
—During a six-month period 70 patients with various rheumatit 
conditions were given short courses of treatment with cortisom 
and corticotropin, the supply of these drugs still being small 
Cortisone was given first in doses of 200 to 300 mg. daily fot 
one to three days, then in daily doses of 100 mg. until the maxi¬ 
mum therapeutic effect was reached, and finally in daily main¬ 
tenance doses of 75 mg. and occasionally 50 mg. for three to 
eight days. The dosage of corticotropin varied considerably be¬ 
cause of variations in concentration and purity of the available 
preparations, but a daily dose of 100 mg. was administered in 
many cases and had to be maintained in order to obtain e 
desired effect. In the authors’ limited experience, it seemed that 
in patients with polyarthritis rapid recurrences were observed 
less frequently than had been reported by other workers, m 
provement of patients with recent chronic polyarthritis was o 
tained with a short course of treatment with cortisone an ' 
definitely maintained for three months after • 

of the drug. Cortisone already is considered of P«cti“ 
portance in the treatment of chronic polyarthritis associa 
little destruction of tissue. Chrysotherapy ^as combine ^ 
administration of cortisone in nine patients and with m 
tration of corticotropin in one patient. Total doses o Um. 
1.3 gm. of gold salt were given afforded 

30 days, and were well tolerated under the PJ° ^(.(ive in 
by the hormones. Corticotropin and J/’ a,Lts with 

one patient with myocardial infarction and in 
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arteritis of Buerger’s type, but on the other hand the risk of 
thromboembolism should not be underestimated. The authors 
aeree that these' drugs may precipitate endogenous tuberculous 
reinfection or aggravate an infectious process such as septic 
endocarditis, or produce pulmonary edema in patients with 
cardiac disorders of rheumatic origin. 


Riforma Mcdica, Naples 

65:893-916 (Aug. 18) 1951. Partial Index 

Insulin-Resistance of Immunity Type: Demonstration of Anti-Insulin 
Serum Factors with Antibody Characteristics. V. De Filippis and A. 
lannacconc.—p. 893. 

•Methonium Compound in Absorption Delaying Solution in Therapy of 
Arterial Hypertension; Preliminary Report. V. Masini and P. Rossi, 
-p. 898. 

Apparatus for Transfusion of Oxygenated Blood into Arteries. C. Sab- 
batini.—p. 900. 


Penlanicthonium Iodide in Hypertension.—Six patients with 
essential hypertension, 6 with hypertension and heart disease, 
8 with malignant hypertension, and 10 with hypertension due 
to subacute and chronic nephritis were given intramuscularly 50 
mg. of pentamethonium iodide in water solution. Responses oc¬ 
curred within 15 seconds after the injection. Systolic pressure 
dropped 60 mm. Hg'and diastolic pressure 30 mm. Hg. The fall 
in blood pressure persisted five hours and reached its maximum 
after one hour. Pronounced side-effects, like dizziness and symp¬ 
toms of fainting, occurred when the patient returned to a stand¬ 
ing position. 'Subsequently, 50 mg. of pentamethonium iodide 
in a 20% concentration of polyvinyl pyfrolidone were given 
intramuscularly to the same patients. Systolic pressure fell 50 
mm. Hg and diastolic pressure 25 mm. Hg. The hypotensive 
effect lasted six and one-half hours and reached its maximum 
one and one-half hours after the injection. Side-effects on arising 
occurred only in two patients. Best results were obtained in 
patients with essential hypertension associated with nephropathy 
and renal insufficiency, in whom the hypotensive effect sometimes 
lasted 48 hours. Electrocardiograms and blood flow recordings 
taken before and after the two injections showed no changes. 
Responses to the Hines and Brown test decreased after each of 
the two injections. The authors, comparing the results, suggest 
that intramuscular administration of pentamethonium iodide 
in a 20% concentration of polyvinyl pyrrolidone may be¬ 
come the treatment of choice for patients with hypertension. 
Tlus preparation should be used with caution because it tends 
to accumulate in the organism, and glomerular filtrate probably 
decreases. 


Scalpel, Brussels 

40:1125-1154 (Oct. 6) 1951. Partial Index 

'Treatment of Acute Penicillin-Resistant Osteomyelitis. P. Dewinne, P, Sol- 
breux and J. Legros.—p. 1125. 

I’cm'cillin-Rcsisfant Osteomyelitis.—The incidence of osteomy- 
riitis has declined since 1945 because penicillin is widely used 
m conditions leading to it (such as furunculosis, bronchopneu¬ 
monia, pyodermatitis) and in mild cases which are probably 
aborted before diagnosis can be established. Deaths resulting 
from osteomyelitis in children have disappeared in the authors’ 
practice. The course of the disease has been greatly modified 
by prolonged use of penicillin in massive doses. Surgical inter¬ 
vention is no longer necessary even when necrosis has involved 
^ diaphysis and sequestra are forming. Im¬ 

mobilization by plaster casts is still carried out, and hospitaliza¬ 
tion averages from three to four months. Patients have a slightly 
elevated temperature (37.2 to 37.7 C), beginning on the 8th or 
10th day of treatment and continuing for three or four months, 
he authors suggest that this fever, which begins as a result of 
infection, may later be due to the processes of tissue repair 
accompanied by metabolic disturbances and the resorption of 
O-vic material. Patients with slightly elevated temperature fre- 
giiently stem to be clinically and radiologically cured by the 
sixth week of treatment. Cases that do not yield to penicillin 
be cured by using aureomycin in addition. A 5-ycar- 
e child who had a Staphylococcus aureus infection received 
^^asstve doses of penicillin. His general condition was good, hut 
ic osteomyelitis progressed until there was a Brodie's abscess 


near the elbow of the affected arm and extensive bony destruc¬ 
tion of the diaphysis with fracture and beginning sequestration. 
Penicillin (800,000 units daily) was continued, but 400 mg. of 
aureomycin daily was given in addition. Three weeks later the 
abscess had disappeared and the bony structure of the diaphysis 
no longer appeared soft. Penicillin was continued at the rate 
of 800,000 units daily, but six weeks later the aureomycin was 
reduced from 400 mg. to 200 mg. daily, until treatment termi¬ 
nated. Five months after aureomycin was started, x-ray films 
showed a perfectly reconstituted cubitus. Aureomycin acts on 
pathogenic bacteria more rapidly than penicillin, thus prevent¬ 
ing massive liberation of toxins that dissolve bony tissue. This 
bacteriostatic action permits the leukocytes to sterilize the puru¬ 
lent liquid surrounding the bone and the sequestrum, which is 
then in an aseptic field and acts like a bony graft, being recolon- 
ized by the healthy bone. Aureomycin thus replaces surgery, 
which was formerly indispensable in treatment of osteomyelitis. 

Schwekerische medizinische Wochenschrift, Basel 

81:937-960 (Sept. 29) 1951 

Experiences with Cortisone and Corticotropin (ACTH) Therapy in Pri¬ 
mary Chronic Polyarthritis. A. Boni and A. Jung.—p. 937. 

♦Therapy of Rheumatic Diseases with Hormones. H. Doebeli.—p. 942. 
Cortisone in Treatment of Keratitis Disciformis and of Herpes Simplex 
Corneae. R. Moser.—p. 945. 

Temporal Arteritis; Case Treated with Cortisone. J. P. Doret, J. L. Roux 
and A. Rywlin.—p. 946. 

Significance of Adrenal Cortex in Allergic Processes. F. Gross and R. 
Meier.—p. 949. 

Effect of Cortisone on Urinary Elimination of Amino Acids. G. Milhaud 
and J. P. Doret.—p. 953. 

Hormone Therapy of Rheumatic Diseases.—^In 1949 Lewin and 
Wassen reported that they obtained favorable results with the 
combined administration of desoxycorticosterone acetate and 
large doses of vitamin C in treatment of patients with chronic 
polyarthritis. Investigators who subsequently tried this treatment 
reported contradictory results. Doebeli tried this combination 
in 80 patients and cortisone in 17 patients with various rheu¬ 
matic disorders of an average duration of 10 years. Desoxycor¬ 
ticosterone acetate and vitamin C rarely had any effect in chronic 
polyarthritis, in spondylitis deformans, or in arthritic and neu- 
ritic manifestations of gouty arthritis. Cortisone, on the other 
hand, had a surprising effect in chronic polyarthritis as long as 
its administration was continued. When treatment was inter¬ 
rupted, the original symptoms recurred, usually within two 
weeks. Many patients had an exacerbation following cessa¬ 
tion of treatment with cortisone. Similar effects were observed 
in spondylitis deformans. In chronic relapsing gouty arthritis, 
however, remissions persisted for long periods even after corti¬ 
sone treatment was discontinued. "When tried in the same pa¬ 
tients, cortisone was definitely superior to the combination of 
desoxycorticosterone and vitamin C. Even treatment with gold 
preparations was more effective than treatment with desoxycor¬ 
ticosterone and vitamin C. However, if this combination therapy 
is followed by the administration of gold salts, they may become 
active when they were not before. Gold preparations have a 
much slower and weaker effect than cortisone, but their thera¬ 
peutic effect is more lasting. 

Seftimana Medica, Florence 

39:333-352 (July 15) 1951 

Studies on Biological Action ot Mineral Water "Sorgente Panna.” G. 

Coronedi, G. Guidi and R. Marri.—p. 333. 

-Clinical Experiences* with Ethyl Biscoumacetate (Tromexair® Ethyl 
Acetate). V. Debenedetti and G. Limone. —p. 339. 

Case ^ of Severe Hypoprothrombinemia Due to Bishydroxycoumarin 
(DicumarolX). L. Tropeano.—p. 342. 

•Thrombosis Due to Strain: Primary Thrombosis of Axillary and Sub¬ 
clavian Veins, with Observations on Two Cases. G. Micheii-Pcllegrini 
and M. Rosselii.—p. 345. 

Ethyl Biscoumacetate in Thromboembolic Disease.—Fifty-nine 
patients with thromboembolic disease, including myocardial in¬ 
farction, phlebothrombosis and thrombophlebitis, pulmonary 
embolism, cerebral thrombosis, Buerger’s disease and arterio¬ 
sclerotic arteritis, coronary insufficiency, cardiac decompensa¬ 
tion with pulmonary infarction, and septic endocarditis with 
thromboembolic complications, were treated with ethyl bis- 
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coum^etate (tromexan® ethyl acetate). Administration of 1,200 
to 2,400 mg. in divided doses during the first 48 hours usually 
induces a therapeutically satisfactory prolongation of the pro¬ 
thrombin time. During the same time 12 patients were given 50 
mg. of heparin every 4 to 6 hours. Prothrombin determinations 
were performed once or twice daily using thromboplastins pre¬ 
pared by the authors from brain and lung of rabbit. A pro¬ 
thrombin activity of 20 or 30% of normal was regarded as 
optimum for therapeutic purposes. Daily doses of 300 to 600 mg. 
(1 to 2 tablets) of ethyl biscoumacetate were sufficient to main¬ 
tain this level. The treatment lasted from II to 142 days. Re¬ 
sults were good in patients with myocardial infarction, phlebo- 
thrombosis, thrombophlebitis, pulmonary embolism, in one 
patient with cerebral thrombosis, and one patient with septic 
endocarditis. Hematuria and epistaxis occurred in two patients 
and .were controlled by reducing or stopping administration of 
the drug. Gastrointestinal bleeding occurred in one patient, aged 
69, to whom vitamin K was administered. Hematuria associated 
with bleeding from the mouth and the skin occurred in one 
patient whose condition was critical before treatment was begun. 
These data suggest that ethyl biscoumacetate may play an im¬ 
portant part in anticoagulant therapy of thromboembolic dis¬ 
ease if prothrombin times are determined accurately. 

Thrombosis of Axillary and Subclavian Veins.—Thrombosis of 
the axillary and the subclavian veins caused by effort is reported 
in two healthy men, a student aged 20 and a delivery man aged 
38. Both patients complained of pain in the right arm that 
appeared after a strain. Function of the arm was not impaired, 
temperature was normal, and physical findings were normal ex¬ 
cept for swelling and slight cyanosis in the arm. In both patients 
dilated superficial veins were observed over the anterior part of 
the chest, the axilla, and the shoulder. Despite the doctor’s ad¬ 
vice, the student continued his athletic activity. Four days after 
the first trauma, a rise in temperature associated with dyspnea 
and rusty sputum confined him to bed. His temperature returned 
to normal after 48 hours. Rusty sputum reappeared seven and 
nine days after the first trauma, suggesting pulmonary embol¬ 
ism. The student participated again in athletics and one month 
later was well. The second patient received repeated diathermy 
treatment, and after one month the arm was normal and all 
disturbance had dlsapppeared. The authors review extensively the 
literature and discuss the therapy of this rare entity. They suggest 
that anticoagulant therapy may be useful in preventing pulmo¬ 
nary embolism. 


Thorax, London 

6:209-342 (Sept.) 1951 

Polythene Pack Operation for Pulmonary Tuberculosis. H. M. Davies, 
L. J. Temple and C. Stathatos.—p. 209. 

, Thoracoplasty Concomitant with Resection for Pulmonary Tuberculosis. 
■ V J. K. B. Waddington.—p. 230, 

Tuberculoma of Lung. E. N. Moyes.—p. 238. 

♦Avoidable Vascular Spread in Resection for Bronchial Carcinoma. J. A. 
Aylwin.—p. 250. 

Comparison of Role of Bronchial Arteries in Bronchiectasis and in Ex¬ 
perimental Ligation of Pulmonary Artery. F. B. Cockett and C. C. N. 
Vass.—p. 268. 

Veins of Oesophagus. H. Butler.—p. 276. 

Accuracy of Spirographic Recording at High Respiratory Rates. L. Bern¬ 
stein and D. Mendel.—p. 297. 

Subdiaphragmatic Haematocele Due to Pneumoperitoneum. E. G. W. 
Hofistaedt.—p. 310. 

Late Results in Transthoracic Herniotomies. T. C. Gertz, J, E. P. M. 
Regout and G. Thomsen.—p. 316. 

Measurement of Blood Pressure in Oesophageal Varices. P. Allison. 
—p. 325. 


Avoidable Vascular Spread in Carcinoma Resections.—Few of 
ibc \\\ patients who had undergone pneumonectomies for bron¬ 
chial carcinoma at the Thoracic Surgical Unit at Leeds before 
the end ot 1949 arc still alive. There are also indications that, 
althoug m rapcncatdial resection of bronchial carcinoma has 
reduced the >^nce of fecal recurrence, it is not affecting sur¬ 
vivals to the extent that might be expected from such an advance 
m treatment. Retrospective examination of the Leeds series had 
led to the behet that more practical attention might be paid to 
the role of the pulmonary veins in the spread of carcinoma to 
the rest ot the body. Aylwm shows that erosion of veins in 
bronchial carcinoma is both common and serious, and con- 
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tamination of the general circulation at operation should k, 
anticipated by tying the pulmonary veins inside the pericardium 
before manipulating the tumor. Without this modificaLn ? 
technique all subsequent vascular deposits cannot be consider'd 
unavoidable. Massive malignant emboli during pneumonectomv 
are rare, but two cases are described, and it is suggested that 
smaller ones occur frequently but are unrecognized. In gastric 
carcinoma it is possible that a similar process occurs in the porhl 
circulation, where prevention is simple with the thoracoab- 
dominal approach. Results of surgical treatment of both bron¬ 
chial and gastric carcinoma need to be improved despite the ad¬ 
vance of radical resection, and the importance of vascular 
spread has been neglected in planning surgical technique. 


Tubercle, London 

32:185-208 (Sept.) 1951 

Extrapleural Pneumothorax. D. Barlow.—p. 186. 

Pulmonary Tuberculosis Amongst Displaced Persons. E. Posner.—p. 194 
Thiosemicarbazone (T. B. 1); Year’s Experience of Its Use Alone and in 
Combination with PAS. R. Z. Ptaszynski and A. E. K. Salvi,—p. 197 . 

32:209-230 (Oct.) 1951 

Tests for Streptomycin Sensitivity of M. Tuberculosis on Solid Medium. 
J. Fielding.—p. 210. 

Currents of Action in Pulmonary Parenchyma (Preliminary Note). C. 
Xalabarder.—p. 214. 

Thiosemicarbazone in Chemotherapy of Tuberculosis: Report ot Piiol 
Trial Organized by the Research Committee of the British Tubercu' 
losis Association.—p. 217. 

Coincident Active Pulmonary Tuberculosis and Bronchia] Carcinoma 
B. Couts.—p. 223. 


Zentralblatt fiir Gynakologie, Leipzig 

73:1507-1570 (No. 19) 1951. Partial Index 
Menstrual Hygiene. D. Benthin.—p. 1512. 

Clinical Experience with Use of Vaginal Tampons. M. Brey.—p. 1514, 
Failure of Bone Marrow During Pregnancy. E. Fritze and G. Martiu!. 
—p. 1517. 

♦Diagnosis of Simultaneous Extrauterine and Intrauterine Pregnancy, 
T. K. PUtz.—p. 1522. 

•Pulmonary Abscess in Puerperal Sepsis. A. Verhagen.—p. 1530. 
•Therapy of Tetanus Following Criminal Abortion. G. Boerner.—p. 1533. 


Simultaneous Extrauterine and Intrauterine Pregnancy.—Three 
cases of simultaneous extrauterine and intrauterine pregnancy 
are reported. In one case early surgical removal of the ectopic 
pregnancy on the right side made it possible for the intrauterine 
pregnancy to be carried to term, and a mature female infant was 
delivered spontaneously. In the other two cases the intrauterine 
pregnancy was aborted and the extrauterine pregnancy was then 
treated surgically. The author stresses the diagnostic value of 
the puncture of Douglas’ pouch in such cases. 


Pulmonary Abscess in Puerperal Sepsis.—Puerperal sepsis de¬ 
veloped in a primipara, aged 21, and did not respond to sul¬ 
fonamide and penicillin therapy. On the 23rd day after delivery 
several pulmonary emboli developed, which presumably origi¬ 
nated from a pelvic venous thrombosis. Sputum examinations 
made subsequently revealed Bacterium coli, Bact. proleus, and 
Streptococcus viridans. Roentgenoscopy three weeks^ after t e 
pulmonary embolistn revealed a large opacity in the right lower 
lobe and a smaller one in the infraclavicular reg'O"- 
neither the sulfonamide nor penicillin therapy (over 5,00U,uuu 
units) seemed to be effective, treatment with “raymj! 
begun (250 mg. eight times daily) and continued for 20 da s 
(total dose of 40 gm.). At the end of treatment with 
the temperature had become normal and the abscess had healcd- 
The sputum, which had been profuse during the aureomyc.n 
therapy, rapidly decreased. Complete cure is ascribed to 
aureomycin therapy. 

Therapy of Tetanus Following Criminal 

reportS abortion had been induced during the seven h mon 

o "presnancy. T«.„«a »' 

only eight days. Treatment consis romnaratively small 

the unopened """l^jf^^hOTStresses that the removal of 

being only supportive. 
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BOOK REVIEWS 


Tohfrculosis Amons Children and Adulls. By J. Arthur Myers, M.D., 
PI, D Physician in Charge, Chest Clinic, Students’ Hfealth Service, Uni- 
vmitv of Minnesota, Minneapolis. Introduction by Alien K. Krause, M.D. 
W h chapters by O. Theron ClaBctt, M.D., F.A.C.S., and others. Third 
fdiiion Cloth. $12.50. Pp. 894, with 177 illustrations. Charies C Thomas, 
Publisher 201-327 E, Lawrence Ave., Springfield, Ill.; Blackwell Scientific 
Publications, Ltd., 49 Broad St., Oxford, England; The Ryerson Press, 
299 Queen St., \V„ Toronto, 2B, 1951. 


This volume covers tuberculosis with a completeness that 
leaves no phase of the disease untouched. It is organized into four 
principal parts; the first deals with tuberculosis in infancy; the 
second, with tuberculosis in childhood; the third, with tubercu¬ 
losis among young adults; and the fourth, with recent progress 
in tuberculosis control. This takes up more than half of the text. 
The treatment of the subject gives equal emphasis to the clinical 
phases of tuberculosis, practical measures for its control, and re¬ 
search efforts to improve therapeutic handling. Extensive atten- 
lion is given to new methods of treatment, particularly modern 
surgery and chemotherapy. The book is extensively documented, 
and each chapter has an excellent summary. The illustrations, 
including many roentgenograms, are adequate. As a reference 
book and a guide to the practicing physician, this treatise can 
be thoroughly recommended. 


Dlalhcrmy; Short-Wave Therapy, Inductothermy, Eplthcrmy, Long-Wave 
Therapy. By William Beaumont, M.R.C.S., L.R.C.P., Director of Physical 
Medicine, Westminster Hospital, London. Second edition. Cloth. 2Is. Pp. 
230, with 114 illustrations. H. K. Lewis & Co., Ltd., 136 Gower St., 
London, W.C.l, 1951. 

The physical principles of short wave and so-called conven¬ 
tional diathermy are dealt with in a readable and nonmathe- 
matical fashion. Because of the almost complete disappearance 
of the practice of “conventional diathermy,” the discussion re¬ 
lating to this subject is more of historical interest than practical 
value. It is generally felt that there is no critical evidence to sub¬ 
stantiate any effect of diathermy other than the thermal effect. 
One might question the soundness of the author’s opinion that 
there is an “athermal action,” Much of the text relating to clin¬ 
ical application considers methods of applying pad and air- 
spaced electrodes. Methods of applying conventional diathermy, 
an almost archaic practice, should have been replaced by 
discussion of microwave, diathermy; however, the author feels 
that there is insufficient clinical evidence to make it of definite 
therapeutic value. The purpose of the second edition is to inform 
the physical therapist and the English physician seeking the 
diploma for medical practitioners of the advances in knowledge 
of the behavior and application of high frequency currents. 
This group will find the text a good source for part of the infor¬ 
mation they desire. 


Blagnostic Standards and Classification of Tuberculosis. 1950 edition. 
I^^apcr. Pp. 64, National Tuberculosis Association, 1790 Broadway, New 
'otk 19, 1950. 

Need for a definite classification of tuberculosis was recog¬ 
nized cnrly in this century. In 1904, Dr. Edward Livingston 
Trudeau suggested this need to the National Association for the 
Study and Prevention of Tuberculosis. There followed, through 
the intervening years, the formulation of the tentative standards, 
ending in their final adoption by the National Association in 
Ixll. However, not until 1917 (during the early months of the 
Framington Health Demonstration) was the first edition of the 
Uingnostic Standards published. Through the ensuing years, 
<76nt other editions have been published; these include complete 
or partial revisions and several reprintings. In reviewing the vari¬ 
ous editions, one may follow the evolution of the present 
oy methods of diagnosis and classification of pulmonary 
hiberculosis. 

The ninth edition has undergone complete revision, so that 
current concepts arc embodied, and a chapter on screening clas- 

Sj published have been prepared by competent authorities 

stated represent the opinions of any official bodies unless specifically 


sification for mass roentgenographic surveys is added. The 
increasing use of mass chest surveys in industry, and cities and 
towns throughout the country has shown the need for a definite 
system of classification of the abnormalities noted on the filnas 
processed during these surveys. The classification for use in 
roentgen surveys should prove of great value. If followed in re¬ 
porting the results of chest surveys, this would mean uniformity 
of reports and comparisons. In the chapter on the classification of 
tuberculosis, a section on the location of lesions has been added. 
This follows the lackson and Huber terminology and classifica¬ 
tion of bronchopulmonary segments. Of greater interest, how¬ 
ever, is the recognition given to the refinements in laboratory 
diagnoses by culture methods and the changes made in the 
clinical classification as a result of these refinements. The term 
“arrested,” as used in this new terminology, differs considerably 
from that used in the old classification. Arrested as it is now 
used in the medical profession, will have to be discontinued, 
as patients may be classified as having arrested disease under 
the new terminology, even if they have an occasional positive 
sputum by smear. The term “inactive,” as described in the new 
classification, requires six months of stability of lesions as shown 
by roentgenograms, absence of constitutional symptoms, and, in 
addition, negative sputum, including cultures or animal 
inoculation. 

The new standards have introduced another change, in that 
the exercise requirement for clinical classification, has been 
dropped. A separate section has been introduced on the exercise 
status. Although the exercise status of the patient plays no part 
in the clinical classification, it is to be indicated in the diagnosis. 
A chapter on vocational rehabilitation has been added. This 
points out the need for physicians to direct and prescribe the 
gradual return of the inactive patient to reemployment and nor¬ 
mal living within the limits of his residual disability. The Na¬ 
tional Tubeculosis Association is to be congratulated on this fine 
piece of work. Their Standards have become so widely used and 
accepted throughout the world that it is imperative for all physi¬ 
cians who deal with tuberculosis to become acquainted with the 
terminology in the new edition of the Diagnostic Standards. 


Lcitfaden der Laparoskopie and Gastroskopie. Von H. Kalk, Prof. Dr. 
Med., leilender Ant der inneren Abteilung des Stadtkrankenhauses Kassel, 
und W. Briihl, Dr. Med. habil., Chefarzt der inneren Abteilung des 
Paulinehospitals Arolsen. Unter Mitwirkung von W. Burgmann, Dr. Med., 
Chefarzt des Sanatoriums "Dr. Schorlemmer” Bad Godesberg. Cloth. 27 
marks. Pp. 159, with 82 illustrations. Georg Thieme, Diemershaldenstrasse 
47, (14a) Stuttgart O; agents for U. S. A., Grune & Stratton, Inc., 381 
Fourth Ave., New York 16, 1951. 

The authors describe their technique with clarity in this book¬ 
let. The first two-thirds of the book is devoted to laparoscopy. 
The authors call attention to indications and contraindications, 
note the pitfalls that may be present and tell how to avoid them, 
and describe their instrumentarium. All this is clearly done, and 
the reader feels that he can carry out the procedures fairly well, 
especially after the suggested initial attempts on a cadaver. 
The accurate interpretation of what one sees requires practice 
and experience. The following paragraph taken from page 38, 
should have been printed in heavy black print, so that it would 
not be overlooked. “The patient must be carefully observed after 
the procedure [laparoscopy] to be on the alert for signs of hemor¬ 
rhage or emphysema of the skin. The patient should be kept at 
bed rest for one or two days after an uncomplicated case.” In 
other words laparoscopy is not an office procedure. The authors 
clamied to have gained a surprising amount of knowledge by 
use of the laparoscope. 

The booklet is well illustrated, with many colored pictures ob¬ 
viously painted from observation rather than from actual color 
photographs. Although the section on laparoscopy is well pre¬ 
sented, the value of the procedure is limited. The section on 
gastroscopy is equally interesting, and here, the authors are on 
firmer, better explored, ground. The book is well written in simple 
German; the printing is excellent, and the text is well arranged 
and conveniently divided and indexed. 
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queries and minor notes 


herpes simplex, the patient is a carrier, and the attacks result 
when skin resistance is lowered by infection or undue reaction 
to drugs or foods. Every effort, including obtaining of a pains¬ 
taking history, a search for foci of infection, and allergy studies, 
should be made to determine the cause. The treatment, in the 
meantime, consists of a diet elimination regimen, the adminis¬ 
tration of ephedrine, calcium, or antihistaminic agents, and the 
application of soothing lotions or ointments. 

LATENT BLOOD DYSCRASIA 

To THE Editor; — A young white woman has'for years had a 
purulent inflammation of the gingiva at the margin next to the 
teeth and, in addition, a bleeding tendency after the slightest 
touch; tooth brushing causes profuse bleeding of short dura¬ 
tion. There seems to be a worsening during pregnancy. Re¬ 
cently there has been a local tissue growth near one tooth; 
this disappears after it is touched with silver nitrate, but 
recurs soon afterward. There is a strong tendency to dental 
caries, but, owing to frequent care, the teeth are in good con¬ 
dition. Causes such as tartar or shortage of vitamins have 
been eliminated. Results of general physical and blood exami¬ 
nation are normal. Is there any effectual therapy? 

M.D., Holland. 

This inquiry was referred to two consultants, whose respective 
replies follow.—E d. 

Answer.— One is led to suspect from the careful history and 
clinical description that a systemic background of blood dys- 
crasia might be latent and might become obvious later. Appar¬ 
ently pregnancy is an aggravating factor. On the other hand, in 
spite of the apparent care taken in restoring the carious teeth 
and in scaling the teeth, very careful checking for local irrita¬ 
tion-is indicated. Improper contour of dental restorations and 
improperly' finished gingival margins of fillings may produce 
continuous and chronic gingivitis. Thorough local scaling and 
prophylaxis have cured severe chronic inflammation of the 
gingiva in many cases. 

Answer.— rMarked and persistent bleeding of the gingival 
tissue is associated with chronic gingivitis and chronic Vincent’s 
infection. "The chronic gingivitis is frequently due to deposits 
of calculus in the gingival sulcus and may be influenced by 
traumatic occlusion, food impaction, and, in some cases, altered 
gonadal hormonal activity. Exacerbations associated with preg¬ 
nancy are not unusual. In some cases of gingivitis associated 
with pregnancy, granuloma pyogenicum occurs on the gingiva 
as small vascular tumors. 

Acute Vincent’s infection becomes chronic when the condi¬ 
tion is not treated or is improperly treated. Marked gingival 
hemorrhage is frequently a symptom. The gingival margin is 
ecrotic and gives the appearance of accumulated exudate. This 
likewise associated with the presence of subgingival calculus 
and traumatic occlusion. 

Thorough subgingival scaling and polishing, intensive brush¬ 
ing, and adjustment of occlusion usually result in control if there 
is no underlying periodontitis. 

TREATMENT OF STERILE PLEURAL EFFUSION 
To THE Editor;— Given a pleural effusion, from which no or¬ 
ganism can be recovered, in an adult otherwise in good health, 
what is the treatment? If p-aminosalicylic acid and streptomy¬ 
cin arc indicated, for how long and in what dosage should 
they be given? M.D., New York. 

Answer.— Assuming there is no evidence of mediastinal 
lymphoma, metastatic malignancy, or heart disease, it is a rea¬ 
sonable assumption that the pleural effusion is tuberculous in 
origin. So long as definite organisms have not been recovered 
from the pleural fluid, sputum, or gastric washings, and, as long 
as the pleural fluid remains serous, repeated aspiration as nec¬ 
essary, is acceptable treatment. On the assumption that the 
process is tuberculous, p-aminosalicylic acid, 2 gm.- every two 
hours for five doses daily, may be used. There is considerable 
diflerencc of opinion as to the dosage of streptomycin in a case 
such as this. From 0.5 gm. every other day to 1 gm. per day 
is the range employed by various clinicians. Duration of drug 
therapy will have to be guided by the patient’s clinical course. 
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To THE Editor:—4 boy, 9 years old, has a smooth deflictin„ 
of the nasal septum and a low grade chronic infection nf a 
■antrum. There is 95% blocking. This patient is too youn,,l 
consider submucous resection. Is there any other procedZ 
that might be used? 1 have in mind a fracture of the seatm,, 
toward the midline. Is this feasible? ^ 2 ) Florida 


Answer.— The presence of a pronounced deflection of the 
nasal septum in a 9-year-old child does not necessarily consti¬ 
tute an indication for immediate correction. The problem should 
not be thought of in terms of correcting an anatomic deformity 
nor should the age of the patient be a deciding factor. Unless 
the deflected septum is accompanied by troublesome nasosinai 
and systemic symptoms, surgical intervention should not be con' 
sidered until a regimen of conservative medical therapy has beer 
found ineffective. Even moderate improvement should encour 
age the continuation of such a program. Submucous resectior 
of the septum should, however, be considered in the event 0 
disturbed respiration, inadequate paranasal sinus ventilation anc 
drainage, and, in the case of this child, the persistence of th( 
chronic maxillary sinus infection, despite adequate medical at 
tention over a period of months. Fractufe of the septum towan 
the midline is inadvisable. 


PITYRIASIS RUBRA PILARIS 

To the Editor: —A patient with pityriasis rubra pilaris ha 
been treated with high doses of vitamin A, x-ray therapy, aih 
injections of vitamin B plus liver, with no improvement. Itch 
ing and nervous tension have been the most troublesom 
symptoms. What is her prognosis? Is there any other type c 
therapy? Will this develop into a generalized exfoliativ 
dermatitis? Herbert F. Cowgill, M.D., Wadsworth, Ohio. 

Answer.— There are some cases in which pityriasis rubr 
pilaris shows improvement and even disappears after treatmer 
with vitamin A administered orally in large doses. Others respon 
to treatment only when the vitamin A is administered pai 
enterally, and still others respond better to treatment wit 
butter ingested in large quantities. Experimental work with th 
steroids, cortisone and corticotropin (ACTH) indicate that, in 
tially at any rate, the concomitant administration of these druj 
tends to enhance the beneficial effect of vitamin A. Only a fe\ 
patients have received this treatment to date. 

The condition in a number of cases does not respond to treal 
ment of any kind. Many patients experience temporary remi: 
sions, but the tendency is for the disease to go on and on. Ther 
is little reason to expect the development of exfoliative derms 
this unless the topical measures used should produce irritatior 


DEXTRO-AMPHETAMINE SULFATE 
AND ARTERIOSCLEROSIS 

To THE Editor: —What effect would 5 mg. of A-amphelainin 
(dexedrine®) sulfate daily have on a 67-year-old patient witi 
generalized arteriosclerosis with mild^ hypertension—150 syi 
tolic, 100 diastolic, and at times 175/110? 

Louis Guggenheim, M.D., Los Angeles, Calif. 


Answer. —As a rule, d-amphetamine (dexedrine®) sulfate ii 
doses of 5 mg. will not significantly elevate either the sysloli 
or the diastolic blood pressure. As far as is known, it has m 
specific eflfect on arteriosclerosis. It is often stated that d-am 
phetamine sulfate should be used cautiously in the treatment 0 
patients who have hypertension and coronary disease or thosi 
who have had episodes of cerebral vascular disease. In such a casf 
as described, this preparation should not be used merely to sup 
press the appetite fdr purposes of weight reduction or to maK( 
the patient feel a little better. On the other hand, if it is judget 
to be urgent and necessary to use this preparation for 1 js 
tient, it would perhaps be best to test its effect on e 
pressure before allowing the patient to take it y- 

diastolic blood pressure is found not to be f 
10 mm., it should be safe to use this agent, always assum . 

that it is very important to do so. 
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THE BALLISTOCARDIOGRAM IN CORONARY ARTERY DISEASE 


Robert C. Taymor, M.D., Leon Pordy, M.D., Kenneth Chesky, M.D., Marvin Moser, M.D. 

and 

Arthur M. Master, M.D., New York 


In the absence of a clear-cut history and definite physi¬ 
cal findings, the diagnosis of coronary artery disease often 
becomes a difficult task for the clinician. In the search 
for supplementary objective evidence, various tests have 
been developed as aids in the diagnostic study of these 
patients. The electrocardiogram has been most widely 
employed for this purpose. However, the resting electro¬ 
cardiogram is of value only when it shows abnormalities, 
and it has been well established that a large percentage of 
patients with coronary artery disease have normal resting 
electrocardiograms.' In 1929 Master and Oppenheimer* 
introduced a test for circulatory function based on the re¬ 
sponse of the blood pressure and pulse to standard 
exercise. Subsequently these standards of exercise were 
employed to determine the effect of exercise on the elec¬ 
trocardiogram in patients with angina pectoris.^ Consid¬ 
erable experience has now been obtained in the use of the 
Master “two-step” exercise electrocardiogram, and it is 
of definite value as an aid in the diagnosis of coronary 
insufficiency.' 

The ballistocardiogram is another useful test of cardiac 
function. Although it had been well established previ¬ 
ously that movements of the body resulting from the 
ejection of blood from the heart could be recorded,' 
extensive investigation in this field awaited the develop¬ 
ment of a standard instrument by Starr and his co¬ 


workers.' In addition to working out the normal stand¬ 
ards for the ballistocardiograms, Starr investigated the 
patterns found in various cardiac diseases.® He believed 
that an abnormal ballistocardiogram, despite an absence 
of other abnormal findings, had a serious prognosis as to 
the future development of heart disease.^ The commonest 
abnormalities of the ballistocardiographic patterns that 
occurred were poor definition of the I wave, splitting of 
the J wave (late “M” form), prominence of the H wave 
(early “M” form) and low amplitude with poor defi¬ 
nition of all wave characteristics.® Mathers and his 
associates, using the low-frequency, critically-damped 
ballistrocardiograph of Nickerson,® showed that the ab¬ 
normal ballistocardiograms in patients with cardio¬ 
vascular disease may improve towards normal as the 
clinical status of the patient improves.® In studies to 
determine the value of the ballistocardiogram in the 
diagnosis of coronary artery disease, Brown and others '° 
found that over 90% of the patients with angina pectoris 
in their series had abnormalities of the ballistocardiogram. 
On the other hand, the results obtained by Makinson," 
applying a modification of the Master “two-step” ex¬ 
ercise test to the ballistocardiogram, were inconclusive. 

All of the preceding studies were performed on the 
table type of ballistocardiograph which required an ex¬ 
pensive and bulky apparatus and greatly limited extensive 


From the Cardiographic Laboratories, The Mount Sinai Hospital. Dr. Moser is a trainee of The National Heart Institute. Miss Iris Kanner provided 
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BALLISTOCARDIOGRAM—TAYMOR ET AL. 

investigation. In 1949, Dock and Taubman introduced 
a simple instrument that recorded the ballistocardiogram 
directly from the body. Although accurate quantitative 
studies of the ballistocardiogram are difficult to obtain 
by this method, the records produced are qualitatively 
similar to those recorded by the more complicated instru- 



Fig. 1.—Variations of abnormal patterns of the ballistocardiogram. 
A, normal; B, prominent “H” wave; C, diminished “I” wave; D, notched 
“J” wave; E, small “I” and low, notched “J” waves; F, bizarre pattern. 

ments. The simpler machine, also, is readily adaptable 
to clinical application. It was considered desirable to 
evaluate this simplified ballistocardiograph for use in 
clinical cardiology by studying a large series of patients 
with and without heart disease. The results in a series of 
normal persons and a preliminary report of the findings 
in various cardiovascular diseases “ will be reported 
separately. It was the purpose of this investigation to 
determine the value of the photoelectric ballistocardio¬ 
graph in the diagnosis of coronary artery disease and to 
correlate the results with those of the Master “two-step” 
exercise electrocardiogram. 

MATERIALS AND METHODS 
One hundred and ninety-five patients were studied by 
both the “two-step” exercise electrocardiogram and the 
ballistocardiogram. The group consisted of patients re¬ 
ferred to this department for cardiac study and, also, 
hysicians and employees of the hospital who were under- 
oing routine cardiovascular examinations. Each patient 
had a complete history and a physical examination which 
included cardiac fluoroscopy and a resting electrocardio¬ 
gram. Only patients with resting electrocardiograms in¬ 
terpreted as normal were included in this investigation. 
Since the peripheral vascular components of hypertension 
can influence the ballistocardiogram,^-* hypertensive pa¬ 
tients were excluded from this study. After a resting elec¬ 
trocardiogram and ballistocardiogram were recorded, the 
patients were exercised according to the standard tech¬ 
nique of the Master “two-step” exercise electrocardi¬ 
ographic test. If the single “two-step” test was negative, 
the double “two-step” test was carried out. The electro¬ 
cardiogram and, in most cases, the ballistocardiogram 
were recorded after exercise. The method and interpre¬ 
tation of the “two-step” electrocardiographic test ^ and 
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cardiogram Directly From Body, Am. J. Med. 7:-751, 1949. 

13. Pordy, L.; Taymor, R. C.; Moser, M.; Chesky, K., and Master, 
A, M,. Clinical Evaluation of Ballistocardiogram; I. Normal Subjects, 
Am. Heart i. VZ-.m, 1951. 

14. Cheeky, K.; Moser, M.; Taymor, R. C.; Pordy, L., and Master, A. M;. 
Clinical Evaluation of Ballistocardiogram; 11.'Heart Disease—Hypertension, 
Angina Pectoris, and Myocardial Infarction, Am. Heart J. 4S: 328, 1951. 
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the technique of recording the ballistocardiogram hav 
been described elsewhere. Interpretation of the ballistn 
cardiogram was based only on the qualitative appearanc 
of the component waves. The ballistocardiographic pat 
tern was examined for amplitude of the component ivaie 
and for the presence of slurring or notching. Figure L 
illustrates a normal ballistocardiogram. The abnormal! 
ties encountered varied from alterations in the I wav 
to completely bizarre records with no distinguishabl 
wave forms (Fig. IB-F). A record was considered t 
be normal if no abnormalities were encountered regular! 
in any phase of respiration. The occasional irregular ot 
currence of an abnormal pattern in the record was nt 
considered to be significant, since such extraneous factoi 
as slight movement of the patient, will distort the ballisl( 
cardiogram. If the pattern in every or any one phase ( 
respiration was predominantly abnormal, the ballistc 
cardiogram was interpreted as abnormal. A borderlii 
ballistocardiogram was one in which there was o 
casional, but regularly occurring, diminution of I wm 
amplitude in any one phase of respiration. If the recoi 
was normal before and abnormal after exercise (Fig. 2 
the patient was considered to have an abnormal ballisti 
cardiogram. 

For purposes of reporting, the patients have bet 
divided into three main groups: those with negatr 
Master double “two-step” electrocardiograms, those wi 
positive “two-step” electrocardiograms, and those wi 
borderline “two-step” tests. Each group will be discussi 
separately. Of the 113 patients with negative dout 
“two-step” tests, there were 91 men and 22 women. T1 
oldest was 78 years of age and the youngest 22. Sixt 
two patients were under the age of 50. Ninety-seven 
the patients in this group had no symptoms or physic 
findings suggestive of cardiovascular disease and we 
considered as having normal histories. Twelve had atyf 
cal or very mild symptoms suggestive of heart diseas 
such as vague precordial pain, and were classified 


Resting 


After Exercise 



ig. 2.—The ballistocardiogram recorded before and after exercise, 
year-old white man with vague anterior chest pain. Resting ciccti 
Jiogram interpreted as normal. Double “two-step” electrocardiogr: 
Jerline. Resting ballistocardiogram normal. Postexercise ballistocaro 
n shows diminution of “I” and “J” waves. B, 48 ycar-old "’iiie m 
t no symptoms. Resting and double “two-step” 
rpreted as normal. Resting ballistocardiogram ' i 

istocardiogram shows small “I” wave. C, 54-ye;m-old w ite 
symptoms. Resting electrocardiogram interpreted as "O'-™'- 
o-step” borderline. Resting ballistocardiogiam normal. Postex 


having atypical histories. Four patients had defini 
symptoms or other evidence of cardiac disease and wei 
classified as those having typical histories. 
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There were 75 patients with positive “two-step” tests, 
50 men and 25 women. Sixteen of the group had positive 
jingle “two-step” tests, and the remainder had positive 
I double “two-step” tests. The ages ranged from 29 to 73, 
with 24 patients under the age of 50. Fifty-eight patients 
1 had typical histories of heart disease, of whom 50 had 
angina pectoris, 5 had had previous episodes of coronary 
insufliciency, 2 had old myocardial infarctions, and 1 had 
luetic aortitis. Fourteen patients had atypical histories, 1 
had a history suggestive of neurocirculatory asthenia, and 
2 had entirely negative histories and physical examina¬ 
tions. 
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and 6 became abnormal. Seven of the 8 with abnormal 
resting ballistocardiograms had postexercise records 
taken, and all remained abnormal. One of the patients 
with a borderline ballistocardiogram had an abnormal 
record after exercise, the other two remaining unchanged. 
Of the 15 patients with abnormal ballistocardiograms, at 
rest or after exercise, 9 were 50 years of age or older. 

B. With Atypical Histories: In this group there were 
five patients with normal and seven with abnormal bal¬ 
listocardiograms at rest. After exercise, three of the 
former remained normal, and two became abnormal. All 
seven of those with abnormal resting records had ab- 


Table 1.— Patients with Negative "Two-Step" Tests 


Exercise BCG 


BCG' Xormnl Abnormnl Borderline , - '' - 

^^-, , -"- , -*-, , -'■-, Ab- Bordc 

Group No. X A B N A N A A B normni line 

No symptoms... 97SGS3 CGG ..7 12 15 2 

.Uypicfli symptoms. 12 5 7 .. 3 2 .. 7 .. .. 9 

Typical symptoms. 4 1 3 .. .. .. 1 2 .. .. 3 

Total . 113 92 18 3 C9 8 1 10 1 2 27 2 


* N is Normal. A is Abnormnl. B is Borderline. B C G is ballistocnrdiogrnm. 


Table 2. —Patients with Positive "Two-Step" Tests 


Exercise BCG 


Ucsting BCG BOG BOG Total 

BOG' Normal Abnormal Borderline , -*- 

, --, ! -*-, ,-*-, , -"-, Ab- Border- 

Group No. NAB N A N .A A B normal line 

Typical history. 58 0 48 4 3 3 ,, 18 3 .. 54 1 

Atypical history. 14 1 13 ..1 19 .. .. 14 

Neurocirculatory asthenia. 1 1 .. .. 1 ., 

No symptoms. 2 11.. .. 1 .. 1 .. .. 2 .. 

Total.. 75 9 02 4 4 5 1 28 3 .. 70 1 


* N Is Normal. A is Abnormal. B Is Borderline. B O G Is ballistocardiogram. 


Table 3.— Patients with Borderline "Two-Step" Tests 





Rcstinp 

BOG* 


r' ” - 

Besting 

BOG 

Normal 

Exercise BOG 

Resting 

BCG 

Abnormnl 

Resting 

BOG 

Bordcriino 

Total 

r ~ ~ ^- 

Ab* Border- 

normal line 

Group 

No. 

' N 

A 

B ’ 

A B 

'a B ' 

r- ^ -N 

A B 

J'O symptoms. 

5 

3 

2 


3 

o 


- 

Atypical symptoms. 

1 

1 



.. 1 




Typical symptoms. 

1 



1 



1 

1 

Totiil . 

7 

4 

2 

1 

3 1 

1 7 

1 

0 1 

* Is Xormal. A is Alinormnl. 

B is 

Borderline. 

B C G is balllstocardiogrtim. 





Six men and one woman had borderline double “two- 
step” tests. The age range was 38 to 54, with three pa¬ 
tients under the age of 50. Five had normal histories, one 
ttn atypical history, and one a typical history of heart 
disease. 

RESULTS 

I- Patients with Negative Double "Two-Step” Tests 
(Table 1).—A. With Normal Histories; Of the 97 pa¬ 
tients who were considered to be normal, 86 had normal 
ballistocardiograms while 8 had abnormal and 3 border¬ 
line ballistocardiograms at rest. Seventy-two of the pa¬ 
tients with normal resting ballistocardiograms had rec¬ 
ords taken after exercise; 66 of these remained normal, 


normal exercise ballistocardiograms. Only two of the 
abnormal records obtained in this group were in patients 
under the age of 50. 

C. With Typical Histories: One normal and three ab¬ 
normal resting ballistocardiograms were obtained in this 
group. Exercise ballistocardiograms were obtained only 
in those with abnormal records. Of these, two remained 
abnormal, and one became normal after exercise. All 
three abnormal records were obtained in patients who 
were 50 years or older. 

Of one hundred and thirteen patients with negative 
double “two-step” exercise electrocardiogra_ had 
normal resting ballistocardiogra ' t 
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these became abnormal after exercise. Eighteen patients 
had abnormal resting ballistocardiograms, one of which 
normalized after exercise. Three showed borderline rest¬ 
ing ballistocardiograms, and one of these became ab¬ 
normal after exercise. 

II. Patients With Positive "Two-Step” Tests (Table 
2).—A. Typical Histories: There were 58 patients in 
this group. Six had normal resting ballistocardiograms. 
Forty-eight had abnormal records, and four were border¬ 
line. Three of the six patients with normal resting records 
had abnormal ballistocardiograms after exercise. Eight¬ 
een of those with abnormal records and three with border¬ 
line records had tracings taken after exercise, and all 
were abnormal. Thirty-six of the patients with abnormal 
ballistocardiograms, before and after exercise, were 50 
years of age or older. Figure 3 illustrates a case with a 
positive double “two-step” test and an abnormal resting 
ballistocardiogram. 

B. Atypical Histories: There were 14 patients in this 
group. One patient had a normal resting ballistocardio¬ 
gram which became abnormal after exercise. Ten of the 
13 with abnormal resting ballistocardiograms had rec- 


CONTROL 



IMMEDIATELY AFTER EXERCISE 



Fig, 3.—Records of M. F., aged 42, a male physician with angina 
pectoris. Electrocardiogram (12 leads) normal at rest. Control record 
shows electrocardiogram as normal and ballistocardiogram abnormal at 
rest. Record taken immediately after exercise shows S-T segment depres¬ 
sions (positive double “two-step” test) and ballistocardiogram still ab¬ 
normal. 


ords obtained after exercise, 9 remaining abnormal and 
1 becoming normal. Only four of these patients were 
under the age of 50. 

C. Neurocirculatory Asthenia: The one patient with 
neurocirculatory asthenia had a normal resting and ex¬ 
ercise ballistocardiogram. 

D. No Symptoms: There were two patients in this 
group, both over the age of 50. One had a normal and 
one had an abnormal ballistocardiogram at rest. Both 
were abnormal after exercise. 

on 5 patients with positive “two-step” exercise elec¬ 
trocardiograms, the resting ballistocardiogram was nor- 
in 9, abnormal in 62, and borderline in 4. Five of 
and three of the borderline cases became ab- 
resdn' '^'^^’^cise. One patient with an abnormal 
exercise ^ normal record after 

(Tabic borderline 

formal Hi: 


V,. 


lUmWuin 
(■ 


Two-Step” Tests 
Qtmal History: Three patients 
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had normal resting ballistocardiograms all of which hf. 
came abnormal after exercise. The two with abnorm i 
resting tracings showed no change after exercise. Two o 
abnormal records were in patients under the age 

B. With Atypical History: The one patient in this 
group had a normal resting ballistocardiogram whicli 
became borderline after exercise. 

C. With Typical History: This patient, age 42, had 
a borderline resting ballistocardiogram which became 
abnormal after exercise. 

Of seven patients with borderline “two-step” exercise 
electrocardiograms, six had abnormal ballistocardb 
grams either before or after exercise. 

COMMENT 

Although we have compared the results of the ballisto 
cardiogram with those of the electrocardiogram, it mus 
be remembered that each measures different physio 
logical processes of the heart. While the electrocardio 
gram is a reflection of the manner and course of thi 
excitation wave through the myocardium, the ballisto 
cardiogram results from the ejection of blood from thi 
heart during systole. The movements of the body tha 
are recorded are the recoils and impacts resulting fron 
the flow of blood through the great vessels. The char 
acter of the ballistocardiographic waves depends large!; 
on cardiac ejection velocity and force,and no direc 
correlation between the results of electrocardiograph; 
and ballistocardiography should be expected. Pathologi 
cal changes in the conduction pathways, or in the myo 
cardium itself, may produce changes in the electrocardi 
ogram. Even strategically placed small areas of damag 
may influence the electromotive field of the heart withou 
altering mechanical cardiac function. Conversely, th 
mechanical function may be sufficiently impaired to pro 
duce changes in the ballistocardiogram without enougl 
disturbances in myocardial excitation to alter the electro 
cardiogram. It is not unreasonable to assume that eithe 
one of these two physiological processes of the heart 
mechanical or electrical, may be altered first in the ver; 
early phases of coronary artery disease. This differenci 
of results is not confined to early heart disease and 
although frank evidence of myocardial involvement ma; 
exist by physical examination or electrocardiogram, th 
heart may still produce a normal ejection force. This ha 
been noted even after myocardial infarction.^® The re 
serve of the heart may fall below normal only afte 
exercise, and such a patient would show a normal bal 
listocardiogram at rest, but an abnormal postexercisi 
record. Therefore, the taking of a record before and afte 
standard exercise is necessary in the ballistocardio 
graphic study of a patient, especially when the restinj 
ballistocardiogram shows no abnormalities. In a smal 
percentage of patients with definite evidence of coronar; 
artery disease in this series, the ballistocardiogram re 
mained normal even after sufficient exercise was given t( 
produce electrocardiographic changes. At the presen 
time, one can say no more than that such patients s o\ 
no evidence of impairment of the systolic ejection ore 
Further study of these cases is required to determini 
whether or not this finding has any prognostic value. 
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In the group of patients with negative double “two- 
step” tests, 27 were observed to have abnormal ballisto- 
Mrdiograms at rest or after exercise. This is indicative of 
abnormal cardiac ejection and, in the absence of extra¬ 
cardiac factors and valvular disease, suggests myocardial 
involvement. However, the age of the patient must be 
considered before ascertaining the significance of these 
iindinas. Table 4 indicates the incidence of abnormal 
ballistocardiograms in patients above and below the age 
of 50 in each group. Only in the group with negative 
“two-step” tests is there any marked difference of per¬ 
centage of abnormal records in the two age groups. 
Although the number of patients in the younger age 
group is slightly higher, there is a 2: 1 preponderance of 
abnormal records in the older age group. Since the inci¬ 
dence of undetected coronary artery disease increases 
with age, this finding might be expected. However, the 
changes in cardiac ejection force producing an abnormal 
ballistocardiogram in the older age group may be a 
“physiological” process of aging and hold no prognostic 
import when other evidence of heart disease is lacking. 
In the younger age group, on the other hand, the ab¬ 
normal ballistocardiogram is of more significance and 
probably indicates abnormal cardiac function due to 

Table 4.—/4gc o/ Paltenis with Abiwriiia} Baliistacardiograms 

Pjitfcnts Under Patients Age 50 

Age aO an<l OhJor 

^ ____ 


^-> /■- - 1 

A))- Xo. Ab. 

Group Xo. normal Xo. normal 

Xcgative ^*t\vo‘Stop”,.. C2 S 51 10 

Positive “two-step” . 24 22 SI 48 

BorUerlinc “two*step”. S3 4 3 

Total. 80 33 lOG 70 


impending clinical heart disease. Follow-up studies of all 
these patients will be necessary to ascertain the prog¬ 
nostic significance of the ballistocardiogram. 

Over 90% of the patients with normal resting electro¬ 
cardiograms, positive “two-step” tests, and diagnoses of 
organic heart disease had abnormal ballistocardiograms. 
This finding supports the value of the ballistocardiogram 
as a diagnostic tool in coronary artery disease. However, 
since almost 10% of these patients had normal records, 
even after exercise, a normal ballistocardiogram alone 
is not sufficient to rule out heart disease. The procedure 
should be combined with a careful history, physical ex¬ 
amination, and other tests such as the electrocardio¬ 
gram and “two-step” test. It should be pointed out that 
there is no evidence to indicate that either the ballisto¬ 
cardiogram or the “two-step” exercise electrocardiogram 
is superior to the other. In a few cases of coronary dis¬ 
ease the ballistocardiogram was abnormal while the “two- 
step” test was negative; in others the reverse was true. 

It is interesting to note that two patients with abnormal 
resting ballistocardiograms showed normal records after 
exercise. This has been observed by others,'' but its sig¬ 
nificance is not clearly understood. It may be due to the 
ability of the heart, despite the presence of coronary 
artery disease, to improve its systolic ejection force with 
exercise. The vasodilatation of the peripheral vessels 
which accompanies exercise may exert an influence on 
the ballistocardiogram also to alter the pattern towards 
normal. 


CONCLUSIONS 

1. While the electrocardiogram is a measure of the 
electromotive field of the heart, the ballistocardiogram 
reflects the force and velocity of cardiac ejection. Since 
two entirely different processes are involved, it is not 
necessary to expect a 1: 1 correlation between the results 
of the electrocardiogram and the ballistocardiogram in 
heart disease, especially in the early pathological phases 
of heart disease. 

2. Since, even in the presence of coronary artery dis¬ 
ease, cardiac ejection force may be impaired only after 
exertion, the ballistocardiogram should be recorded after 
standard exercise if the resting record is normal. 

3. The incidence of abnormal ballistocardiograms 
without other evidence of heart disease is greater in pa¬ 
tients 50 years of age or older, but this may be associated 
with other “physiological” aging processes and not be of 
prognostic significance. In the younger age group, an 
abnormal ballistocardiogram probably is of greater sig¬ 
nificance in respect to abnormal cardiac function. Fol¬ 
low-up studies are required to ascertain the full meaning 
of such findings. 

4. The ballistocardiogram was found to be abnormal 
in 93% of the patients with angina pectoris and will be 
a useful tool as an aid in the diagnosis of coronary 
artery disease, but it should be used in conjunction with 
a careful history, physical examination, and electro¬ 
cardiographic studies. 

SUMMARY 

1. The ballistocardiographic findings in 195 cases are 
presented and correlated with results of the Master “two- 
step” exercise electrocardiogram. The ballistocardio¬ 
grams were recorded by means of a modified Dock 
photoelectric instrument. 

2. Twenty-seven patients (23%) of 113 with nega¬ 
tive “two-step” electrocardiographic tests had abnormal 
ballistocardiograms either at rest or after standard exer¬ 
cise, Seventy (93% ) of 75 with positive “two-step” tests 
had abnormal ballistocardiograms, and 6 out of 7 with 
borderline “two-step” tests had abnormal records. 

3. The significance of an abnormal ballistocardio¬ 
gram and the influence of age on the findings are dis¬ 
cussed. 

4. The ballistocardiogram is presented as a diagnostic 
aid in coronary artery disease, 

20 Broome Ave., Atlantic Beach, L. I., N. Y. (Dr. Taymor). 


Differentiation of Mammary Duct Ectasia from Carcinoma_ 

The importance of the disease “mammary-duct ectasia” depends 
on the fact that it may present a clinical picture identical with 
carcinoma of the breast and betray the surgeon into doing 
an unnecessary radical mastectomy. ... It is impossible to 
distinguish the two diseases by clinical examination. When 
mammary-duct ectasia has progressed to the stage in which in¬ 
flammatory changes and consequent fibrosis have produced a 
tumor, the clinical picture may have all the features of car¬ 
cinoma. The tumor is firm, poorly circumscribed, and, like a 
carcinoma, relatively fixed in the breast tissue that surrounds it. 
Retraction signs, including dimpling of the skin over the tumor, 
distortion of the contour of the breast, and retraction of the 
nipple, are regularly present. Axillary lymph nodes, enlarged 
as the result of inflammatory changes, are indistinguishable 
from lymph nodes containing metastasis.—C, D. liaagensen, 
M.D., Mammary-Duct Ectasia, Cancer, July, 1951. ' 
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FATAL INTERNAL INJURIES WITHOUT ASSOCIATED EXTERNAL MARKS 

Frank R. Dutra, M.D., Cincinnati 


In the investigation of deaths that have occurred un¬ 
expectedly and without reliable witnesses, autopsies not 
infrequently disclose cases in which unsuspected injuries 
were the proximal cause of death, even though there were 
no evidences of injury on the surface of the victim’s body. 
Furthermore, the bodies of persons known to have died 
of traumatic injuries often bear insignificant or no ex¬ 
ternal signs resulting from the fatal violence. It is prob¬ 
able that each year many unexpected or sudden deaths 
not due to natural causes are ascribed to such causes by 
coroners or attending physicians.' Complete investiga¬ 
tions, including medicolegal autopsies, doubtless would 
prove that the greatest proportion of these improperly 
certified fatalities were caused by injuries resulting from 
blunt force. Included in this group would be some in¬ 
stances in which beneficiaries had been deprived of insur¬ 
ance benefits because the traumatic nature of the death 
had not been recognized. In addition, a significant but 
inestimable number of homicides are undetected when 
inquiry is blighted by premature certification that death 
resulted from natural causes. 

The importance of improving the accuracy of death 
certificates in cases of this type is obvious; justification of 
accident insurance claims would be established in some 
instances, public welfare would be protected by detection 
of homicides, and vital statistics would be rendered more 
accurate. The increased validity of vital statistics doubt¬ 
less would be reflected most appreciably in two cate¬ 
gories; i. e., the death rate from diseases of the cardio¬ 
vascular system, to which most deaths of the kind being 
discussed are now attributed, would tend to diminish, 
while the number of deaths ascribed to accidents would 
increase. It is also likely that there would be some in¬ 
crease in the number of deaths established as having re¬ 
sulted from homicide and possibly from suicide. To 
emplify and substantiate the previous statements, a few 
ses have been selected. In some instances the force had 
een applied to the head, in others to the chest, and in 
some to the abdomen. Occasionally, a death of the type 
under discussion results from violence to an extremity, 
and one case of that type is also included. 

REPORT OF CASES 

Deaths Due to Injuries of the Head. Case 1.—Late one eve¬ 
ning, a 36-year-old white man was heard arriving home, and 
shortly thereafter sounds from his room indicated that he was 
having difficulty in breathing. He was found to be in a coma, and 
within an hour after his distress was noted, he had a convulsion 
and died. A physician who was called stated that he believed 
the death had resulted either from natural causes or from acute 
alcoholism. Early the next morning, a man went to the police and 
stated that on the preceding evening he had knocked the dead 
man to the pavement during an altercation. 

A medicolegal autopsy revealed a superficial abrasion of the 
skin over the lateral aspect of the right arm in an area 1.5 by 
0.4 in. (3.8 by 1.0 cm.); there were no other external marks on 
the head or body. Reflection of the scalp revealed a fracture of 


From llic Coroner’s OfTicc of Hamilton County, Ohio, and the Kettering 
Laboratory in the Department of Preventive Medicine and Industrial 
Health, College of Medicine, University of Cincinnati. 


the skul extending from the region of the right temple upward 
and backward for 4.5 in. (11.4 cm.), while another fracture ex 
tended upward and forward from the right temple for 2 in 
(5.1 cm.). Removal of the calvarium disclosed 4 oz. (125 ccl of 
partially clotted blood between the skull and the dura mater so 
that the brain was severely compressed (Fig. 1). The cause of 
death was acute epidural hemorrhage resulting from fractures of 
the skull sustained when the head forcibly contacted a rounded 
or flat surface. 


Case 2.—A 26-year-old woman was observed to fall back¬ 
ward out of a swing, striking her head on a concrete surface. She 
was unconscious immediately after the blow and did not regain 
consciousness before she died two days later. When the exterioi 
of the body was observed on the autopsy table, there was a small 
bruise on the inner surface of the left arm. No other marks were 
present on the surface of the body. Reflection of the scalp re¬ 
vealed hemorrhage in the tissues over the back of the head. A 
fracture of the skull extended from the top of the head downward 
and backward to the base of the skull. The brain showed extensiv( 
damage, especially in the regions of the frontal lobes, whicl 
were lacerated and hemorrhagic as a result of a contrecou; 
(Fig. 2). The cause of death was hemorrhages and lacerations ol 
the brain and fracture of the skull, due to a fall from a swing. 

Death Due to Injuries of the Chest. Case 3.—A night watch 
man in a veneer mill was found dead one morning with severa 
crates of veneer, each weighing approximately 200 lb. (91 kg. 
lying over his body. The body was found in a part of the mill tha 
was not on the watchman’s prescribed route. As a part of thi 
investigation, an autopsy was performed. The skin over the lef 
upper arm and shoulder showed many minute bright red hemor 
rhagic petechiae. There were no other marks on the surface o 
the body, but palpation of the chest indicated that possibly somi 
ribs were fractured. When the body was opened, it was foum 
that six ribs on each side were fractured, with considerable asso 
dated intrathoracic hemorrhage. In addition, there were com 
pression fractures of the first and fourth lumbar vertebrae an( 
a fracture of the pelvis. 

Compression fractures of the type found in this body resul 
from hyperflexion of the trunk,-and although officials of thf 
veneer mill stated that the crates were piled in such a fashion tha 
they would not accidentally fall on anyone, there can be litth 
question that this death resulted from the fall of the crates. Thi 
possibilities that the watchman had accidentally pulled thi 
crates over on himself in attempting to climb onto them, or evei 
that they had been pushed on him, could not, of course, be ex 
eluded by the examination. The cause of death was bilatera 
hemothorax due to crushing injuries of the chest, fractures o 
two vertebrae, of several ribs, and of the pelvis. 


Death Due to Injuries of the Abdomen. Case 4.—One morn 
ing a 60-year-old man was found dead in his bed. External ex 
amination of the body revealed no marks, and the skin over thi 
abdomen was not bruised. When the abdomen was opened 
nearly 2 qt. (2 liters) of blood were found in the peritoneal cavity 
and a laceration almost completely divided the spleen into twi 
equal fragments. The police determined that this man had beei 
kicked in the abdomen during an altercation in a tavern on thi 
evening before he was found dead. The cause of death was hemo 
peritoneum from a ruptured spleen, following blunt-force injur; 
to the abdomen. 


Death Due to Injuries of an Extremity. Case 5.—A 37 -year 
lid woman was struck in the thigh by the fender of an auto 
aobile. She had considerable pain in the leg and was not a: 
ctive as usual for several days. On the fourth day after the in 
ury, she complained of severe pain in the chest, and a lev 
ninutes later she died suddenly. Autopsy revealed a mass a 
dotted blood in the left femoral vein, and there was a 
mount of hemorrhage in the muscle and fat immediately 
iacent to this vein. In the right pulmonary artery was a coiled 
mbolus (Fig. 3), which had broken loose from a thrombus m 
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. n of the left thigh. The cause of death was injury of the left 
kg, with resulting thrombosis of the left femoral vein and mas¬ 
sive pulmonary embolism. 

Incomplete perusal of the files from the Coroner’s 
Office of Hamilton County has revealed that at least 11 
additional traumatic deaths without significant external 
evidences have occurred during the last four years. One 
of these was due to a broken neck with associated injury 
of the spinal cord; this man had been found dying on a 
sidewalk, and the manner in which his injuries had been 
sustained was never determined. Three deaths were 
caused by chest injuries, including a fractured thoracic 
vertebra in one case, and these were believed to have 
resulted from “hit-and-skip” automobile accidents. One 
death followed a kick that ruptured the small intestine, 
and the others resulted from injuries of the head. 



Ptg. 1 (Case I).—Clotted blood pressing on membranes over the brain. 
Injuries resulted when the head struck the pavement after a blow to the 
lacc. 


COMMENT 

All the deaths that have been discussed resulted from 
injuries caused by blunt force. Deaths from penetrating 
injuries, unaccompanied by obvious external marks, are 
also fairly common. Stab wounds of the head made by 
slender instruments, such as ice picks or knives with 
thin blades, often bleed little externally and may be 
unsuspected until the interior of the skull is examined. 
Wounds made by the entrance of bullets, particularly 
projectiles of small caliber, also may be unobserved, 
even during a careful examination of the scalp. In addi¬ 
tion, bullets sometimes enter the body through one of its 
natural orifices and do not produce injuries of the 
exterior. In one such case a bullet entered the mouth 
of a screaming woman and first penetrated the tissues in 
the back of her throat. In this case it is notable that the 
bleeding from the mouth was ascribed to natural causes 
^ntil an autopsy revealed the true cause of the hemor¬ 
rhage.' Several cases have been observed by others - in 
which bullets entered the head through open eyes, and 
when the eyelids were closed there was no evidence of 


the gunshot wound. The bodies of pedestrians who have 
been killed when struck by motor vehicles frequently 
have few external marks to reflect severe internal in¬ 
juries, a fact that must be responsible for nonrecognition 
of some unwitnessed “hit-and-skip” fatalities each year. 



Fig. 2 (Case 2).—Contrccoup injuries of the frontal lobes of the brain, 
with hemorrhages and lacerations following a backward fall to a concrete 
surface. 


When the surface of the body of a victim of traumatic 
death bears no signs of the fatal injuries, serious diffi¬ 
culty may be encountered in collecting insurance or 
workmen’s compensation for accidental death. Such 
difficulties can usually be resolved unequivocally in favor 
of the beneficiary if an autopsy has been made. The 
possibility that fatal injuries may be sustained without 
associated external evidences of the injuries is recog¬ 
nized by life insurance companies. I have investigated 
deaths in cases in which no abnormalities were visible on 
the surface of the body, and in which the accident insur¬ 
ance policies contained, as a prerequisite to payment, a 



3 (Case 5X —A coiJed embolic mass in the right pulmonary artery. 
The thrombus had formed in the left femoral vein as a result of injury to 
the extremity. 


clause to the effect that the exterior of the body must 
show evidences of the effects of violence. It is believed 
that a more rational restriction would require “external 


1. Moritz, A. R., and Dutra, F, R.; Scientific Evidence in Cases of 
Injury by Gunfire, Arch. Path. 37: 340-349 (May) 1944. 

2. Helpern, M.; Postmortem Examination in Cases of Suspected Homi¬ 
cide, Ann. Int. Med. 24: 666-700 (April) 1946. 
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marks from the trauma, or evidence of it as revealed by 
an autopsy.” 

Two of the five cases described in this paper were 
homicides. The traumatic nature of, and the criminal 
responsibility for, these two deaths could not have been 
established unless autopsies had been performed. It is 
impossible to estimate how many homicides by direct vio¬ 
lence remain undiscovered in the United States each 
year. Doubtless, the number of such deaths varies con¬ 
siderably in different areas and is inversely related to 
the proportion and adequacy of the postmortem exami¬ 
nations made on bodies that come under the jurisdiction 
of the coroner or medical examiner. It has been recog¬ 
nized that a reasonably proper ratio of medicolegal 
autopsies to deaths that legally require autopsies in urban 
areas is 1 to 5; in rural areas, where there is greater 
likelihood of obtaining from neighbors and witnesses 
reliable facts relating to such deaths, the ratio may be as 
low as 1 to 10 with little likelihood of homicides remain- 
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ing undiscovered.® There are few jurisdictions in this 
country in which these autopsy rates are even annrov) 
mated. ‘‘ 

SUMMARY 

Deaths from injuries due to violence may occur with¬ 
out significant damage to the surface of the body. The 
traumatic nature of such deaths may be unsuspected by 
physicians and investigating officials. Failure to recog¬ 
nize that a death has resulted from trauma predisposes 
inequities of insurance settlements, inability to prosecute 
murderers, and inaccuracies in vita! statistics. The num¬ 
ber of traumatic deaths in which the factor of violence 
remains unrecognized can be diminished only by increas¬ 
ing the frequency of medicolegal autopsies throughout 
the country. 

College of Medicine—Eden Ave. 

3. Supplementary Report of Board of Trustees: Report of Committee 
to Study the Relationship of Medicine and Law, Organization Section 
J. A. M. A. 125 : 577-583 (June 24) 1944. 


THROMBOTIC OCCLUSION OF AORTA AS DEMONSTRATED BY 

TRANSLUMBAR AORTOGRAMS 

Robert V. Elliott, M.D. 
and 

Mordant E. Peck, M.D,, Denver 


Translumbar aortography is a relatively recent ad¬ 
dition to the procedures available in the diagnostic arma¬ 
mentarium. The method was first adequately described 
by the Spanish urologist, Dos Santos,^ and it has been 
proved a valuable adjunct'to the diagnosis of pathological 
renal conditions. Subsequent experience by urologists in 
this country - have led to perfections in the technique and 
to expansions in the usefulness of the method. Experience 
has also proved it to be a safe and uncomplicated pro¬ 
cedure. 

Application to the diagnosis of aortic vascular dis¬ 
ease has lagged considerably behind the development of 
the procedure for the diagnosis of pathological renal con- 
itions. Leriche ® has referred in his discussion of throra- 
oticocclusion of the aorta to the arteriograms performed 
by Dos Santos. The first report, however, to appear in this 
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country relative to the utilization of this method for the 
specific diagnosis of aortic disease appeared in 1947, 
when Price and Wagnerreported two cases of aortic 
thrombosis diagnosed antemortem by this means. These 
authors stated that to their knowledge no other cases of 
aortic occlusion had previously been diagnosed antemor¬ 
tem by aortography, Blakemore® mentioned one casein 
which he had produced occlusion during electrocoagula¬ 
tion of an aneurysm and subsequently confirmed it by an 
aortographic examination. In a more recent report “ on 
the electrocoagulation method for treating aneurysms, he 
describes five cases which have been followed by trans¬ 
lumbar aortographic examination to determine the effec¬ 
tiveness of this method for coagulation, Elkin ’ has re¬ 
viewed the surgical treatment of insidious thrombosis of 
the aorta and includes among his report of 10 cases two 
cases diagnosed by aortographic examination. Boyd * has 
recently reviewed the literature on the subject of aortic 
thrombosis and reports two cases, one in which the diag¬ 
nosis was suggested by retrograde aortographic examina¬ 
tion. Farinas ” reports another such case diagnosed by 
retrograde aortographic examination, but which was sug¬ 
gested more than proved because of the appearance of the 
collateral circulatory bed; the exact location of the ob¬ 


structive process was not identified. , 

In Boyd’s opinion the incidence of aortic thrombosis is 
‘greater than the literature may indicate” (1,1% in 1,00 
consecutive autopsies).^® We are entirely in agreemen 
with this statement and feel that the procedure of trans¬ 
lumbar aortographic examination, if used much more re 
guently, would increase our accuracy of 
would thereby substantiate this opinion. It ^ ^ 

here to describe the procedure and to report four cases 


427 


Yol I'**, ^ 

aortic thrombosis, which have been diagnosed by aorto- 
craphic examination within the first six months in which 
we have been utilizing this diagnostic method. 

METHOD 

Translumbar aortographic examination is not a dif¬ 
ficult technical procedure. The method has been de¬ 
scribed by Smith, Rush, and Evans," and the equipment 
used by them is available. They utilize a 6 in., 18 gage 
needle, a 10 cc. Sana-Lok syringe, a plastic connector 
tube between the needle and syringe, and 12 cc. of 75% 
sodium iodometharnate (neo-iopax®).’= The procedure 
is carried out in an x-ray room so that exposures may be 
made on a standard x-ray table equipped with a high 
speed Buckey grid. The exposure times range from 1/10 
to 5/10 seconds with the kilovolt requirements adjusted 
for a density comparable to that of a routine flat x-ray 
of the abdomen. A standard 14 by 17 in. film is utilized 
with the patient in a face down position. The film should 
be so placed as to include the area between the 10th and 
11th thoracic vertebra and the lower limits of the pelvis. 
This will include the bifurcation of the aorta and usually 
also the bifurcation of the iliac arteries. It is advisable to 
take a scout x-ray to insure proper positioning and to 
allow for any necessary correction in exposure technique. 

The patient is anesthetized by the intravenous ad¬ 
ministration of thiopental (pentothal®) sodium. The 
needle is then introduced into the aorta in the following 
manner. A point is selected 8 cm. lateral to the spinous 
processes close to the inferior margin of the 12th left rib. 
The needle is advanced medially, superiorly, and an¬ 
teriorly so as to impinge against the body of the 11th or 
12th thoracic vertebra. It is then moved in a step-like 
fashion to a point where the tip just slips past the lateral 
margin of the vertebral body. The stylet is then removed, 
and the needle is advanced until it pierces the aorta. A 
definite “snap” will be felt when the wall of the aorta is 
punctured, and there will be a steady drip of blood from 
the needle, in contrast to the forceful flow with an arterial 
puncture. The syringe and tubing containing 12 cc, of 
75% sodium iodometharnate is connected to the needle; 
pulsations should be noted in the plastic tubing. The 
rotary anodes of the x-ray machine are started, and the 
injection is made over a period of approximately three 
seconds. Film exposure is made while the last 1 to 2 cc. of 
contrast medium is being injected. The needle is then im¬ 
mediately withdrawn by a quick steady pull. Five seconds 
later a third x-ray, the so-called nephrogram, can be 
taken; this particular x-ray is of the utmost value in differ¬ 
entiating between a tumor and a cyst, but it is not neces¬ 
sary for observing abnormalities in any of the major ar¬ 
teries of the aorta. It is difficult to obtain this view without 
the presence of an automatic casette changer, but it can be 
done with very close teamwork among the x-ray tech¬ 
nicians. 

The patient can be returned to his bed as soon as the 
last exposure has been completed. Previous routines can 
be reinstituted as soon as he has recovered from the anes¬ 
thesia. Morbidity with this procedure is no greater than 
that following lumbar puncture, except that some pa¬ 
tients coniplain of a mild left shoulder pain, which is 
very transitory and usually easily controlled with acetyl- 
salicylic acid (aspirin). 
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The technique described here was used in each of the 
cases reported below and has been the standard pro¬ 
cedure for aortographic examination since its institution 
in this medical center. 

REPORT OF CASES 

Case 1 ,—G, P., a white man, 62, was admitted to Denver 
General Hospital on Nov. 17, 1950, because of severe pain in 
both legs during the previous nine days and a sensation of pa¬ 
ralysis, most marked in the left leg. Two years previously he 
had been hospitalized because of a similar episode, primarily with 
the right leg. He had had increasing intermittent claudication for 
10 to 12 years, until he was able to walk only two blocks without 
resting. The immediate complaint started suddenly after expo¬ 
sure to a cold wind. The pain had become increasingly severer, 
and the left foot had started to turn blue. 

Examination disclosed a temperature of 101 F., a pulse of 112, 
a respiration rate of 20, and a blood pressure of 105/70 in both 
arms. The heart, lungs, and abdomen were not remarkable. The 



Fig. i* Aortogram in Case I. Abrupt irregular termination of the con¬ 
trast material over the area of I.3 and I-j is characteristic of aortic 
occlusion; smaller collateral vessels below the level of the occlusion are 
typically filled. 

patellar and ankle reflexes were weak, and superficial sensation in 
the legs and feet was decreased. The lower extremities were cold 
and slightly cyanotic. This was severer on the left, with an in- 
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definite line of demarcation 10 cm. proximal to the malleoli. Both 
legs were tender and painful on motion. Dorsalis pedis and pos- 
terior tibial pulsations could not be felt in either leg; popliteal 
and femoral pulsations were present in the right leg but absent 
in the left. 

Shortly after admission a left paravertebral block was per¬ 
formed, which resulted in slight elevation in the temperature of 
the left foot. In spite of daily blocks for the next three days, 
the demarcated zone became more pronounced. On Nov. 21, 
1950, a translumbar aortogram (Fig. 1) revealed an abrupt ir¬ 
regular termination of the contrast material 6 cm. proximal to 
the bifurcation of the aorta—consistent with a thrombosis. The 
patient refused amputation of the gangrenous extremity and left 
the hospital against advice. On Dec. 12, 1950, he was readmitted 
with signs of progressive arterial insufficiency in both legs and 
superficial ulcerations of the left foot. Chemotherapy was in¬ 
stituted, and theTeft lower extremity was packed in ice. Three 
days later, under spinal anesthesia, a midthigh amputation was 
attempted, but the patient suddenly became cyanotic, complained 
of chest pain, and died. Autopsy revealed a massive pulmonary 
embolus. The aorta (Fig. 2) was almost totally occluded by a well- 
organized • thrombus, which was attached to a small arterio¬ 
sclerotic plaque. 

. Case 2.—M. B., a white housewife, 54, was admitted to Colo¬ 
rado General Hospital on Dec. 26, 1950, complaining of blue 
discoloration of the toes of the right foot. The previous two 
months she had noted severe exertional pain with intermittent 
numbness in her legs, which was relieved by resting. The toes 
of her right foot had gradually turned blue and were quite pain¬ 
ful. The latter complaint seemed to be aggravated by bed rest 
and necessitated nocturnal ambulation for relief. 

Examination disclosed a temperature of 98 F, a pulse of 96, 
a respiration rate of 18, and a blood pressure of 140/94 in the 
upper and 0/0 in the lower extremities. The heart was slightly 
enlarged, and the electrocardiogram indicated slight left ventric¬ 
ular strain. The lungs were clear to auscultation and percussion. 

The liver was palpated 3 cm. below the right costal margin. 
Pulsations of the abdominal aorta were palpable in the epigas¬ 
trium; femoral pulsations were debatable; popliteal, posterior 
tibial, and dorsalis pedis pulsations were absent. Slight non- 
pitting edema of the lower extremities and dark purple painful 
discoloration of the toes and dorsum of the right foot were 
present. The temperature was grossly equal in both lower ex¬ 
tremities. Reflexes and sensations were normal. X-ray showed 
calcifications of the aortic arch and the abdominal aorta. 



Fn; 2 .—Postmortem finding in Case 1 of a well-organized thrombus in 
the teiminal aorta with propagations into both iliac arteries. The irregular 
siipcnoi margin corresponds to the margins noted in the aortogram. Note 
the large inferior mesenteric artery projecting to the left. 

A caudal block afforded prompt relief of pain in the left 
t foot. The next day continuous caudal block was Instituted, but 
' the sccon^i toe o( the right foot remained blue and cold. An 
' ntlcmpi Was made to Iniccl 0.3 mg. of CCK (dihydroergocornine. 


13. Col. 1.. c. Govettc and Col. James Forsee, of Fitzsimons Hospital, 
gave tlieir permission to inciude this report. 
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ainyaroergocristine, dihydroergokryptine [“hydergine”]) into ti,„ 
right femoral artery, but the lumen was difficult to locate t 
diagnosis of occlusion of the femoral or iliac arteries was marie 
The patient was maintained on a course of CCK administereri 
orally. This regimen relieved her pain considerably. On Jan 
12, 1951, a translumbar aortogram (Fig. 3) revealed an abruni 
transverse termination of the contrast material just distal m 
the orifices of the renal arteries. On Jan. 19, 195 ], the eve- 



Fig, 3.—Aortogram in Case 2 revealing an abrupt transverse termination 
of the contrast material just distal to the well-visualized renal arteries. 
Note tortuous intercostal arteries with anastomotic branches. The superioi 
mesenteric artery, arising just proximal to the renal arteries, shows filling 
of its tributaries in the pelvic area well below the termination of the 
contrast material in the aorta. 


ning before contemplated abdominal sympathectomy, a left 
pleuritic pain suddenly developed, which was diagnosed as pul¬ 
monary embolism with infarction. Under anticoagulant therapy 
she recovered. On Jan. 29, 1951, she had a bilateral lumbar 
sympathectomy, ligation of the inferior vena cava, and “aortic 
stripping.” Palpation of the aorta at the site of the thrombosis 
gave the impression that some blood might be getting past the 
thrombus. Aortic transsection was not, therefore, done. On March 
21, 1951, the gangrenous left second toe was amputated. After 
these procedures the symptoms due to the aortic thrombosis were 
relieved to the point that ambulation and limited activity were 
possible. 


Case 3. —F. A., a white man, 46, with known diabetes since 
)45, was admitted to Fitzsimons General Hospital on Nov. p, 
150, for regulation of his diabetes.He complained of aching 
lin and weakness in his thigh muscles, aggravated by exercise 
jd characteristically relieved by resting a few moments. These 
mptoms had begun two years before, at which time a routine 
lamination bad revealed palpable femoral, posterior tibial, and 
jrsalis pedis pulsations. A 2,300 calorie diet and 25 units of pro¬ 
mine zinc insulin and 50 units of regular insulin daily were 
■escribed. In mid-December he was discharged from the hos- 
fal. It was recommended that he return in one or two months 
ir reevaluation of the vascular status of his lower extremities. 
;e was therefore readmitted on Feb. 15, 1951, with the corn- 
laint that his exercise tolerance was much decrease an • 
ye pains in his thighs were worse. Questioning revealed that he 
/as unable to obtain an erection with sexual stimulation. 
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Phvsical findings on examination were noncontributory except 
fnr iLent femoral, popliteal, posterior tibial, and dorsalis pedis 
ralsalions bilaterally. The patient’s diabetes was well controlled. 
^ On Feb. 28, 1951, a translumbar aortogram (Fig. 4) revealed 

thrombotic occlusion of the aorta extending from approxi¬ 
mately 1 cm. distal to the origin of the right renal artery to 
about 4 cm. distal to the origin of the left renal artery. Sym- 
n.ithctic block on the right produced a marked increase in 
Mcrcise tolerance for both legs. Anticoagulant therapy was im¬ 
mediately instituted. On March 6, 1951, a tight lumbar sympa- 
tbcclomy was performed with the removal of the second and 
third lumbar ganglia. Temperature studies before and after this 
procedure revealed an increase in the temperature of the right 
foot and leg. April 5, 1951, a left lumbar sympathectomy was 
performed, and similar objective as well as subjective improve¬ 
ment was noted. 

4 ,_w. W., a retired rancher, 70, was admitted to Colo¬ 

rado General Hospital on May 14, 1951, after hospitalization 
at Colorado Psychopathic Hospital for a toxic psychosis thought 
to be due to meperidine (demerol*). He had been fairly well 
until M.ay 6, 1951, when he collapsed because his legs “gave 
out from under him.” Four days later a sudden onset of severe 
cramping nonradiating epigastric pain developed, which was re¬ 
lieved by meperidine. The next day he complained of pain in 
both hips and had another episode of epigastric distre,ss: he 
became ashen, and abdominal distention developed. He refused 
hospitalization adamantly so was again administered meperi¬ 
dine, with relief of pain. Shortly afterward he began having 
visual hallucinations, became violent, and required commitment. 
Past history revealed that he had suffered from “rheumatism” 



—''“''osram in Case 3 showing the aorta to be completely filled 
'In contrast material to the level of the left renal artery. A thrombus 
ccujdcs approximately onc-lialf the lumen from this site to the level of L<, 
ere there is an abrupt termination of the contrast material. The superior 
visualized just to the left of the aorta with its branches 
•tilled below the level of the occlusion. A nephrogram is obtained with 
* ^^Posure, since the time lapse from injection was second. 

of his legs for 20 years. The past four months he had been 
unable to walk more than one-half block without resting, in 
order to obtain relief from pain in the calves of both legs. On 
•1 mission he was found to experience severe pain in both lees 
"'hen standing. 

Examination disclosed a temperature of 98.6 F, a pulse of 
> a respiration rate of 20, and a blood pressure of 130/80 in 


the upper and 0/0 in the lower extremities. The lungs were 
clear to auscultation and percussion. The heart was not en¬ 
larged: there were occasional extra systoles but no murmurs; 
the electrocardiogram showed slight left ventricular strain and 
premature ventricular contractions. The abdomen was slightly 
rounded, without tenderness, spasm, masses, or palpable organs. 
Aortic pulsations were not felt; femoral, popliteal, posterior 
tibial, and dorsalis pedis pulsations were absent bilaterally. The 



Fig. 5.—Aortogram in Case 4. The contrast material follows much the 
same pattern as in Case 3 (Fig. 4). There is, however, a more irregular 
outline to the thrombus. The renal arteries arc clearly visualized and also 
the extensive collateral anastomoses through the intercostal arteries. 

lower extremities had a full range of motion, blanched slightly 
with elevation, and became red when dependent. There was a 
slight decrease in the skin temperature of both feet and legs. 
The reflexes were normal, but there was diminished pain sensa¬ 
tion over the distal half of the right tibia! region, the right ankle, 
and the dorsum of the right foot. The chest x-ray showed normal 
condition; a flat x-ray of the abdomen revealed a linear density 
compatible with a diagnosis of calcification in the left common 
iliac artery. 

On May 15, 1951, a translumbar aortogram (Fig. 5) revealed 
the characteristic findings of a thrombotic aortic occlusion. The 
patient was transferred to the surgical service on May 16, 1951, 
for operative therapy. 

COMMENT 

Thrombotic occlusion of the aorta is not a recently 
recognized disease entity. Graham,” in 1814, made an 
attempt to differentiate between embolic occlusion and 
thrombotic occlusion of the terminal aorta. His work was 
referred to by Welch,who in 1898 gave a classical de¬ 
scription of this pathological process and collected all 
the then reported cases of thrombosis and embolism of 
the terminal aorta. Fourteen of these cases were believed 


34. Graham, R., cited by Welch, W. H.; Embolism and Thrombosis of 
the Abdominal Aorta, in Alibutt, C., and Roleston, H. D.: System ^ 
Medicine, London, Macmillan & Co., Ltd., 1909. 

15. Welch, W. H,: Embolism and Thrombosis 
in Alibutt, C., and Roleston, H. D : System ■ 
iniUan & Co., Ltd., 1909, vol. 6, p. 809, 
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to be thrombotic in origin, of which seven were con¬ 
sidered primary. In 1923 Leriche reported again on the 
entity of thrombotic occlusion. His interest in this par¬ 
ticular disease continued uninterruptedly, and by 1940 
he was able to describe a symptom complex and five cases 
diagnosed and substantiated at surgery. Greenfield in 
1943 again reviewed the literature, finding 156 cases of 
thrombosis and embolism of the abdominal aorta. 
Holden in 1946 was apparently the first to report the 
successful surgical treatment of this disease in the United 
States. The problem of diagnosis, however, continued to 
be a deterrent to our comprehension and therapy of this 
disease process. The key to overcoming this difficulty was 
given in a report by Price and Wagner * on the accuracy 
of diagnosis by utilizing the procedure of aortographic 
examination in studying suspected cases of aortic throm¬ 
bosis. 

Leriche and Morel in 1948 brought up to date infor¬ 
mation on this disease process in an article reviewing the 
clinical aspects, the diagnosis, and the treatment. They 
emphasize the clinical symptoms of weariness and fatigue 
of both lower extremities, usually associated with a glo¬ 
bal atrophy of both lower limbs without the presence of 
trophic changes. There is a pallor of the legs and feet 
even on standing. In the men there is, in addition, the 
inability to maintain a stable erection, the explanation 
being that the blood flow is insufficient to fill the spon- 
gious process. Clinical investigation will reveal that no 
pulse is palpable in either leg or in either groin, Pulsa- 
’ons in the abdominal aorta may, however, be felt high 
p above the umbilicus. Such findings usually mean one 
of three things; (1) coarctation of the aorta, (2) ab¬ 
dominal aneurysm, or (3) thrombotic obliteration of the 
aorta. A positive diagnosis, particularly in the case of 
thrombotic obliteration of the aorta, can only be estab¬ 
lished by translumbar aortographic examination. In ad¬ 
dition, with this procedure the exact location of the lesion 
can be identified. Moreover, it is possible to misinterpret 
an occlusive peripheral vascular disease with this particu¬ 
lar process in the abdominal aorta. We have on one oc¬ 
casion examined a patient who had the classical clinical 
picture of aortic thrombosis, but the aortogram did not 
support this impression. 

The value of making an accurate diagnosis is extremely 
important to the welfare of the patient because it affects 
the therapy which is instituted. Conservative or medical 
management, or operative sympathectomy alone, does 
not constitute adequate treatment for the patient with 
aortic occlusion, as- it might for the patient with periph- 
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eral vascular disease in which the obliterative process’ 
is associated with a superimposed reflex vasospasm 
Leriche" emphasized the significance of resection of the 
segment of aorta containing the thrombotic process as an 
additional means of interrupting the sympathetic outflow 
to the lower extremity. Elkin ' also emphasized that such 
resection removes the thrombus and prevents the con¬ 
tinuation of its formation. It has been shown that death 
may occur from proximal propagation of the thrombus 
to the point at which the renal arteries are involved. 
Aortographic examination is of benefit in determining, 
preoperatively, whether resection of the aorta is feasible 
or not. An advantage of the translumbar approach, in 
contrast to retrograde aortographic examination, as de¬ 
scribed by Farinas, is its ability to accurately delineate the 
upper margin of the thrombus. 

The frequency with which aortic thrombosis is asso¬ 
ciated with thrombophlebitis and subsequent pulmonary 
embolus has recently been referred to by Boyd.® He men¬ 
tions similar observations by Leriche and Martorell and 
recommends that vena caval ligation be performed as an 
adjunct to surgical therapy. In the absence of accurate 
diagnosis such ligation is not only contraindicated but 
might also be definitely harmful. 

Translumbar aortographic examination is a satisfac¬ 
tory and uncomplicated procedure for the diagnosis of 
aortic disease. No difficulties are known to have resulted 
when it has been used properly. It has been argued that in 
patients with aortic occlusion the injected dye might lead 
to spasm of the collateral circulatory bed and thereby im¬ 
pair the remaining circulation to the lower extremities. 
This has not been observed in our experience in any in¬ 
stance, and any spasm that might possibly occur as a 
result of injection of a water soluble dye, such as iodo- 
methamate, is transitory in nature and not an important 
consideration. The value of accurate diagnosis is of far 
greater significance than the possibility that such spasm 
might occur during the diagnostic procedure. Also it 
should be pointed out that if there is undue fear of the 
consequences of this localized collateral spasm, it might 
be overcome by a preliminary injection of procaine into 
the aorta or by injection of the ergot alkaloid preparation 
CCK, which has been shown to relieve the spasm of 
peripheral arterial disease.-^ 

The fear of damage or hemorrhage from the introduc¬ 
tion of a needle into an arteriosclerotic aorta for aorto¬ 
graphic examination has not been borne out by the pre¬ 
vious experiences of others or by our own observations. 
Autopsy in our first case failed to reveal any evidence of 
hemorrhage in the area of the puncture site, and, in fact, 
the site itself could hardly be identified. 

It is concluded, therefore, that aortographic examina¬ 
tion should be utilized in patients showing evidence of a 
high obstruction of the arterial blood supply to the lower 
extremities. It would seem that if physicians are on the 
look-out for this particular disease entity, it will be found 
much more frequently than has been the case in the past. 
Translumbar aortographic examination is felt to be a 
significant and practical adjunct to the diagnosis of aortic 
disease, and its use will considerably broaden the under¬ 
standing of these pathological processes. 
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SUMMARY 

The subject of diagnosis of aortic thrombosis is re¬ 
viewed. Four cases diagnosed antemortem by translum- 
bar aortographic examination are reported. We know of 
only four such cases previously reported in the English 
literature. Experience in these cases would suggest that 
this disease process occurs more frequently than is gen¬ 
erally recognized. The use of aortographic examination in 


suspected cases is of great value in establishing the diag¬ 
nosis of aortic occlusion and in planning operative ther¬ 
apy. The procedure of translumbar aortographic exami¬ 
nation is described. It is felt that this procedure does not 
carry any undue risk when used in patients with aortic 
disease. 

4200 E. 9th Ave. (Dr. Peck). Dr. Elliott is now with the 
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TRUE HERMAPHRODITISM 

John /. Brewer, M.D., Harold O. Jones, M.D. 

and 

Harry Culver, M.D., Chicago 


The term true hermaphrodite is used to indicate that 
the person is bisexual in both the gonadal and secondary 
sex structures. A true hermaphrodite, in the classic sense * 
should be able to fertilize a female, be fertilized by a 
male, and fertilize itself; but no such instance is author¬ 
itatively reported in the literature. The term pseudoher¬ 
maphrodite indicates that the person has gonads of one 
sex and is bisexual in the secondary sex structures. 

Hinman = has classified true hermaphrodites concisely 
as follows: (1) bilateral: testis and ovary (ovotestis) on 
each side, (2) unilateral: ovotestis on one side with ovary 
or testis on the other side, and (3) lateral or alternating: 
testis on one side and ovary on the other side. The patient 
reported here is a true hermaphrodite of the unilateral 
type, according to Hinman’s classification. The extreme 
rarity of proved instances of true hermaphroditism and 
the widely divergent treatment of this condition as well 
as that of pseudohermaphroditism warrants the presenta¬ 
tion of a single case. Arey ^ recently has made an exhaust¬ 
ive study and analysis of cases of true hermaphroditism 
as reported in the world literature, 

REPORT OF A CASE 

The patient, a Negro woman aged 18, was admitted to St. 
Luke’s Hospital on June 22, 1939. The following history was 
obtained from the patient, her mother, previous hospital and 
out-patient records, and the office of the county clerk. The rec¬ 
ords of the hospital show the patient to have been born June 
9, 1920, and to have been registered as a male at the time of 
birth. The certification of birth recorded at the office of the 
county clerk on July 7, 1920, certifies that the patient, of 
the male sex, was born on the above date. The name as listed 
reveals the existence of some confusion in regard to the 
sex. The mother would not accept the obstetrician’s statement 
that her child was a boy and immediately upon leaving the 
hospital began to raise the infant as a girl. 

Early in her life the patient was told by her mother that she 
was different from other boys and girls and that she should not 
let others see her genitalia. During childhood she was known 
Us a tomboy and enjoyed playing baseball and other games with 
boys. In high school she was popular with both girls and hoys, 
believed herself to be entirely feminine, went to dances with 
boys, and partook of their kisses and caresses with pleasure. 
She feared the possibility of their finding out about her and 
realized that she could not marry and live in normal relation¬ 
ship with a husband. The desire to be married was the factor 
that caused her to seek medical assistance at the age of 18. Her 
P ysical appearance, excluding the external genitalia, was such 

at she was accepted as a girl by all her friends. She had never 
nienstruated, and there had never been any cyclic pain or other 


symptoms suggestive of a hematometra or hematocolpos. Upon 
questioning, the patient stated emphatically that she was a 
female but that she was deformed. 

Physical Examination .—^The patient had the external body 
build of a well-developed female (Fig. 1), although the shoulders 
were square and the hips narrow. She was of normal height and 
weight. The hair distribution was distinctly feminine. The breasts 
were of moderate size, were well formed and contained breast 


I-r 



Fig. 1.—^The patient in the case reported. 


tissue. A phallus-Iike structure was 4 cm. long and 2.4 cm. 
in diameter (Fig. 21. The urethral orifice opened in the midline 
some distance from the base of the phallus. There were large 
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Microscopic examination of the gonadal tissue in our 
case revealed the corupus luteum to be histologically 
normal and young. Proved instances of ovulation in true 
hermaphrodites have not been described so far as we 
know. In addition to the corpus luteum, there were other 
corpora lutea in various stages of degeneration, which 
indicated that ovulation and corpus luteum formation 
had occurred previously in the gonad that contained the 
testicular tissue. These findings demonstrate that ovarian 
function can be maintained in the absence of the uterus, 
a Jact-that many authors have denied. We do not sub¬ 
scribe to the belief that ovaries do not function in the 
absence of the uterus. 

The testicular tissue in the right ovotestis was com¬ 
posed of interstitial cells and seminiferous tubules with 
spermatogonia and Sertoli cells. The interstitial cells were 
numerous and appeared normal histologically. The entire 
amount of testicular tissue was approximately 1 cm. in 
■diameter. There was little evidence of the production of 
testicular androgen, as indicated by the predominately 
feminine secondary sex characteristics. The patient had 
an enlarged clitoris, but the breasts and other character¬ 
istics were definitely feminine. This suggests the presence 
of active estrogen secretion. As Schiller “ has remarked, 
it is difficult to understand why such patients as these 
are not masculinized to a greater extent by the testicular 
tissue as are some women who have small, virilizing 
tumors. 

The microscopic findings in our case proved the pa¬ 
tient to be a true hermaphrodite. Usually such studies 
are necessary. Some cases, however, may be accepted 
without microscopic proof, provided other significant 
evidence is presented. For instance, in one case reported 
by Mclver, Seabaugh, and Mangels' histological exami¬ 
nation of the intra-abdominal gonad, which was removed 
entirely, demonstrated it to be an ovary. The other gonad, 
which was located in the scrotum, was not removed, nor 
was a biopsy of it made. With only this one gonad re¬ 
maining, spermatozoa were recovered. This would seem 
acceptable proof that there was functioning testicular tis¬ 
sue in the remaining gonad, thereby establishing the diag¬ 
nosis of true hermaphroditism. Malgras and Gricouroff ® 
reported another case in which an atrophic testis was 
removed and, although the other gonad was not seen, the 
patient menstruated subsequently. This would be ac¬ 
knowledged as indirect proof of true hermaphroditism. 

Sisk and Cornwell “ reported one patient (pseudoher- 

’^aphrodite. Case 8) who had definite masculine body 

^nfigutalion, but who had ovaries and no testes. Witschi 
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and Mengert describe one patient with feminine bodv 
configuration, desires, and emotions who had two testicles 
and no ovarian tissue. Proof of the genetic sex was es¬ 
tablished by abdominal exploration, followed by removal 
of both testicles, which were located in a scrotum, and 
complete microscopic studies. Hormonal studies befon 
castration revealed high urinary levels of estrogen. Fol 
lowing the removal of the gonads, the estrogenic hormoni 
disappeared from the urine, and the gonadotropic hor 
mone was elevated. Simultaneously, hot flushes and othe 
menopausal symptoms developed. The only conciusioi 
that could be reached was that estrogen was produced ii 
the testicles. Such findings indicate that the presence o 
the male or female hormone in the urine does not ahvay 
reveal the true genetic sex in hermaphrodites. 

While the foregoing deals in large part with the estab 
lishment of genetic sex in the adult, certain portions per 
tain equally well to infants and children. A correct diag 
nosis early in life is important, because it allows th 
child’s psychological sex to be developed in keeping wit 
the genetic sex in cases of pseudohermaphroditism, or i 
keeping with the predominate gonadal sex in cases of tru 
hermaphroditism. Since this is the ideal situation, exploi 
atory operation and microscopic examination of the gor 
adal tissues should be made as early as feasible in the lii 
of the child. Any evident abnormality of the extern; 
genitalia, such as a profound degree of hypospadias, n 
quires thorough study. The physician should not be cor 
tent until he is satisfied that the genetic sex has bee 
established. Even if this requires abdominal exploratio 
during the first few years of life, it should be done. 

When the genetic sex has been determined with cei 
tainty in these young patients, a plan for the immedial 
and future medical and surgical care must be prepare! 
An adequate plan is to correct immediately only thos 
portions of the external genitalia that would interfer 
with raising the child according to the genetic or pre 
dominate sex of the gonads. Other indicated procedure; 
such as the construction of a vagina, should be delaye 
until the patient is near the age of puberty. Constructio 
of an artificial vagina in a very young person is frequent! 
unsatisfactory because of the inability of the patient t 
cooperate in maintaining its caliber. The operative resull 
are considerably better when the procedure is done nes 
or after puberty. This delay in constructing a vagina doe 
not interfere with the normal development of psyche 
logical sexual characteristics. The child then can be raise 
in accordance with the genetic sex and will, we believe 
respond to her environment in such a mannar that th 
psychological sex will correspond to the genetic sex. Th 
subsequent life of such a patient would be as free of cor 


3 as is possible. 

1 the mature person the genetic sex may play a sec 
ary role to the psychological sex. Ellis,“ Young 
enhill and Schmitz,Novak,Sisk and Cornwell 
others have clearly shown that environmental factor 
frequently more important than the sex of the gonacl 
le development of sex desires and emotions. Ellis 
collected from the literature the sexual histone c 
jdohermaphrodites and true hermaphrodite^ ver 
were homosexuals; most were heterosexua . e u 
designation heterosexual hermaphrodite to mean 
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vhose sexual desires are directed toward members of the 
'tex opposite to which he or she has been raised. Some of 
ihese heterosexual hermaphrodites were raised as females 
) and had entirely feminine roles, but their gonads were 
testes. He also caUed attention to the fact that every 
I heterosexual hermaphrodite raised as a male took on a 
masculine role, and every one raised as a female look on 
a feminine role, irrespective of the character of the gonads 
present. These patients, for the most part, had adapted 
themselves to their sex roles in a satisfactory manner. 

In persons who have a psychological sex at variance 
with the genetic sex, attempts to convert the patient to 
correspond with the genetic sex frequently lead to the 
development of severe mental conflicts. These conflicts 
may be so strong that the person subsequently is not 
suited to his or her environment. Such adult patients are 
usually better adjusted and happier if the genitalia are 
reconstructed in keeping with their psychological sex, 
r disregarding completely the genetic sex. Reconstruction 
of genitalia along these lines has been done in a sufficient 
number of patients, and the results have been excellent 
enough to warrant acceptance of this dictum as a fact. 
Pratt,'* as well as Ellis “ and others, has reported such 
instances and stressed the importance of psychiatric 
evaluation. Most of the beneficial transformation that is 
produced is the direct result of surgically reconstructing 
the genitalia in keeping with the psychological sex. 

This thinking is not unchallenged in the literature, but 
as Ellis “ has pointed out, the bulk of the recent discus¬ 
sions indicate that it is correct. The problem in such 
adult patients is to alter the malformation in such a man¬ 
ner that the patient may assume the place in society to 
which he or she is psychologically conditioned. If this 
can be done best by disregarding the genetic sex we 
believe that such is the procedure of choice. 

Reconstruction of the genitalia in pseudohermapbro- 
dites or true hermaphrodites does not include castration. 
The only indication for castration is a pathologic lesion 
in the gonads themselves. The possibility of the develop¬ 
ment of malignant lesions in intra-abdominal testicles 
is so rare that castration is not justified because of this 
possibility alone. Removal of the gonads merely because 
they are opposed to the psychological sex will not change 
the psychological sex emotions but rather will take away 
from the patient hormonal influences that are beneficial. 
The removal of the gonads will produce various phe¬ 
nomena associated with castration. The patient in many 
instances has already demonstrated that the sex desires 
and emotions and the assurnptioh of a given sex role in 
society are compatible with the presence of gonads of 
the opposite sex. 

If the patient is a true hermaphrodite, as the one re¬ 
ported here, that portion of the ovotestis that is contrary 
j to tVie psychological sex may be removed as long as suf¬ 
ficient gonadal tissue remains. Such was done in this 
^ase. In this particular instance it was not difficult to 
iscern the true character of the gonad grossly when the 
g and was incised at operation. Doss and Priestley *" re¬ 
ported an instance in which such a resection was per- 
ormed. Mclver; Seabaugh, and Mangles^ state that 
We IS, no other instance recorded in which removal of 


one type of tissue- in an ovotestis was accomplished. If 
this can be achieved during the procedure to establish 
the diagnosis of genetic sex, we feel that it should be 
done. 

SUMMARY 

A true hermaphrodite, 18 years of age, is reported. 
Microscopically, one gonad was proved to be an ovo¬ 
testis and the other a normal ovary. The predominate 
genetic sex, the psychological sex, and the body con¬ 
figuration were female. The external genitalia were ad¬ 
mixtures of male and female. The Mullerian derivatives 
were incompletely formed. Ovulation had occurred on 
several occasions, and the recent corpus luteum was his¬ 
tologically normal. 

The genetic and psychological sex are both important 
in determining the diagnostic procedures that should be 
done and in deciding the most desirable sex to which a 
patient should be converted. The genetic sex, or the pre¬ 
dominate gonad sex, is usually the most important if it 
can be determined in infancy, before the psychological 
sex is developed; the psychological sex is the most impor¬ 
tant if it is already developed and firmly fixed. All adult 
.hermaphrodites should have competent psychiatric 
evaluation as soon as the diagnosis of the abnormality 
is made. Castration is not indicated in the surgical con¬ 
version of a pseudohermaphrodite or true hermaphro¬ 
dite to one or the other sex, even though the gonads are 
of the opposite sex. 

Judicial planning, well-chosen and correctly timed 
operative procedures, adequate psychotherapy, and hor¬ 
monal therapy can make useful and socially acceptable 
persons of pseudohermaphrodites and true hermaphro¬ 
dites. This is most emphatically true if the medical plan¬ 
ning and procedures are instituted early in the life of the 
patient. 
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Diagnosis of Protruded Intervertebral Disc.—^Tbere are four 
reasons why it is deemed advisable to do intraspinal investiga¬ 
tions on all patients suspected of having a protruded lumbar 
disc: (i) Tumors of the spinal cord in, and cephalad to, the 
lumbar region may simulate the signs and symptoms of a 
protruded intervertebral disc. (2) In some instances, protrusion 
of the third, second, or first lumbar intervertebral disc may pro¬ 
duce signs and symptoms commonly seen in protrusions occur¬ 
ring at lower inteverfebral levels. (3) Multiple protrusions occur 
in about IS% of all cases of protrusion of an intervertebral 
disc, and since they may involve contiguous or scattered inter¬ 
vertebral spaces, contrast myelography is the only practical 
method by which they may be accurately localized prior to 
operation. (4) In rare instances, a protruded lumbar interver¬ 
tebral disc and a tumor of the spinal cord may coexist, giving 
rise, usually, only to so-called typical signs and symptoms of 
protruded disc. (5) When contrast myelography is employed, 
the lesion is accurately localized in a high percentage of cases; 
thus the necessity of entering normal interspaces is obViated.— 
Hendrik J. Svien, M.D., Henry W. Dodge Jr..D., and John 
D. Camp, M.D., I of Spinal Flui ^' is and Con¬ 
trast Myelography ru-’-'d Lum s Suspected, 
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REHABILITATION OF THE AMPUTEE 


Henry H. Kessler, M.D., Newark, N. J. 


Proper management of the amputee patient demands 
more of the physician than surgery alone. The physician’s 
responsibility includes supervision of a complete and 
integrated rehabilitation program embracing psychologi¬ 
cal preparation, adequate surgery, after-care of the stump 
and preprosthetic training, and provision of the prosthesis 
, and training in its use. Only through this type of three 
dimensional care can the amputee be provided with the 
physical and psychological equipment he requires for 
adjustment to his social and vocational environment. 

It should never be forgotten that the amputee patient 
has a psychological problem which, if allowed to go 
unrecognized and untreated, may become more disabling 
to the patient than the amputation itself. The emotion 
experienced at the loss of a limb has been very well 
compared to the grief one feels at the death of a loved 
one. A part of one’s body has been permanently lost. The 
bewilderment and desolation common among the newly 
amputated expresses itself in the anxious questions which 
the amputee asks his physician: “Will I walk again? Will 
I work again? How will my family and friends react?” 

The physician should consider it part of his responsi¬ 
bility to assuage these fears and anxieties as best he can; 
this is part of what we mean by psychological prepara¬ 
tion. It implies that the patient will be treated not as a 
pathological entity, but as a highly individualized com¬ 
plex of traits, interests, and requirements. The newly 
amputated patient must be assured that his disability 
will not prevent him from becoming a happy and produc¬ 
tive unit of the society to which he must return. 

Demonstrations by other amputees who are already 
successfully adjusted, and who are accomplished in the 
use of their prostheses, are extremely valuable for this 
purpose. Whenever possible, the physician or the hospital 
should arrange to have the amputee patient meet other 
amputees with similar or severer disabilities. The patient 
is challenged to match or exceed the accomplishments 
of the other man; more important, he is made to feel that 
he is not alone with his disability, that thousands like him 
have made adjustments of which he, too, is capable. 

Films, slides, and lectures are valuable when live 
demonstrations are not feasible. Occasionally the hos¬ 
pital’s social worker will be called in to assist with a 
specific personal or financial problem. Perhaps the pa¬ 
tient will be encouraged to use the time spent in the 
hospital to explore educational or vocational opportu¬ 
nities. Whatever the means employed, psychological 
adjustment of the amputee should be considered through¬ 
out his entire rehabilitation program. 

The primary purpose of amputation surgery is, of 
course, to arrest the pathological process. Second in im¬ 
portance is provision of a stump which will enable the 
amputee to wear an artificial limb with comfort and 
utility. When an open amputation must be performed 
because of the emergency nature of the operation, it 
should be performed at the most distal point of viable 
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tissue rather than at the site of election. This will permit 
the final revision or reamputation to be performed at the 
site of election without unnecessary loss of stump length 

The aim of the final procedure is provision of a stump 
of optimum length shaped to allow proper fitting of the 
artificial limb. Four basic surgical procedures have been 
developed for leg amputation: the Syme’s amputation, 
the below-knee amputation, the Stokes-Gritti amputa¬ 
tion, and the above-knee amputation. While modifica¬ 
tions may be necessary in individual cases, these four 
operations will satisfy the requirements of the vast ma¬ 
jority of leg amputations. 

The Syme’s amputation provides a desirable end¬ 
bearing stump, utilizing the skin of the heel, which is 
biologically prepared for weight bearing. The tibia anc 
fibula are transected at a point about Va in. proxima' 
to the articular surface of the tibia. The os calcis is 
removed subperiosteally, preserving the skin of the hee 
for weight bearing, either with or without a prosthesis. 

The site of election for amputations above the ankh 
is 5 to 6 in. below the knee, at which level optimum con 
ditions of support and leverage obtain. A side-bearim 
stump is provided which takes the body weight evenl] 
distributed at three pressure bearing areas, the interna 
condyle of the tibia, the head of the fibula, and the tibia 
tubercle. These stumps are ideal for wearing a prosthesis 
although shorter below-knee stumps can also be utilized 

The Stokes-Gritti procedure for above the knee ampu 
tations provides an end-bearing stump able to meet exces 
sive demands. The patella is fused to the cut end of th( 
femur at the adducted tubercle, made at the flare of th( 
femur. Like the Syme’s amputation, this type of amputa' 
tion utilizes skin that is biologically prepared for weigh 
bearing—in this case, the skin of the knee. 

Leg amputees who have lost the valuable knee mech 
anism will find themselves considerably more restrictec 
than the below-knee amputee, and the knee joint shouk 
be preserved whenever it is possible to do so. The sit( 
of election for the above-knee amputation is at the junc 
ture of the lower and middle third of the thigh, but sat 
isfactory stumps are possible at almost any level. I 
should be remembered that a stump which is too long i 
as unsatisfactory as one which is too short. In the above 
knee stump, weight is transferred to the ischium, depend 
ing on the length and shape of the stump. Leg amputee 
with very short stumps, and patients with hip disarticula 
tions, can be fitted with tilting table limbs, and simila 
prostheses can be used by hemipelvectomy patients. 

Arm amputations are usually performed above th 
wrist, below the elbow, and above the elbow, but specia 
procedures are also available to meet the needs of specifii 
cases. The Krukenberg procedure, in which the forearn 
is split into radius and ulna, is a very valuable device fo 
the blind, double-arm amputee, who must retain tactili 
sensation in one of his stumps. The Krukenberg opera 
tion provides some prehensile power without necessita 
ing the wearing of a prosthesis, 

Kineplasty is another special technique which pr 
vides the arm amputee with excellent control over t 
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artificiaiarm. The live muscle remaining in the stump is 
canalized and lined with skin, and the surgical defect 
covered. An ivory or plastic peg is inserted in the canal 
1 and is attached to the artificial arm by a system of levers. 
Ihus the muscle which would normally activate the 
ablated hand is used to control the prosthesis. 

A systematic program of after-care of the stump, in 
pteparation for wearing a prosthesis, has as its objec¬ 
tives the prevention of contractures and the development 
of strong, painless, and properly shrunk stumps. Traction 
is applied postoperatively to accomplish closure of the 
wound in open amputations and to loosen the skin clo¬ 
sure in primary flap amputations. Proper bed posture is 
essential to prevent contractures, and the practice of 
putting a pillow or sandbag under the stump cannot be 
too strongly condemned. When the amputee has recov¬ 
ered from his operation, the physical therapist will insti¬ 
tute a program of passive and active exercises, designed 
not only to improve the stump, but to provide physical 
'' conditioning of the entire body. Massage, which may be 
indicated to reduce contractures in old stumps, is strongly 
contraindicated for fresh or painful stumps. 

Shrinkage of the stump is accomplished through the 
application of elastic bandages. A 4-in. bandage is used 
for the below-knee amputee and a 6-in. bandage for the 
above-knee amputee. The below-knee amputee can 
usually be taught to apply his bandages himself, but the 
above-knee amputee will require the assistance of the 
nurse or physical therapist. 

Advanced preprosthetic training of the amputee will 
include instruction in crutch walking and hopping, in 
addition to general physical conditioning and specific 
stump exercises. A complete program of preprosthetic 
training, under the supervision of competent physical 
therapists, can easily mean the difference between poor 
and excellent adjustment to the artificial leg. The prosthe¬ 
sis should not be fitted until the stump is properly shrunk 
and free of pain and contractures. 

Provision of a satisfactory artificial limb is the respon¬ 
sibility of the physician as well as the limb maker. While 
the surgeon is not expected to become thoroughly famil¬ 
iar tvith the limb maker’s art, he should have sufficient 
knowledge of prosthetics to assist his patient in the selec¬ 
tion of an artificial limb. 

The large variety of materials and designs in artificial 
limbs presents the amputee with a bewildering problem 
of selection unless he has professional guidance. The 
surgeon should cooperate with the limb maker to insure 
proper fit of the limb, a consideration far more important 
than the design of the limb or the materials of which it is 
made. Fitting depends primarily on proper measure¬ 
ment, secondly on proper construction of the prosthesis, 
snd, finally, on the adjustment of the prosthesis to the 
patient’s stump. Too many limbs lie idle in closets or 
bureau drawers while their owners lead wheelchair and 
j crutch existences because weight bearing on the pros¬ 
thesis is painful or the amputee has not been taught to 
use his new limb. If possible, the amputee should be 

bed at a shop close to his home, to enable him to return 
as often as is necessary for adjustments and repairs. 

The type of limb selected for the leg amputee will be 
m uenced by his weight and occupation. Materials gen¬ 
erally used include metal and willow wood, the latter 


preferable for children because the necessary frequent 
changes can be easily executed. 

Selection of the prosthesis for the arm amputee is a 
far more complicated matter, and here we must consider 
the patient’s entire personality as well as his physical 
requirements. The two basic functions of the artificial 
arm, dress and utility, may be combined in any propor¬ 
tion to meet the specific needs of the individual patient. 
Teachers, lawyers, and other persons whose work brings 
them into contact with the public, but who do not use 
their hands a great deal, usually require only a light dress 
arm with minimal function. The farmer or laborer, on 
the other band, requires the maximum function possible, 
and he must frequently sacrifice appearance to utility 
and wear a mechanical arm. An array of special devices 
is available for tlte unusual or complicated case. The 
Krukenberg procedure, previously referred to, should be 
performed on one stump of the blinded, bilateral arm 
amputee. A functional prosthe.sis can then be applied to 
the stump of what had been the dominant hand. 

The kiheplastic procedure is ideal for bilateral arm 
amputees, since this technique provides a high degree 
of prehension and control. The kineplastic arm can be 
worn with either hand or hook, the former for cosmetic 
purposes and the latter for greater utility. 

Training in the use of the prosthesis is the most 
essential element in successful rehabilitation of the 
amputee. An artificial limb is a sensitive and delicate 
instrument, and the amputee cannot be expected to 
become adept in its use without professional instruction. 
Ideally this training is carried out in a rehabilitation 
center, but it can be done in a general hospital with good 
physical and occupational therapy departments and staff 
members who know amputee training techniques. 

A four week training program will generally suffice for 
the single-leg amputee, though more time will be required 
to train a man who has lost both legs. During the first 
week the leg amputee learns to apply his limb and to 
balance on it. During the second week he is taught to 
walk on level ground, and by the third week he is walk¬ 
ing on irregular terrain and up and down stairs. The 
fourth week is devoted to advanced instruction in sports 
activities, 'and completion of the general gymnastic pro¬ 
gram that has been carried on throughout the entire 
period of training. At the time of discharge the single- 
leg amputee will be walking easily with no support, and 
the double-leg amputee can navigate successfully with 
the help of one cane. 

Before the rehabilitation program can be consid¬ 
ered complete, the amputee should be assisted with 
whatever personal or vocational adjustments are neces¬ 
sary. If he cannot return to his former occupation, he 
may be referred to a center for vocational guidance and 
training. Rehabilitation does not end until the patient has 
received all the restoration of which he is capable. 

If is obvious that the type of complete service out¬ 
lined above cannot be provided by the physician alone. 
The teamwork of many specialists is requited, with the 
physician at the head of the rehabilitation team. The 
services of the physical therapist, the occupational ther¬ 
apist, the limb maker, the rehabilitation nurse, and the 
vocational counselor are merged to provide a total pro¬ 
gram individualized to meet each patient’s needs. 
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The community, too, is a member of the rehabilita¬ 
tion team, for the amputee cannot be said to be rehabili¬ 
tated if he will not be accepted by the community to 
which he rriust return. One of the major aims of rehabili¬ 
tation is education of the public to the potentialities of the 
amputee; in a sense the public must also receive “psycho¬ 
logical preparation.” Amputations should never be re¬ 
garded as insurmountable obstacles to a normal and satis¬ 
fying life. 

The management of patients with double or compli¬ 
cated amputations demands special skills. Illustrations of 
how the basic rehabilitation program is adopted to meet 
the needs of these severely disabled persons are supplied 
by the following case reports. 

Case ].—young Greek soldier was severely injured when a 
land mine exploded in front of him, resulting in total blindness 
and necessitating amputation of both arms below the elbow. The 
young man was sent to the United States through the auspices 
of the Greek War Relief for rehabilitation at the Kessler Institute 
for Rehabilitation in West Orange, N. J. A medical case worker 
assisted him in overcoming certain psychological difficulties in¬ 
duced by the severity of his injury and complicated by the lan¬ 
guage barrier he experienced in this country. A Krukenberg 
procedure was performed by the orthopedic surgeon on his left 
stump, and the patient rapidly learned to manipulate the bones 
of the forearm as a prehensile tool. A kineplastic operation, 
performed on the muscles of the other stump, enabled him to be 
fitted with a kineplastic prosthesis. The occupational therapist 
taught him to use his prosthesis for the routine pursuits of life, 
and he learned to feed, dress, and groom himself. A case worker 
from the New Jersey Commission for the Blind was assigned 
to teach him braille and orientation, and the institute physical 
therapist taught him balance and coordination. This man is now 
able to read braille with the unfitted stump and is able to care 
for his personal needs. He has since returned to Greece. 

Case 2. —A coal miner, injured in a rock fall, suffered a broken 
back which caused total paralysis below the waist. Several months 
after his injury severe decubitus developed, which necessitated 
midthigh amputation of both legs. An unsuccessful attempt to 
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remove urinary calculi left the patient with a draining abdomin 
fistula at the time of his admission to the institute. Plastic siirt./ 
was performed to close the remaining decubitus ulcers- n 
calculi were removed, and the fistula closed by the urolocic s, 
geon. An intensive program of physical reconditioninc a, 
amputee training was started. The patient was first fitted w 
short artificial legs and taught balance and simple walking tec 
mques. As his progress improved, his artificial legs were lenei 
ened, and he was taught a faster gait. At the time of his dischw 
the patient, a paraplegic, double, above-knee amputee, con 
ambttlate on artificial legs and crutches, and his medical probler 
had been solved. He now operates his own restaurant in f 
home town. 


Case 3.— A patient with triple amputation was admitted 
the Kessler Institute. As a result of an electrical accident bo 
arms were amputated below the elbow, and one kg was amr 
tated above the knee. The patient was fitted with two kineplas 
prostheses,. and the occupational therapy department train 
him in the use of these devices for a variety of personal and vo( 
tional activities. The patient became increasingly adept with 1 
artificial arms, and at the time of discharge he was able to t 
the arms for writing, shaving, dressing, eating, and some tyj 
of manual work. A standard above-knee prosthesis was p 
vided, and the patient received physical therapy and walk] 
instruction. He has since returned to work, able to ambul 
successfully and manage his triple prostheses to meet the i 
mands of his daily life. 


The significant feature of these case histories is 1 
teamwork that was provided by the medical and prof 
sional staffs to solve the numerous problems of tin 
severely disabled persons. Rehabilitation is seen as 
integrated series of services focusing the experience 
many minds, the skills of many sciences, and the .vain 
of many techniques on the single objective of restori 
the disabled to useful life. As applied to the amputee, 
brings the surgeon, limbmaker, therapist, and commun 
together in an organized attempt to rebuild the patient 
economic independence and social satisfaction. 

53 Lincoln Pk. 


LAME BACK 

SOME COMMON CAUSES AND CONSERVATIVE TREATMENT 


Frank R. Ober, M.D., Boston 


There has been and there still is a great tendency to 
ascribe all backaches to one cause—e. g., for many years 
the term “sacro-iliac dislocation” has been held in great 
vogue; latterly this seems to be going out of fashion, and 
the diagnosis of “ruptured disk” is in the ascendancy. All 
too often a snap diagnosis is made without reference to 
history or physical findings. Too many patients suffer 
from backache after adequate removal of the displaced 
nucleus pulposus. How to go on from there is the prob¬ 
lem. There are many causes of acute and chronic back¬ 
ache, so that one single label is not the answer, 

ETIOLOGICAL FACTORS 

Fundamentally the reason for mechanical pain in the 
back is an abnormal change in the normal physiological 
curves of the spine. It Is the duty of the physician to find 


Head bclofc ihc Section on Physical Medicine and Rehabilitation at 
the One-Himdtcdih Annual Session of the American Medical Association, 
Atlantic City, June 14, 1951. 


jt if possible the condition responsible for the difficu! 
he main etiological factors fail into six groups: ( 
aumas, (2) bad posture, (3) congenital raalforir 
ons, (4) diseases of spinal bones arid joints, (-5) mal 
int disease, and (6). diseases outside the spine. 

In general, there can be severe low back pain willic 
mitalion of motion in the spinal column per se, a 
lere may be no evidence of pathological condition 
-ray examination. On the other hand, there can be 
ood deal of bone damage as shown by x-ray and 
ackache. Patients having lumbar spines which sm 
lore or less spur formation that has been going on 
rany years suddenly have an acute attack of pain, must 
pasm, and even sciatic pain. These 
le pathological picture does not change. Furtherm 
dere may be intermittent recurrence of backache 
omplete freedom from pain during the intervals. 

Trownn.—The commoner traumatic lesions ar 
usions, sprains, strains, dislocations, compression fra 
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tures, and ruptured discs. All these are characterized by 
pain,' muscle spasm of the erector spinae muscles, and 
limitation of motion of the lower part of the spine. Sciatic 
') pain may be present, and sometimes there is a lateral list 
of the spine. These symptoms mean a lame back and are 
usually present in nearly all conditions in which there 
is irritation of the low back region from whatever cause. 

Bad Posture. —This includes postural attitudes in 
standing, sitting, lying, and walking. Examples are stand¬ 
ing with the chest flat and thrust backward over the 
‘ pelvis, head forward and shoulders sagging, also habitual 
standing on one leg, which produces faulty attitudes; sit¬ 
ting in a slouchy manner with the buttocks out on the 
edge of the seat and the chest caved in or on a seat which 
: does not fit; lying in curved positions, especially on soft 
or sagging beds. The postural attitudes in walking usually 
: exaggerate those of standing. A short leg results in a total 
scoliosis with the leverage power greatest at the lumbo- 
, sacral or sacro-iliac joints. The short leg is determined 
by putting lifts under the heel until the pelvis is level and 
the spine plumb. Foot strain pain may be referred to the 
lower back and also strain from a prominent abdomen, 
short posterior leg muscles, and contracted fascia lata 
producing a lumbar lordosis. 

Congenital Abnormalities oj Spine. —These may be 
responsible for back pain, first, because these abnormal- 
I ities interfere with the normal mechanics of the spine and, 
I second, because the backs of these patients are not always 
I as strong as those of normal persons. 

I Artimtides oj Spine. — The two common types of arth- 

1 litis of the spine are osteo and rheumatoid arthritis. 
I Marie-Strumpell, gonorrheal, typhoid, and paratyphoid 
types are less common, as also is degeneration of one 
> or mote intervertebral discs. 

- Infections Involving Spine. —These are tuberculosis-, 
which is comparatively rare, and osteomyelitis. 

Affections of Bones of Spine. —Osteoporosis seen in 
the aged, in hormone imbalance, and in disturbances of 
the parathyroid gland, Paget’s disease, osteomalacia, and 
aneurysm of the aorta may be the cause of back pain. 

Malignant Diseases. —Sarcoma, Ewing’s tumor, my¬ 
eloma, carcinoma, Hodgkin’s disease, and leukemia all 
may cause destructive lesions of the vertebrae and must 
be considered in making a diagnosis. 

Diseases Outside Spine. —There are many diseases 
outside the spine which have symptoms referred to the 
spine. In many acute infections, local or general, there is 
often backache and spasm of the erector spinae muscles 
—e. g., the early prominent symptom of smallpox is 
severe pain in the low back. Peptic ulcer, malignant dis¬ 
ease of the stomach or duodenum, and retrocecal ap¬ 
pendicitis may cause severe pain in the spinal region. 

Diseases of Pelvis. —Tumor and cancer of the ovaries 
or uterus, pelvic adhesions, displaced uterus, bladder 
stone, prostatic diseases—all these may cause low back 
pain. Conditions involving the retroperitoneal region 
often produce pain and muscle spasm in the lumbar re- 
pon. Among the commoner of these are abscess of the 
Kidney, perinephritic abscess, retroperitoneal abscess, 
stone in the kidney, in the pelvis of the kidney, and in 
the ureter, and kinks in the ureter. 

Pregnancy, especially in the later months, often pro- 
oces low back strain. After delivery there is often 


marked weakness of the abdominal muscles, which re¬ 
sults in chronic backache. 

Fatty Tumors and Hematomas .—Fatty tumors and 
hematomas in the gluteal region should always be sought 
for, since they often cause sudden acute attacks, fre¬ 
quently disabling. These tumors are found beneath the 
gluteus maximus muscle, and a portion of one extrudes 
through the vascular spaces in the deep fascia just below 
the iliac crest and near the top of the sacro-iliac joint. 
Sciatic pain frequently accompanies the extrusion. 

It must be remembered that there can be severe back¬ 
ache, especially over the posterior surface of the sacrum, 
without muscle spasm or limitation of motion in the lum¬ 
bar spine. These patients usually have a contracted fascia 
lata, short posterior leg muscles, functional .scoliosis, 
prominent abdomens, or chronic foot strain. 

Finally, neuroses, chronic emotional disturbances, 
malingering, and compensation problems all may have 
their symptoms, either real or fancied, located in the low 
back region. 

It is obvious that every effort should be made to find 
■ the cause of trouble before beginning therapy. A snap 
diagnosis may be futile and fatal. The x-ray examination 
must be complete and thorough. If the anteroposterior 
and lateral x-rays do not show pathological condition, it 
is often necessary to take x-rays of the oblique view; also 
standing anteroposterior x-rays with side bending and 
lateral views in extension and flexion may be required. 

TREATMENT 

The treatment of lame back may be separated into four 
stages: (1) the acute stage, (2) the subacute stage, (3) 
the chronic stage, and (4) the rehabilitation stage. All 
this is based on the assumption that all conditions pre¬ 
disposing to low back pain which are not concerned with 
those causes which enter into the mechanism and physi¬ 
ology of the spine have been removed where possible. 

Acute Stage .—This varies from a mild attack to a very 
severe and disabling one. In the mild, short-lived attack 
use of a transverse double-thickness adhesive plaster 
strapping will usually suffice. In the severer attacks bed 
rest on a firm mattress is indicated. (Some patients are 
not comfortable on a hard bed.) Sedatives, such as the 
salicylates, codeine, meperidine (demerol®), and even 
morphine may be necessary. Sedatives relieve both the 
pain and muscle spasm. 

Heat in the form of hot packs or a heat lamp at inter¬ 
vals of four to six hours for periods of 15 to 20 minutes 
often gives great comfort. If sciatic pain is present, a pil¬ 
low under the knee relaxes the nerve and may help to 
relieve some of the pain. The patient should assume the 
position of greatest comfort. Sometimes continued and 
constant bed rest produces increased discomfort; in that 
case the patient should be allowed up for short periods, 
since the postural change seems to relieve pain. 

Subacute Stage .—^When the very acute phase subsides 
gradually, but certain movements tend to increase the dis¬ 
comfort, the application of local heat plus gentle massage 
is beneficial. If there is no sciatic pain, the patient is 
taught to compress his buttocks slowly and firmly 25 
times three of four times daily and to raise his head and 
shoulders off the bed or table a short distance, holding 
this position for three or four seconds, repeating this 25 
times three or four times a day. ■ 
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A back support is indicated at this time. The best sup¬ 
port is a properly made corset, which is hard to obtain. 
An efficient corset is so constructed that it fits the back in 
both the sitting and standing positions. It must give an 
abdominal lift. The cloth must be cut so that the iliac 
crests are let out into it; otherwise the corset will ride up. 
The iliac crests never change, but the soft parts do. Pres¬ 
sure from the corset often causes alterations in the soft 
parts, increasing the pressure on the crests of the ilia, thus 
defeating the purpose of the corset, which is to restore 
normal balance of the spine and pelvis. In this case the 
corset must be altered to fit. 

There have been many braces designed for lame backs, 
but in my opinion they are not as efficient as a properly 
fitted corset, simply because no brace can follow the con¬ 
tours of the back in both the sitting and standing posi¬ 
tions, while a corset will do so. 

Chronic Stage. —This stage is usually a continuation 
of the acute and subacute stages. However, many lame 
back patients have never had an acute attack. 

The treatment of the chronic type of back condition is 
to-avoid any motion that causes discomfort or pain and 
to persist with adequate measures of protection until pain 
has disappeared and motion has been restored without 
spasm or pain. Patients who stand with one side of the 
pelvis lower than the other and who have low back pain 
must have the pelvis leveled with a lift under the heel of 
the shoe. Many lame backs are relieved by this simple 
procedure, even those with pain in the sciatic nerve. 
Those who have bilateral limitation of straight leg raising 
due to contracted posterior leg muscles or fasciae latae 
may be relieved by raising the heels of both shoes. 

Rehabilitation. —Exercises to relieve the fascial con¬ 
tractures should be given but not if sciatica is present. 
Next, the anterior thigh structures should be stretched 
and, finally, the posterior leg contractures. When the 
acute low back symptoms have subsided, exercises to 
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develop the corset muscles of the patient—that is, th 
gluteal and abdominal muscles—should be carried oi 
until their function is normal. 

As soon as these muscles have sufficient tone an 
strength more attention should be paid to correcting ba 
posture so that in time the physiological curves of tl 
patient will be restored to normal. 

A common exercise prescribed for lame back is to hai 
the patient bend over. Lame backs are often caused I 
bending over. It would seem, then, that such an exerci 
should not be performed. Furthermore, it does nothing 
restore the physiology of the spine. 

In cases of contracted spinal muscles following an t 
tack, stretching these muscles may be accomplished 
two ways. The first is to have the patient flex his kne 
and thighs, then grasp his knees with his hands and slov 
flex his trunk, maintaining the position for 20 or 30 s< 
ends and then relaxing, repeating the maneuver 10 or 
times. A second method of stretching is to stand with t 
knees extended and bend forward, allowing the head a 
body to hang in a relaxed manner for a minute at a tii 
for 10 or 15 times once or'twice a day. 

No exercise should be performed that causes disco 
fort. Finally, after contractures are removed and the o 
set muscles are normal, the posture must be restored 
order to help prevent or at least minimize any futi 
attacks. 

SUMMARY 

Ruptured nucleus pulposus is not the sole cause 
lame back. There are many diseases of the spine a 
many outside the spine itself which may produce pair 
the back. Treatment of the lame back per se depends 
the acuteness of .the attack. Finally, physical thert 
measures designed to remove inhibiting contractui 
restore muscular tone and function, and correct post' 
will result in a large number of cures. 

234 Marlborough St. 


MULTIPLE POLYPOSIS 

RESULTS OF FULGURATION OF POLYPS IN DISTAL PORTION OF COLON 
AFTER ILEOSIGMOIDOSTOMY AND COLECTOMY 

Newton D. Smith, M.D. 
and 

John R. Hitt, M.D., Rochester, Minn. 


Present knowledge concerning multiple polyposis 
(congenital or hereditary polyposis) indicates the seri¬ 
ousness of this disease and an almost invariable termina¬ 
tion in single or multiple carcinomas. Ideally, therefore, 
it would seem best therapeutically to remove the entire 
colon. Because of the consideration of the patients 
comfort, his social life, and the adverse mental reaction 
of some patients having an ileostomy, it seems necessary 
to deviate, if safely possible, from the absolute ideal. We 
arc concerned with the success of such a deviation. 


Trom the Section on Ptoctology, Mayo Clinic. 

Read b«fote the Section on Gastro-Enterology and Proctology at the 
One-Hundredth Annual Session ol the American Medical Association, 
Atlantic City, June 14, 1951. 


PRELIMINARY CONSIDERATIONS 

In the group of cases studied, the patients had bi 
Bated surgically by ileosigmoidostomy and entire 
oval of all of the colon proximal to the anastomoi 
he surgeon’s effort had been to make the ileosignioii 
oma low enough in the sigmoid so that the residi 
Brtion of the colon could be thoroughly observ 
irough a sigmoidoscope (25 cm. long) and any po 3 
ilgurated through such an instrument. If this cou 
one, it seemed it would pemait the patient toco 
is regular occupation and social activities an 
II practical purposes, normal bowel function. 

We have studied 27 cases in which 
urgical procedures mentioned were accomplished 
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fulcuration was applied to those polyps in the distal 25 
crn^ of the colon. A number of considerations deserve 
special scrutiny. The ultimate value of these comple¬ 
mentary procedures must be judged by results observed 
over a long period of time and these results compared 
with normals to obtain a true evaluation. It will be appar¬ 
ent that we are presenting an interim report rather than a 
completed study and that many years may be required 
before all the facts may be gathered. 



Fif, 1.—The mclhod and site of applyint: the spark from the fiilpiirating 
cltctrode to (a) a small sessile polyp, (ft) a pedunculated polyp, and (r) 
a larger sessile pol>p. 


The method of accomplishing the fulguration of the 
polyps may be of interest. We fulgurate the polyps with 
monopolar or Oudin current through a metal sigmoido¬ 
scope 25 cm. long. We do not apply the fulgurating 
electrode directly to the polyp but work with an inter¬ 
vening spark gap of about Va to 14 inch (3 to 7 mm.) 
(Fig. 1). The regular 25 cm. Buie sigmoidoscope with an 
auxiliary suction tube incorporated in the instrument to 
remove smoke is employed. The auxiliary suction tube 
is attached by means of a rubber tube to a Y connector 
and this to the suction. The usual suction tip employed 
for the removal of fece.s, mucus, fluid, and blood, if 
necessary, is attached to the other arm of the Y con¬ 
nector. Clamps are placed on both rubber tubes attached 
to the Y connector in order that one tube may be closed 
while the other is being employed. This may seem com¬ 
plicated, but in practice it proves to be a simple mechani¬ 
cal method to provide suction for each purpose (Fig. 2). 

Another question that may prove puzzling is where to 
begin the fulguration and how to proceed. It might seem 
equally logical to begin at the upper point to which the 
sigmoidoscope can be inserted and fulgurate distally or 
to begin in the anus and fulgurate proximally. In practice, 
it probably makes little difference. Our personal choice 
has been to begin at the anus and fulgurate a few polyps 
on the first occasion to determine the patient’s tolerance 
and reaction to the burned surface. In some instances 
patients will have an elevated temperature and consid¬ 
erable abdominal discomfort, and others will tolerate 
the fulguration of a large number of polyps without any 
untoward reaction. By beginning at the anus and gradu¬ 
ally fulgurating proximally, the patient seems to learn to 
cooperate more satisfactorily and the surgeon also has 
an opportunity to observe the previously treated area. 
Usually the fulguration is carried on daily; however, in 
some particularly apprehensive patients, it would seem 
best to permit an occasional day of rest; in spite of their 
willingness, many patients tend to reach a point of satura- 
hon, after which they become less cooperative and a day 
01 vacation” will assist them in returning to a more 
cooperative attitude. If the polyps are fulgurated first and 

0 ueocolostomy and colectomy are to follow, it is well 
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to allow 10 to 14 days between the completion of the ful¬ 
guration and the subsequent surgical procedure, in order 
to permit the acute inflammatory reaction subsequent to 
the fulguration to subside. This prevents limitation of 
the surgeon’s procedure when he attempts the abdominal 
portion of the operation. 

It would be of little value to enumerate specifically the 
number of individual fulgurations in each case. In some 
instances we would find it necessary to continue fulgura¬ 
tion daily or almost daily for three weeks, and at the time 
the patients returned for re-examination we might be able 
to complete the fulguration of new or recurrent polyps at 
one time. Our general purpose in the Section on Proctol¬ 
ogy at the Mayo Clinic is to clear the bowel of the polyps 
thoroughly just before or soon after the ileosigmoidos- 
tomy and colectomy, and then to re-examine the distal 
portion of the colon every three months for two or three 
times, after which we extend the interval to six months. 
and then once each year, or more frequently, depending 
wholly on the rapidity of the reappearance of polyps in 
each patient. Even after prolonged fulguration, there is 
usually little or no distortion of the contour of the bowel 
except in those cases in which heroic fulguration is at¬ 
tempted. 

Some patients fail to appear as regularly as they should 
for re-examination following the previous surgical treat¬ 
ment and fulguration because of financial reasons or 
because of the inability of the patient to evaluate his 
problem satisfactorily and to understand the need of con¬ 
tinued observation; this occurs in spite of our emphatic 
instructions. Some patients seem to become careless 
because they feel well and have normal function. The 
patient’s failure to return for examination seems to be the 
weakest link in the surgical and subsequent procedures. 
It is interesting to observe that over a rather prolonged 



t'tfi. 2. Fulgurating sigmoidoscope 25 cm. long, (n) Suction tube for 
the removal of smoke, (ft) Tube for light carrier, (e) Insulated fulgu¬ 
rating electrode, (d) Suction tube for the removal of feces, fluid, blood, 
and mucus, (e) and (/) Clamps to direct the suction to the tube employed. 
(g) Metal Y tube connected to the source of suction and the two rubber 
hoses leading to the suction tubes. (Reprinted with permission from Buie, 
L. A.: Practical Proctology, Philadelphia, W, B. Saunders' Company, 1937.) 

period of observation these patients do not seem to suffer 
remarkably increased incidence of carcinoma. 

The difficult problem at times seems to be; Should the 
polyps be fulgurated first, or should the ileosigmoidos- 
tomy and colectomy be accomplished first? In practice. 
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there is no fixed rule that would apply in all cases. Ob¬ 
viously, if it is a borderline condition in which the polyps 
are so numerous that their thorough destruction by ful- 
guration seems doubtful, it would be advisable to fulgur¬ 
ate first. If a malignant lesion or lesions have been 
diagnosed roentgenologically higher in the colon, then 
it would seem equally obvious that the ileosigmoidostomy 
and colectomy should be done prior to the fulguration. 
In some instances in which there are comparatively few 
polyps, and these small and widespread with no roent¬ 
genologic evidence of other than polypoid lesions proxi¬ 
mal to them, either procedure may take precedence. In 
other instances, the patient may wish to postpone the 
colonic operation for a short time; in such circumstances, 
the fulguration frequently can be completed during the 
interval between the original examination and the ileo¬ 
sigmoidostomy. In general, the decision concerning 
which should be accomplished first must rest with the 
surgeon after he has all of the diagnostic evidence, and 
his conclusion frequently will need to be modified by the 
patient’s desires. 

RESULTS 


Two of the 27 patients in the group studied died from 
bronchial pneumonia soon after the abdominal operation 
was accomplished. The death of another resulted from 
carcinoma two years after the colectomy and ileosig¬ 
moidostomy were accomplished, but, at the time the 
colon was excised, it was noted that there were two 
carcinomas; the malignancy of these was graded 1 
(Broders’ method), and they were type B according to 
Dukes’ classification. The sister of the last-mentioned 
patient also succumbed to carcinoma originating in the 
sigmoid above the level that could be reached with the 
sigmoidoscope. The carcinoma originated 34 months 
after the ileosigmoidostomy. In the latter instance, the 
patient postponed the colectomy too long, although it 
had been urged on numerous occasions. Two other pa¬ 
tients in the group studied died five and eight years, 
respectively, after treatment was instituted from causes 
other than multiple polyposis. The remaining 21 patients 
are living and have been under our observation for 6 to 
19 years. 

The most frequently observed symptoms prior to 
treatment were bleeding, diarrhea, abdominal cramps, 
and constipation. Twenty-four of the 27 patients ob¬ 
served bleeding with evacuation of stool. Twenty-one 
complained of diarrhea, 11 complained of having had 
abdominal cramps, 3 noted constipation, and in 1 case 
oq were observed. The duration of the diar- 
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symptoms during the first decade of their lives 6 in 
^cond, 6 in the third, 1 in the fourth, and 2 in’the fifth 
The remaining seven could not set any specific date oi 
were so vague in their statements that we did not fee 
justified in including them in this evaluation (see acenm 
panying table). 

Ages of the Patients, in Decades, When They First Noted 
Symptoms, When They Were First Examined 
Sigmoidoscopically, and Present Ages 

Xo. of Patients b y Decade Grouib; 

Age in decades. 2 3 7" s c s 

Symptoms first noted. 4 0 0 1 2 

Time of first sigmoidoscopy. 2 11 8 2 3 i " 


The ages of the patients at the time of our first observa 
tions varied remarkably from those at the onset of th 
symptoms. Two were first observed during the secon 
decade of their lives, 11 in the third, 8 in the fourth,: 
in the fifth, 3 in the sixth, and 1 in the seventh.- 
Two families represented by several patients in th 
group studied afford an interesting opportunity for cor 
jecture, but without further evidence it seems unwise t 
attempt to reach a conclusion. The first family is reprf 
sented by a brother and sister, who died as a result c 
carcinomas developing before or after ileosigmoidoi 
tomy, fulguration, and, in one case, colectomy. Th 
woman died at the age of 33 and the man at the age c 
37. In the woman a carcinoma developed in the sigmoi 
above the level that could be reached with the sigmoidc 
scope. This was possible because of the patient’s relut 
tance to follow the advice she received to have a colet 
tomy. The man had two carcinomas, Grade 1 (Broder 
method) and Type B (Dukes’ classification), at the tim 
of the colectomy. The fact that other members of th 
same family in preceding generations succumbed t 
carcinoma in the colon at about the same age or withi 
the next decade would suggest that there was, in.thi 
family, a hereditary age relationship between the deve’ 
opment of carcinoma and the presence of multipl 
polyposis. The second family would also tend to sugge: 
the same age relationship. This family is represented b 
at least seven members of both sexes, but they were nc 
all included in the group studied. The first members c 
these families were two women, aged 56 and 63, wh 
had carcinoma in the distal 10 cm. of the colon at th 
time they were first observed. They also had multipl 
polyposis. Each of these women, and a brother, ha 
several children who had multiple polyposis, and all th 
children are in their fifth decade of life or older withoi 
any evidence of carcinoma having developed. In thes 
families it would seem that the tendency for carcinom 
to develop, while not absent, is less marked or retarder 
Parenthetically it may be of interest to mention 
patient not included in the group, who has passed throug 
two full-term pregnancies without untoward reaction 
either in her general health or in the development c 
polyps. One female patient in the group studied had bee: 
treated surgically for bilateral carcinoma of the ovar) 
Grade 2, prior to the diagnosis of multiple polypos 
seven years ago. She is still living. 

• r 
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Ths treatjnfint and periodic observation have seemed 
satisfactory so far, inasmuch as none of the patients ex¬ 
cept the two mentioned has died as a result of the disease 
for which he was treated or any related disease. There 
seems to be a satisfactory explanation of these two 
deaths, which does not wholly discredit the suggested 
treatment. The employment of antibiotics and the in¬ 
creased understanding of surgical problems have reduced 
the number of postoperative deaths and complications. 

At the present time the ages of the 22 living patients 
vary from 20 to 70 years. Three are in the third decade 
of life, 4 in the fourth, 10 in the fifth, 3 in the sixth, 1 in 
the seventh, and I in the eighth. We are seeing additional 
patients who have been treated similarly, and in general 
their progress parallels that of this group, with no unusual 
developments. 

It is a sweeping statement to make, but all the patients 
seem to be living and working without appreciable handi¬ 
caps. The occupations include housewife, student nurse, 
bartender, farmer, credit manager. Salvation Army offi¬ 


cer, cattle buyer, and electrician. Most of the patients 
seem happy and, in spite of an adjusted outlook, antici¬ 
pate their future with enthusiasm. 

; SUMMARY AND CONCLUSIONS 
It appears that ileosigmoidostomy, with the removal of 
all of the colon proximal to the anastomosis, and ful- 
guration of the polyps in the remaining segment of the 
colon, produces a satisfactory solution to the difficult 
problem of polyposis. This solution of the patient’s prob¬ 
lem permits norrnal activity and outlook. Periodic exami¬ 
nations must be continued to obtain the optimal result. 
The age at which carcinoma occurs in particular families 
in which multiple polyposis is common may be peculiar 
to that family. The employment of antibiotics aiid in¬ 
creasing knowledge relative to the solution of some 
problems associated with extensive operations on the 
bowel have decreased the postoperative mortality and 
morbidity of these patients. The study should be con- 
, -tinued. 


PRACTICAL APPLICATIONS OF PROGRESSIVE RESISTANCE EXERCISES 


Arthur L. Watkins, M.D., Boston 




The prescription of any of the many varieties of thera¬ 
peutic exercise should be detailed and specific depending 
on their purpose. For example, the aim may be to im¬ 
prove coordination, reeducate muscles, increase range of 
joint motion or enhance endurance. The purpose of pro¬ 
gressive resistance exercise is primarily that of increasing 
strength. This technique is based on the sound physio- 
iogica! principle that one must contract against a resist¬ 
ance which calls forth a near maximal voluntary elTort 
and that the resistance must be progressively increased 
in order to significantly and rapidly improve muscular 
strength or torque. There is a large body of evidence 
based on empiric practice that this is true for normal 
persons, as, for example, in the training of professional 
weight lifters. For a more detailed discussion of the 
physiology of this type of exercise the reader is referred 
to a recent publication by Hellebrandt.' 

The application in clinical medicine of the principles 
of progressive resistance exercise is primarily due to the 
work of DeLorme - and dates back only to 1944.,Be- 
cause of his early successes, its use in a wide variety of 
pathological conditions has been studied. It is the pur¬ 
pose of this paper to draw attention to the more fre¬ 
quently seen clinical entities in which progressive 
resistance exercise has been demonstrated to be of prac¬ 
tical value. 


PRINCIPLES OF TECHNIQUE 


Experience has proved that in order to develop muscle 
j strength by resistance exercises at an optimum rate, not 
more than approximately 30 repetitions of a single 
exercise each day are necessary. The usual practice is to 
initially determine by test loads that resistance which 
the patient can move through normal range of motion 
of the joint IQ times and no more. This is known as the 
10-repetition maximum and forms the basis for the exer¬ 
cise routine. For purposes of warm-up one starts with 


50% of the 10-repetition maximum, which is completed 
10 times, then a short rest period with an increase in the 
load to 75% of*maximum, which is again repeated 10 
times, and finally the 10-repetition maximum itself is 
the last exercise stint. Best results are usually obtained 
by daily exercise of 30 repetitions as described for each 
joint motion. This number of 30 repetitions is, of course, 
arbitrary and may have to be'reduced in some instances 
and may be slightly increased in others. It has been shown 
that by increasing the repetitions to 50 or 100 daily the 
efficiency of this method of exercise is greatly reduced, 
since it is generally impossible for persons to exert 
maximum effort repeatedly. It has also been discovered 
that it is important to have rest periods of one or two days 
each week. 

In order to make proper progression of resistance, one 
day each week is set aside as test day, at which time the 
exercise load is increased to determine a new 10-repeti¬ 
tion maximum. During the following week this new figure 
is used as the 100% value, and new values for the three 
sets of 10 repetitions are based on it. During the first 
few days of exercise there may be a rapid increase in the 
resistance that can be overcome, which is undoubtedly 
due to learning how to exercise, rather than to a true 
increase of strength. After this one can generally expect 
a fairly rapid and steady increase for a number of weeks, 
followed later by a leveling off period in the rate of 
improvement of strength. The total length of time one 
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should exercise, of course, is based on many individual 
factors, and these will be discussed further in more detail. 

Although very heavy weight loads may be utilized in 
order to develop potentially strong muscles, such as the 
quadriceps, techniques have been developed for exercis¬ 
ing muscles of poor grade which are unable to move a 
segment of the extremity against gravity. This has been 
made possible by methods of counterbalancing or posi¬ 
tioning, so that gravity assists the muscle in exercise. 

When counterbalancing is necessary, one determines 
the minimum weights necessary to allow 10 repetitions 
through full range of motion, and the 10-repetition mini¬ 
mum figure is accordingly determined. In this instance 
the weight loads are decreased instead of increased until 
the muscle is strong enough to move the extremity freely 
against gravity. 

In order to get proper results from this method of exer¬ 
cise, it is important that great attention be paid to all 
details of technique. This includes proper positioning and 
securing of the patient so that he can comfortably and 
safely exert a maximum effort. The apparatus used 
should be of sturdy construction, free of the danger of 
breaks in equipment, which could cause sudden strains. 
It should also allow for ease of operation by the therapist 
and should be standardized so that the same positions 
and resistances can be obtained from day to day. For this 
reason several years of research have gone into the design 
of equipment which has been developed to provide 
safety, efficiency, and ease of operation. To use such 
equipment properly, however, requires a period of train¬ 
ing and experience by the therapist and thorough famil¬ 
iarity by the physician in order to write a prescription 
properly. Literature on this subject is now available." 

TRAUMATIC CONDITIONS 

Historically this method of exercise was first used to 
develop quadriceps power following injuries around the 
knee. From the point of view of frequency, progressive 
resistance exercise for developing power of knee exten¬ 
sion is still leading in importance. These resistance exer¬ 
cises have been of proved value in regaining full stability 
and strength following athletic injuries, such as sprains 
and strains, and are particularly important in the care of 
football players. In order to prevent recurrence of knee 
injuries, one should make certain that quadriceps power 
is at least equal to that of the normal extremity of the 
patient, and, for a patient with ligamentous injury, it 
may be wise to increase the strength above the normal. 
Experience has shown that this can be done safely with 
proper technique, in which a well-fitted aluminum boot 
and securely applied weight is used under the guidance 
of a trained technician.■* Similarly, these resistance exer¬ 
cises may be utilized effectively after meniscectomy as 
soon as healing of the surgical wound has occurred, 
usually in about two weeks’ time. 

Good results have also been obtained in increasing 
knee function both as to range of motion and strength of 
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musculature following, fractures of the femoral shaft 
including the supracondylar region, and fractures of the 
tibia requiring immobilization of the knee." In these in¬ 
stances it is safe and effective to give progressive resist¬ 
ance exercises to develop musculature before allowinc 
weight bearing. With limited motion special positioninc 
may be necessary. For example, the patient may do 
combined hip and knee extension in the sitting position 
with adjustment of apparatus to fix range of motion to 
the limits of the knee at the time, or the patient may 
exercise in the prone-lying position, with an overhead 
pulley to which the weights are attached to provide 
resistance while the muscle is assisted by gravity. It is 
usually valuable also to exercise the knee flexors, which 
are frequently subnormal in strength. 

Bac/cs .—We all know that the treatment of back strain 
of traumatic origin, without disc and spinal root lesions, 
presents a therapeutic challenge. Recurrences are all too 
common following recovery from acute attacks. One 
method of approach is to attempt to improve trunk 
musculature, which is weakened by disuse atrophy dur¬ 
ing the period of immobilization required by acute symp¬ 
toms. If thie patient must return to a fairly heavy type of 
work, it is essential that proper trunk musculature be 
developed, and techniques for utilizing the principle of 
progressive resistance have been developed. It should 
be emphasized that it is of utmost importance to have a 
strong, firm, exercise table and maximum support of the 
pelvis and lower extremities. Trunk flexion and exten¬ 
sion exercises can then be given safely and heavy exercise 
loads gradually developed to fully strengthen the power¬ 
ful trunk muscles. 

These same exercises may be used to advantage to en¬ 
able patients to discard back braces and other supports 
worn for recurrent attacks of back strain on a mechanical 
or postural basis. This is especially true in the case of 
women with poor abdominal musculature and habits of 
little physical activity. In after-care of vetebral fractures, 
hyperextension exercises can be made more effective by 
utilizing progressive resistances. 

Amputees .—An obvious application of progressive 
resistance exercise is in developing the strength of the 
upper extremities for patients with lower extremity am¬ 
putations and also in developing the strength of muscles 
of either lower or upper extremity stumps. Passive 
stretching alone usually cannot be counted on to over- 
corne hip flexion contractures but must be accompanied 
by strengthening exercises for the hip extensors, and with 
special adaptation of equipment the principle of progres¬ 
sive resistance may be successfully utilized. 

NEUROLOGICAL CONDITIONS 

In considering diseases of the nervous system produc¬ 
ing muscular weakness, one first of all thinks of anterior 
poliomyelitis. After several years of study it has been the 
conclusion of my colleagues and I that this method ot 
exercise has little role in the care of patients during the 
acute phase of the disease while pain and muscle tender¬ 
ness'are present. We have used progressive resistance ex¬ 
ercises during the first three months of convalescen 
for selected muscle groups in severely involved patieni . 
In view of the known variability in degree and rate m 
spontaneous recovery of muscle power in this diseas , 
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v,e have been unable to conclude definitely that this 
method of exercise offers significant superiority over the 
usual methods of muscle reeducation employed in treat¬ 
ment. It should also be pointed out that for this method 
of exercise to be effective the patient must be able to 
cooperate fully and make a maximum muscle exertion, 
so that it cannot be employed in the treatment of infants 
and young children. 

In later convalescence, when the natural expected re¬ 
covery rate is slow or minimal, progressive resistance 
exercise has proved to be valuable for muscles of all 
grades between poor and good, and there is some evi¬ 
dence to indicate that the partially innervated muscles of 
the patient with residual weakness from poliomyelitis will 
respond by increases in strength similar to normal mus¬ 
cles weakened by disuse, although of course the final end 
result quantitatively will not be the same." One of the 
most striking examples of the value of such exercise in 
late convalescence is illustrated by the following case. 

In G. S., 27, an insurance salesman, acute poliomyelitis 
developed in November, 1946, with severe paralysis of the 
abdominal and back muscles and weakness of both lower ex¬ 
tremities, the left being more involved than the right. He was 
hospitalized for three months, receiving recumbent muscle re¬ 
education. This was continued at home, and by July, 1947, he 
was learning to use crutches, wearing a left short leg brace. 
In November, 1948, two years after the onset, he was referred 
for progressive resistance exercises; he still needed crutches and 
a short leg brace. His residual paralysis was such that he had 
no more than a trace of abdominal muscle power and only poor 
low back extensor musculature. All muscles of the right lower 
extremity were good to normal, except for the hip muscles, 
which were in the low fair grade. On the left, hip muscles were 
in the poor grade and quadriceps was only fair minus. 

His progressive resistance program consisted of exercises for 
both hip and knee flexors and extensors and hip abductors and 
Imnk flexion and extension. He received treatment three to four 
times a week for over two years, since he continued to show 
improvement. For example, his left knee extensor exercise load 
increased from 7'/i to 65 lb. (3,5 to 29.5 kg.), his hip flexor, 
from 30 to 100 lb. (13.6 to 45,4 kg,), and his bilateral abductors, 
from 25 to 50 lb, (11,3 to 22.7 kg.). To do trunk flexion in the 
beginning he had to’sit at an angle only 12 degrees beyond a 
right angle in order to do forward bending, and this improved 
so that he could finally sit up from an elevation of only 15 de¬ 
grees from the supine position. His trunk extensors in the be¬ 
ginning required 60 Ib. (27.2 kg.) of counterbalance, which was 
reduced to only 20 lb. (9.1 kg.). At the same time with this 
increase in muscle power, he was able to discard his crutches. 
He now walks with a nearly normal gait without fatigue and is 
on his feet freely all day long. Since certain muscles are still 
showing improvement nearly four years after the onset of his 
disease, he is still following a moderate resistance exercise 
program. 

Peripheral Neuritis and Nerve Injuries .—Patients with 
peripheral neuritis, infectious polyneuritis, and peripheral 
nerve injuries have been found to respond similarly to 
poliomyelitis patients during the phase of nerve regenera¬ 
tion and beginning return of muscle power. The same 
techniques are utilized, the rate of improvement being 
limited by the degree of muscle reinnervation. 

Paraplegia. —^Progressive resistance exercises for pa¬ 
tients with paraplegia are directed toward development 
of strength of the upper extremities. The use of bar bells 
>s familiar to all those treating these patients and need not 

oe commented on further. 

^^astic Paralysis from Upper Motor Neurone Lesions^ 

weststanee exercises have a limited value in developing 


weak muscle groups in patients with hemiplegia, multiple 
sclerosis, and other lesions of the central nervous system 
causing weakness but not complete paralysis. The stimu¬ 
lus of resistance exercises seems to be of some value in 
developing better motor patterns as well as improving 
strength of specific muscle groups. This is ordinarily com¬ 
bined with other types of exercise therapy, such as co¬ 
ordination, balance, and gait training. 

MEDICAL CONDiTIONS 

Arthritis .—One of the commonest conditions met with 
among our aging population is degenerative joint disease 
involving the knees, with pain, insecure walking, and dif¬ 
ficult stair climbing. At the present time we have no way 
of reversing these pathological changes, and surgical in¬ 
tervention is usually of value only when loose bodies are 
present or in removal of areas of extreme hypertrophic 
changes. Careful examination of these patients will al¬ 
most universally reveal significant weakness of the quad¬ 
riceps muscle. I believe that this weakness is an impor¬ 
tant factor in the Occurrence of the symptoms, including 
difficulty in stair climbing and a sense of impending giv- 
ing-way of the knee. We have found even in the presence 
of quite marked x-ray evidence of degenerative changes 
that the patient can exercise effectively in a nonweight¬ 
bearing position, doing knee extension, and, with pro¬ 
gressive resistance, increase the quadriceps power to a 
near normal level.' As long as loose fragments or bony 
overgrowth and pain do not prevent the performance of 
this exercise, patients can increase strength, sometimes 
rather slowly, but progressively, so that great functional 
improvement can be achieved. The number of repeti¬ 
tions may have to be reduced from the usual 10 on each 
set to 8 or 5, and rest days may be somewhat more fre¬ 
quent. Except when these exercises are obviously not 
mechanically possible, it is recommended that they be 
given a trial before using surgical treatment or braces. 

Patients with degenerative joint disease of the hip or 
malum coxae senilis have not responded as favorably to 
resistance exercises. In most instances, except in the very 
early stages, pain prevents effective maximum contrac¬ 
tions so that satisfactory increases in muscle power are 
not possible. It is believed, however, that exercises of this 
type may be used with benefit in the after-care of many 
patients with “vitallium” (an alloy of cobalt, chromium, 
and molybdenum) mold arthroplasty. The details of 
technique for these patients have been described in 
another article.® 

The possible utilization of progressive resistance ex¬ 
ercises for patients with rheumatoid arthritis has been 
studied in view of the signal degree of muscular atrophy 
and weakness so commonly seen. It is evident that re¬ 
sistance exercises must be used with considerable caution 
in the presence of subacute inflammatory reactions, and 
not at all in the acute cases. Probably the greatest benefit 
is obtained in developing quadriceps strength in patients 
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prior to ambulation and in patients with relatively inac¬ 
tive disease to aid in overcoming contractures. These ex¬ 
ercises should be combined with the usual exercise pro¬ 
grams to maintain muscle strength and joint motion of all 
involved areas. 

Disuse Atrophy. —One of the most obvious applica¬ 
tions of progressive resistance exercises is for condition¬ 
ing purposes for normally innervated muscles which have 
become weak and atrophied due to immobilization in 
bed. Muscle power may easily be increased and is helpful 
in preparing the patient for ambulation and fuller physi¬ 
cal activities. 

Contraindications. —Certain dangers of progressive 
resistance exercises should be emphasized. In the pres¬ 
ence of disease of the coronary arteries, high blood pres¬ 
sure, extensive arterial sclerosis, or other obstructive dis- 
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eases of the arterial system, increases in intra-abdomimi 
pressure should be avoided, such as may result from 
heavy resistance exercises. One would also, of course 
avoid them in the presence of cardiac decompensation or 
known thrombophlebitis or phlebothrorabosis. 


SUMMARY AND CONCLUSIONS 
The purpose of progressive resistance exercise is to 
increase muscle strength rapidly and effectively. It is 
based on the sound physiological principle that the most 
adequate stimulus' for strengthening muscle is a near 
maximum voluntary contraction. Details of technique are 
important, including the use of safe and efficient equip¬ 
ment. Some of the most valuable applications in everyday 
practice have been described in traumatic, neurological, 
and medical conditions. 


STEREOENCEPHALOTOMY 


THALAMOTOMY AND RELATED PROCEDURES 


Ernest A. Spiegel, M.D., Henry T. Wycis, M.D. 

and 


Herbert Freed, M.D., Philadelphia 


The exposure of subcortical structures by the classical 
methods of neurosurgery usually is associated with con¬ 
siderable damage to the overlying cerebral tissue. Never¬ 
theless, therapeutic procedures in the depth of the brain 
can be carried out with minimum injury to the cerebral 
hemispheres if needle electrodes are introduced by means 
of an apparatus that permits the exact regulation of their 
position, direction, and depth. The apparatus we devised, 
the stereoencephalotome (SET),’^ is an adaptation to the 
human brain of the so-called stereotaxic method used by 
Horsley and Clarke - in animal experiments. Our appa¬ 
ratus consists of a base and a frame (Fig. 1). The base 
(B) is anchored to the skull in a position parallel to 
Reid’s base line by various plugs and auxiliary holders. 
On the frame (F) the needle carrier is fixed which can 
be moved in any plane and direction. 

In order to place the lesions correctly regardless of 
the shape of the skull, it is necessary to refer the coordi¬ 
nates of the stereoencephalotome to a point within the 
cerebrum: the pineal body if calcified, or structures 
^'round the third ventricle or aqueduct (e. g., posterior 
coRimissure) visualized by pneumoencephalography 

l?tcoi[nitaV\vely an X-ray is taken of the patient with the 
apparatus iu sim. Its contact points with the scalp are 
a Qocci so reapplication at the operation is 
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possible. From the x-ray films the relationship of the 
electrode to the reference point (pineal body, posterior 
commissure) is determined, and from these data and an 
atlas giving the distances of subcortical structures from 
these reference points the coordinates of the electrode tip 
required for a certain lesion are calculated. The electrode 
is inserted to the desired position through a trephine hole. 
The lesions are produced by electrolysis; the bare tip of 
the otherwise insulated needle electrode is the anode, an 
indifferent plate electrode the cathode. 

In the last four years we have collected experiences 
with the application of this method in the treatment of 
the following conditions; 

1. Mental disorders with chiefly emotional disturbances (58 
cases). 

2. Unbearable pain (24 cases). 

3. Involuntary movements (7 cases). 

4. Petit mal attacks (6 cases). 

5. Subcortical tumors; preliminary studies have been carried 
out with Dr. M. Spiegel-Adolf in developing a method for treat¬ 
ment of these tumors by injection of radioactive substances. 


MENTAL DISORDERS 

Small circumscribed lesions were placed in thalamic 
luclei, in the majority of our patients in the dorsomedial 
luclei (dorsomedial thalamotomy), in some instances in 
he anterior nuclei (anterior thalamotomy), or in the lat- 
;ral part of the posterior hypothalamus (hypothalamot- 
3 my). We attempted in this way to interfere with the cir- 
:uits underlying emotions and to obtain the beneficial 
iffects of the psychosurgical procedures on the fronta 
[obe (lobotomy, topectomy, transorbital lelicotomy), 
but without some of their undesirable by-effects such as 
interruption of cerebral association systems. 

Fifty-eight .patients, mostly institutionalized i 
schizophrenia, depression, or severe compulsion neur - 
ses, have been operated on. Most of these patients were 
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under psychiatric treatment for a period of from 1 to 17 
years, and had also been subjected to the various shock 
therapies without relief. In four patients prefrontal or 
(ransorbital lobotomies had been performed at other 
institutions without alleviating the disturbances, or the 
patients had relapsed after initial improvement. 

A total of 90 operations were performed in 58 patients, 
since some operations were performed in several stages, 
and in some patients an operation was performed again. 
Postoperative death occurred in two patients, so that the 
case mortality was 3.4%, the operative mortality 2.2%. 

In patients in whom the operation was successful, 
beneficial effects on pathologic symptoms were obtained 
chiefly in the emotional sphere. The patients’ anxiety, 



F(g. 1 .—Stereoencephalotome: D, base; F, frame; C, electrode carrier; 
ear plugs; b, orbital bar; c, rubber cushioned stop; d, support for c; 
eraduated pin; /, maxillary support; g, ring; h, i, electrodes; /, string 
Inow replaced by graduated steel tape); k, graduated pin; I, protractor; 

upright bar of electrode holder; n, transverse bar of electrode holder; 
<f, pointer of protractor. 

tension, and worry disappeared, or were at least definitely 
reduced. The patients became more easily manageable; 
their agitation, and aggressive or assaultive behavior sub¬ 
sided. Hallucinations lost their emotional charge and, 
occasionally, even disappeared. The same applied to 
paranoid ideas. Obsessive thinking also lost its force, 
and compulsive activity disappeared. 

Of 43 patients observed for one-half to four years after 
thalamotomy, 11 (25.6%) are at home with nearly full 
(7) or reduced (4) working capacity, and 11 (25.6%) 
are more easily manageable in the hospital, while 8 
(18.6%) were only temporarily improved, and 13 
(30.2%) were not ^nefited. In cases of relapse after 
csion of the dorsomedial nuclei, additional lesions in 
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the anterior nuclei and/or in the hypothalamus proved 
beneficial. Apparently there is a multiple representation 
of emotional reactions in the diencephalon. 

The undesirable by-effects and sequelae of thala¬ 
motomy are distinctly less pronounced than those follow¬ 
ing operations on the frontal lobes. Memory defects, dis¬ 
orientation particularly for time, diminution of initiative, 
and slowness of response were present for some weeks 
after operation. In three schizophrenic patients there 
was a transient increase of sexuality and aggressive be¬ 
havior lasting a few weeks. Undesirable effects of long 
duration appeared in single instances only, namely, 
memory defects of several months’ duration and reduc¬ 
tion of initiative. Untidiness was observed in a woman 
who had been subjected to frontal lobotomy preceding 
the thalamotomy, suggesting the possibility of a com¬ 
bined effect of the two operations. In none of our patients 
did we observe such sequelae of frontal lobotomy as 
facetiousness, lack of tact or discipline, distractibility, 
profanity, outbursts of temper, or childish behavior. 



Fig. 2.—Pneumoenccpbalogram with stereoencephalotome in position. 
Electrode (E) in zero position (intersection of median sagittal and inter- 
aural planes). Distance (dotted line) of the posterior commissure (pc) from 
the E line is determined, as well as distance from the surface of the brain. 

A statistical analysis of the results obtained with the 
Wechsler-Bellevue Intelligence Test failed to show sig¬ 
nificant alterations. A comparison of preoperative and 
postoperative Rorschach studies failed to show signs of 
increased organic involvement after thalamotomy. 

We observed .only once an epileptiform seizure that 
followed an orbital infection in a patient several weeks 
after repetition of an operation (hypothalamotomy). 
In none of our patients was more than a single 
seizure observed. Electroencephalographic studies also 
failed to show the development of a convulsive hyper¬ 
reactivity. 

For an evaluation of the various psychosurgical pro¬ 
cedures, cases are of interest in which thalamotomy pre¬ 
ceded or followed operations on the frontal lobe. We 
have two observations of the first type and four of the 
second; In the first group is one of our earliest patients, a 
woman with an obsessive-compulsive neurosis in whom, 
following the production of very small electrolytic lesions 
of the dorsomedial nuclei, there was no definite change. 
Two months after the thalamotomy, a psychiatrist per- 
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formed a transorbital iobotomy, apparently with favor¬ 
able results. However, it seems difficult to compare the 
effect of the two procedures, since the transorbitaJ 
Iobotomy was carried out before the long range effects 
of the thalamotomy were established. In a second patient, 
a severe anxiety state (borderline schizophrenia) per¬ 
sisted after the thalamotomy, and also after the frontal 
Iobotomy. 

In the second group (thalamotomy following frontal 
lobe operations) was one schizophrenic in whom pre¬ 
frontal Iobotomy as well as thalamotomy were inefec- 
tive."" In three patients, one with obsessive-compulsive 
neurosis, one with severe anxiety neurosis, and one with 
paranoid schizophrenia, thalamotomy improved the pa¬ 
tient’s condition while the frontal lobe operations (stand¬ 
ard or transorbital Iobotomy) had failed or had only a 
transitory effect. This was particularly striking in the pa¬ 
tient with severe anxiety neurosis in whom relapses had 
occurred despite two prefrontal lobotomies. These ex¬ 
periences are not only of practical but also of theoretical 
interest; they point to the importance of diencephalic sys¬ 
tems in the mechanism of emotions. 


UNBEARABLE PAIN 

In patients with pain refractory to conservative treat¬ 
ment and even neurosurgical measures, we have per¬ 
formed various procedures: (1) interruption of the pain¬ 
conducting systems (spinothalamic, quintothaiamic 
tracts, and adjacent systems in the reticulate substance 
at the level of the superior colliculi, mesencephalotomy), 

(2) lesion of their thalamic endings in the nucleus ven- 
tralis posterolateralis (ventrolateral thalamotomy), and 

(3) combination of mesencephalotomy with lesion of 
the dorsomedial nuclei (mesencephalothalamotomy).® 
The latter procedure was performed particularly in pa¬ 
tients with marked emotional reaction to pain. 

Our case material consists partly of patients suffering 
from pain due to inoperable malignancy, partly of pa¬ 
tients in whom the pain was due to other causes, such 
as atypical facial neuralgia not relieved by retrogas- 
serian rhizotomy, postherpetic neuralgia, neuroma, gas¬ 
tric crises, and post-traumatic and thalamic pain. In some 
of these patients other neurosurgical procedures such as 
rhizotomy, sympathectomy, and even prefrontal lobot- 
omy had been performed in other institutions without 
relieving the patient. 

Since the main portion of the spinothalamic systems 
crosses the midline, unilateral mesencephalotomy, just 
as unhateral chordotomy, is able to abolish or diminish 
pain caused by a process that is localized in the opposite 
^aU of the body. Due to the existence of an uncrossed 
however, it is often necessary to sever the spino- 
tracts bilaterally in order to avoid a recurrence 
\,,.y.J^|J^''a.B\\ateTa\ mesencephalotomy is indicated par- 
or&ans^ '^ae deals with pain originating in internal 
'hie v’’ malignancy or gastric crises, 

conduction of pain plays a still 


> v ''-■H pMi.r,. *»tatnotomy and subsequ( 
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more important role in such cases than in those in whici 
pain originates in superficial structures. 

In five of the seven surviving patients with pain due u 
malignant tumors, mesencephalotomy at least reducei 
the pain sufficiently so that the use of analgesics could b 
discontinued or their dosage reduced. In two patient 
sufficient relief was not obtained, apparently because th 
pain-conducting pathways had not been interrupte 
bilaterally. 


In two patients with atypical facial neuralgia retrc 
gasserian rhizotomy had failed to abolish pain, whic 
persisted in one patient for seven years, in the second fc 
10 years, preceding mesencephalothalamotomy. Th' 
procedure resulted in practically complete relief in bot 
patients which has been maintained for three and ont 
half and two years, respectively. 

In five patients with thalamic pain interruption of th 
pain-conducting pathways in the midbrain definite! 
reduced or nearly abolished the pain in two. This w: 
particularly dramatic in a patient with thalamic pain i 
the face in whom retrogasserian rhizotomy, resection ( 
the opposite cortical sensory face center, and homolateri 
prefrontal Iobotomy had been tried unsuccessfully. Hov 
ever, with the return of pain conduction apparently alon 
accessory pathways, the pain reappeared after foi 
months in the first patient, and after five weeks in th 
second. Lesions of the nucleus ventralis posterolateral 
in two other patients definitely reduced the spontaneoi 
pain and the dysesthesia experienced by the patient o 
cutaneous stimulation before operation. This effect ht 
at the time of writing been maintained for four and on( 
half months in the one, and for four months in the othe 
patient. In a third patient the operation on the nuclei 
ventralis posterolateralis brought relief for a few weeh 
only. 


In a 74-year-old man suffering from postherpetic pai 
in the left arm, right mesencephalotomy produced con 
plete hemianalgesia and abolished the superficial pair 
while the deep seated pain persisted. The case was con 
plicated by drug addiction. 

Just as after chordotomy, one may observe that afte 
mesencephalotomy the original pain is diminished o 
subsides but paresthesias appear. This was noted in 
patient with an amputation neuroma and in two patient 
with pain persisting after disk operations. In one of thes 
patients chordotomy had been performed previously an 
paresthesias had appeared after the spinal operation also 
In a third patient with pain persisting after a disk opera 
lion there was a definite but transient relief from pai: 


lowing mesencephalotomy. In a patient with spina 
uma who was suffering from pain in the leg, this pan 
:sisted despite several disk operations, i. e., rhizotomy 
npathectomy, chordotomy, and intraspinal alcohc 
ection. Mesencephalotomy produced at least a reduc 
n of the painful area. In these two patients bilatera 
ions of the dorsomedial nuclei were added; this pro 
ced in the last-mentioned patient a transient stat' 
“not caring about the pain,” and the other patient n( 
ager complained about the pain for the ‘observatio 
;riod of nearly one year. 
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A patient with apparent Dercum’s disease (adiposis 
dolorosa), whose pain in the shoulder and arm persisted 
despite two rhizotomy operations, seemed to be relieved 
after an extensive mesencephalotomy; but the follow-up 
period has been too short to allow definite conclusions. 

In a tabetic patient suffering from gastric crises that 
had not been relieved by bilateral prefrontal lobotomy, 
these attacks ceased following bilateral mesencephalot¬ 
omy, which produced an analgesia of the whole body. 
Nine weeks later pain sensation returned in the right half 
of the body. This was accompanied by a reappearance 
of the crises, so that another operation, on the left side, 
will be necessary. 

Morbidity and Mortality .—Regarding the by-effects of 
the operation, one has to remember that at the level of 
the superior colliculi the spinothalamic tract lies close 
to the auditory pathways. Since the puncture is made 
from the dorsal aspect, there is a better chance to avoid 
■ injury to the auditory system that lies lateral to the spino¬ 
thalamic tract than if one makes an incision through the 
lateral surface of the midbrain as in Walker’s ' mesen¬ 
cephalic tractotomy. However, in single instances the 
lesion may encroach on the cochlear tract and there may 
be a constriction of the hearing field and transitory sub¬ 
jective auditory sensation such as buzzing in the opposite 
ear. The oculomotor nuclei and roots fortunately are 
sufficiently distant from the spinothalamic tract so that 
they are only occasionally partly affected. 

Bilateral puncture may encroach on the center for 
upward gaze in the gray matter around the aqueduct or 
its cortical connections so that upward movement of the 
eyeballs may be impaired. This disturbance, however, 
rarely produces a significant inconvenience. In one pa¬ 
tient we observed intentional tremor due to encroach- 
1 ment on the nucleus ruber-brachium conjunctivum sys¬ 
tem. This existed for a few weeks only. 

Two patients with carcinoma died within a week after 
operation. These patients were poor operative risks due 
to their advanced cachectic state. In one hypertensive pa¬ 
tient with a thalamic syndrome the blood pressure rose 
during the operation to 240 and apparently an intra¬ 
cerebral hemorrhage occurred. The patient died five 
weeks postoperatively, from bronchopneumonia. Thus 
the case mortality for this group of -24 patients is 12.5 %, 
the operative mortality (39 operations) 7.7%. 

An important point to be considered is the problem 
of remaining or recurrent pain which is due to the exist¬ 
ence of various bypaths (chains of short neurons in the 
reticulate substance). The question arises how to treat 
the pain due to this remaining conduction outside the 
spinothalamic system. Cutting of the frontothalamic con¬ 
nections in prefrontal lobotomy eliminates the emotional 
component and the anxiety associated with pain (Free- 
roan and Watts). We were able to influence emotional 
disturbances by thalamotomy, avoiding most of the unde¬ 
sirable by-effects of the frontal lobe operations. We com- 
roed, therefore, in some cases mesencephalotomy with 
t alamotomy (so-called mesencephalothalamotomy) in 
order to diminish the emotional reactivity of the patient 
0 pain impulses that still may reach the higher centers by 
way of the ^bove-mentioned bypaths. A comparison of 
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two patients may help to throw some light on this prob¬ 
lem, In the above-mentioned patient, suffering from pain 
in the leg following spinal trauma, the pain apparently 
was not accompanied by a definite emotional com¬ 
ponent. Thalamotomy produced only a transitory inat¬ 
tention to pain, and within a few weeks the patient’s 
complaints returned. In another patient suffering from 
atypical facial neuralgia persisting despite retrogasserian 
rhizotomy there was a definite emotional factor. Contra¬ 
lateral mesencephalothalamotomy produced a transitory 
hemianalgesia. Despite the regression of this hemianal- 
gesia, the pain of the patient did not return except for 
occasional paresthesias. Apparently thalamotomy com¬ 
bined with mesencephalotomy had diminished the pa¬ 
tient’s emotional reactivity to remaining pain impulses to 
such a degree that she could be considered practically 
cured. Whether mesencephalotomy should be performed 
alone, or whether it should be combined with thalamot¬ 
omy, apparently depends on the degree of associated 
emotional reactions. 

CONVULSIVE DISORDERS OF SUBCORTICAL ORIGIN 

The stereotaxic method permits one to approach the 
question whether certain types of convulsive disorders 
such as petit mal seizures may have a subcortical com¬ 
ponent. In patients suffering from grand and petit mal 
attacks or petit mal only, the electrical discharges from 
the thalamus (electrothalamogram or ETHG) were re¬ 
corded during operation by means of needle electrodes 
introduced by the stereoencephalotome. We observed 
three types of reaction; 

1. The discharges appeared simultaneously in the cortex and 
in the diencephalon. 

2. The discharges (spikes or spikes and slow waves) remained 
limited to the thalamic leads, while the electrocorticogram re¬ 
corded by scalp electrodes failed to show abnormal potentials. 

3. The seizure discharges first appeared in the thalamus, then 
these abnormal thalamic discharges were accompanied by similar 
ones in the frontal leads, and finally the thalamic seizure dis¬ 
charges outlasted those in the frontal lobe. 

A fourth type, spread of a cortical discharge to the 
thalamus, was observed by Meyers and others ° in a study 
including other types of convulsive disorders. 

The seizure discharges are not limited to the region of 
the internal lamina medullaris on stimulation of which 
Jasper ® was able to elicit spike-and-dome patterns in 
the electroencephalogram, but they may have the maxi¬ 
mum amplitude in distant parts such as the more dorsal 
areas of the thalamus or the hypothalamus. 

We placed lesions in the areas of abnormal thalamic 
discharges in patients suffering from petit mal or from 
grand and petit mal attacks with predominance of the 
latter type of seizures in the hope of influencing this 
latter component. Our experiences with the latter opera¬ 
tion (six patients refractory to the usual medication) 
are too small to warrant definite conclusions regarding 


4. Walker, A. E.; Relief of Pain by Mesencephalic Tractotomy, Arch. 
Neurol. & Psychiat. 48 : 865, 1942. 

5. Meyers, R.; Knott, J. R.; Mayne, R, A., and Sweeney, D. B.: The 
Surgery of Epilepsy: Limitations of the Concept of Cortico-Electrographic 
“Spike” as Index of Epileptogenic Focus, J. Neurosurg. 7:337, 1950. 

6. Jasper, H. H,, and Droogleever-Fortuyn, J.: Experimental Studies 
on the Functional Anatomy of Petit Mal Epilepsy, A. Res. Nerv. & 
Ment. Dis., Proc. 26 : 272, 1947. 
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the effectiveness of this procedure. We did not succeed 
as yet in abolishing the petit mal seizures completely; 
however, at least in two of five patients observed for a 
period of from one to three years, there was a definite 
reduction in the number of petit mal attacks (in one 
patient from a monthly average of 20 to 6; in a second 
from a monthly average of 150 to l)^ In the last-men¬ 
tioned patient there was also a diminution of the severity 
of the associated motor phenomena (such as facial 
twitching, shaking of the head) and of the disturbance 
of consciousness. In a sixth patient the observation period 
was too short to permit a statement, although the dura¬ 
tion of the single attacks apparently had diminished. Our 
experiences seem to justify the conclusion that, at least in 
a certain group of patients with petit mal, a subcortical 
component plays a part; however, relatively large areas 
of the thalamus seem to be affected so that lesions of 
relatively large parts of this ganglion would be necessary 
in order to abolish petit mal seizures completely. 

INVOLUNTARY MOVEMENTS IN CHOREA AND ATHETOSIS 

Two new approaches have been devised for the surgi¬ 
cal treatment of involuntary movements: lesions of the 
dorsomedial nuclei of the thalamus (thalamotomy), and 
lesions of the globus pallidus (pallidotomy). 

Thalamic Lesions .—It is well known that afferent 
stimuli, and particularly emotions, are able to accentuate 
these involuntary movements. Since we had observed 
that lesions of the dorsomedial nuclei were able to dimin¬ 
ish emotional reactivity, and since Papez • described 
fibers originating in the dorsomedial nucleus and pro¬ 
jecting to the globus pallidus, it seemed worthwhile to 
ascertain whether lesions of the dorsomedial nuclei would 
diminish choreic and athetotic movements. Electrolytic 
lesions of the dorsomedial nuclei significantly reduced the 
involuntary movements in but one of four patients, a 53- 
year-old man who suffered from jerky choreiform move¬ 
ments involving the entire musculature bilaterally. Since 
an older sister had twitching of the shoulders, Hunting¬ 
ton’s chorea was diagnosed. Large electrolytic lesions of 
the left dorsomedial nucleus diminished the hyperkinesis 
on the right side particularly of the right hand. A similar 
lesion of the right dorsomedial nucleus reduced the 
hyperkinesis of the left side, again chiefly in the hand. 
The movements of the head were not influenced. The 
reduction of involuntary movements was sustained for a 
little over a year. 

In two additional patients with Huntington’s chorea, 
lesions of the dorsomedial nuclei were ineffective, per¬ 
haps due to the lack of emotional factors. In a boy suf¬ 
fering from cerebral palsy and athetosis following birth 
trauma, the reduction of the involuntary movements on 
the side opposite the thalamic lesion lasted only a few 
days. 

Pallidal Lesions .—^Numerous pathological experiences 
indicate that lesions of the globus pallidus or of the sub¬ 
stantia nigra, ganglia where extrapyramidal motor fibers 
originate, are associated with hypokinesis, at least in the 
great majority of the patients. Thus it may be expected 


1. Papez, J. W.; Fiber Connections of the Basal Ganglia, A. Res. 
Nerv. & Ment. Dls., Proc. 31; at, 1942. ■ 
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that production of small lesions in these ganglia ma 
counteract some types of hyperkinesis. 

We attempted to produce a lesion of the right sul 
stantia nigra in a single patient only. This was a 71-yea 
old patient with cerebral arteriosclerosis and arterit 
sclerotic heart disease in whom hemiballism had deve 
oped in the left arm following a cerebrovascular accider 
After operation the involuntary movements did n 
return. Unfortunately, bronchopneumonia and renal fai 
ure developed postoperatively and the patient died fi' 
weeks after operation. The autopsy revealed a circur 
scribed electrolytic lesion in the medial part of the rig 
substantia nigra besides old softenings in the region 
the corpus subthalamicum and the lateral nucleus. L 
sions of the globus pallidus (pallidotomy) were pr 
duced in five patients. 

The pallidum can be reached by an oblique punctu 
through the frontal lobe sparing the corticifugal syste 
to the cranial nerves and the pyramidal tract. Since inje 
tion of 1 drop of 50% alcohol into this ganglion provi 
insufficient, we eventually produced electrolytic lesio 
of the pallidum. Small lesions in its most anterior pai 
were ineffective. Large lesions including the medial pa 
of the pallidum are dangerous because they may e 
croach on the pyramidal tract. This was shown in one p 
tient in whom a hemiplegia developed after an extensii 
pallidal lesion. In four patients (three with Huntington 
chorea, one with electric chorea) we tried, therefore, 1 
spare the most medial part of the pallidum, and place 
the lesions in the lateral segment of the pallidum onl 
In the patient with electric chorea a unilateral pallid 
lesion did not diminish the lightning-like jerking th 
affected the whole body. In two of the three patients wi 
Huntington’s chorea bilateral lesions of the pallidur 
usually produced first on the right and later on the le 
side, were able to reduce or nearly abolish the involui 
tary movements, particularly in the extremities. In tl 
third patient a reduction of the choreatic movements wi 
obtained on the right side only. An abstract case report ( 
the patient who has been observed for the longest perk 
follows. 


A 63-year-old Negro suffered for two and a half years fro 
nvoluntary bizarre generalized movements that became pr 
zressively worse. Three brothers had a similar condition. Thei 
vas an inconstant bilateral Hoffman’s sign. Blood and spin 
luid Wassermann were -[-4. Large electrolytic lesions < 
he left dorsomedial nucleus and a small lesion of the anterii 
;ip of the right pallidum failed to influence the involuntary mov 
nents. After extensive electrolytic lesions produced in the later 
oart of the right pallidum (second operation) the involuntai 
nnovements ceased on the left side. A slight left-sided hemipares 
developed affecting particularly the left leg. Two weeks after o| 
eration there was a definite return of power of the voiuntar 
movements. The choreiform movements did not reappear e; 
:ept for some twitching in the left frontalis muscle. Similar elec 
trolytic lesions in the external part of the left pallidum (tnir 
operation) abolished the choreiform movements on the right sid 
except for slight movements of the toes. Transitory slight weal 
ness developed in the extremities of the right side, without Ba 
inski’s sign. Three months after a left pallidotomy and m 
months after a right pallidotomy the patient showed on'j 
left side a weakness of the extremities with increase of the aeq 
reflexes and a Hoffman’s sign. On the right side voluntary m 
ments could be performed rather well and with "0™3l P . . 
The only sign of an injury to the pyramidal tract on the r^ 
side was a positive Hoffman’s sign. However, this sign had 
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msitive bilaterally before operation. The only involuntary move- 
Lnls noticeable were a slight jerking of the shoulders, extensor- 
flexor movements of the thumb, and extensor movements of the 
loes on the right side. Muscular rigidity did not develop, prob¬ 
ably because circumscribed lesions had been produced, leaving 
parts of the pallidum intact. Seventeen months following the sec¬ 
ond operation the patient’s improvement has been sustained. The 
only residual is a mild weakness of the left lower limb. The chor¬ 
eatic movements have not returned despite the known progres¬ 
sive character of the disease. 

Thus lesions of the pallidum are able to eliminate 
nearly completely violent choreatic movements of Hunt¬ 
ington’s chorea on the side opposite the operation. The 
question arises as to whether the cessation of the involun¬ 
tary movements is due to the pallidal lesion or to unin¬ 
tended by-elfects on corticifugal fibers of the internal 
capsule injured directly by the electrolysis or indirectly 
by thrombosis of vessels passing through the pallidum. In 
this respect the effect of the left-sided pallidotomy in the 
last cited case is of interest. Signs of pyramidal injury 
subsided within a short time. At a stage when voluntary 
motility of the right side was nearly normal, the choreic 


movements were still absent except for slight jerking 
limited to the shoulder, the thumb, and the toes of the 
right side. It seems, therefore, justified to relate the cessa¬ 
tion of involuntary movements chiefly to the pallidal 
lesion. 

These experiences seem to support, at least for a large 
group of chorea patients, those theories which attribute 
to the pallidum an essential role in the efferent innerva¬ 
tion of the involuntary movements. However, it should 
be emphasized that some types of chorea, such as elec¬ 
tric chorea, apparently are not benefited by pallidal le¬ 
sions. It seems hardly necessary to mention that the 
mental changes in patients with Huntington’s chorea, 
which are due to cortical impairment, are not influenced 
by pallidotomy. We only wish to infer from this series 
that in a group of choreas such as Huntington’s chorea 
circumscribed pallidal lesions are able to reduce or to 
nearly abolish the involuntary movements while the vol¬ 
untary innervation remains preserved. 

3400 N. Broad Si. (Dr. Spiegel). 


CONTROL OF BONE LENGTH 

Walter P. Blount, M.D. 

and 
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Inequalities of bone length are an important cause of 
deformity of the human body. Shortness of an arm can 
be disguised satisfactorily by the clothing and is of little 
significance. A discrepancy in leg length produces a 
definite disability. Until the advent of anesthesia this 
deformity could be successfully treated only by the use 
of a high shoe or some prosthetic appliance. Although 
some of these gadgets were ingenious, they were always 
unsightly. 

Rizzoli ’ of Bologna was probably the first to equalize 
leg length deliberately. In 1845 he permitted the frag¬ 
ments of a fractured femur to override 3 in. so that the 
length was equal to that of the other femur, which had 
been short for 20 years because of a fracture. Impressed 
by the ease of this procedure, two years later he pro¬ 
duced a fracture of the femur with an osteoclast which 
he devised. By permitting overriding of the fragments in 
this 9-year-old girl and then applying a stiff dressing, 
he equalized shortening which had been produced on the 
opposite side by a fracture during infancy. He used the 
method again successfully on a 16-year-old girl with an 
unreduced traumatic dislocation of the hip. 

Rizzoli’s successor, Codivilla, shortened a femur by 
open operation; more important, he lengthened a short 
tibia. Any operation to shorten the one sound leg has 
always been open to objection, and even before Codi- 
tulla there had been attempts to lengthen the short leg. 
Overriding, partially united fractures were rebroken and 
pulled down with skin traction. But sloughing of the soft 
tissues of the heel and dorsum of the foot was the rule, 
and the method was considered impractical until Codi- 
VI la pulled directly on a pin in the calcaneus. He had 
an ingenious extension device with slotted bars ■ and 


wing nuts at the end of a plaster cast. When he reported 
the method in this country in 1904,- he emphasized the 
fact that the soft parts, and particularly the blood ves¬ 
sels and nerves, could not be lengthened as readily as 
the bone. 

In 1913 Magnuson ^ published a paper on experi¬ 
mental one-stage lengthening of the femur with a step-cut 
osteotomy. A 32-lb. (14.5 kg.) pull was sufficient to get 
14 to Vz in. (0.6 to 1.3 cm.) lengthening of a dog’s 
femur. Length was maintained by immediate fixation 
with ivory screws. In another paper Magnuson ^ reported 
14 cases of femoral lengthening by his method, with 
temporary toe drop in 3 cases and death from shock 
in 1. Bone lengthening did not become popular. 


From the Milwaukee Children’s Hospital. 

This paper is a revision of Dr. Blount’s chairman’s address read in the 
Section on Orthopedic Surgery at the One-Hondredth Annual Session oC 
the American Medical Association, Atlantic City, June 14, 1951. 
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At the same time R. T. Taylor ® and A. R. Shands ® 
observed that shortening the long leg was easier than 
lengthening the short one. Calve’ published his some¬ 
what complicated methods of femur shortening in 1918. 
He achieved as much as 4-cm. shortening and maintained 
the position by dovetail or tongue-and-groove approxi¬ 
mation of the ends of the femur. 

There were very few attempts at bone lengthening 
during this period, improvements in the technic were 
published by Codivilla's successor, Putti, in 1921 ® and 
by Abbott in 1927» and 1928.’“ In 1936 Abbott and 
Saunders ” offered a refined technic of leg lengthening. 
Meticulous but extensive dissection was carried out pre¬ 
liminary to four pin traction and distraction. Although 
Abbott warned in detail of the complications which 
might ensue, his splendid paper stimulated many to at¬ 
tempt leg lengthening.” There were some disasters, in¬ 
cluding nonunion, increased paralysis, deformity, and 
even loss of the leg. In general, bone lengthening was a 
hazardous procedure,” painful to both the patient and 
the surgeon. There are occasional relative indications. 
Intramedullary fixation facilitates the procedure but does 
not materially reduce the hazard.” 

Leg shortening was a more direct approach to the 
problem and again the pendulum swung toward this pro¬ 
cedure. It was associated with fewer complications, but 
the operation was still one of considerable magnitude. 
The technic was simplified by J. Warren White” in 
1935. After a transverse osteotomy overriding was main¬ 
tained by two pins incorporated in plaster, which were 
withdrawn after eight weeks. 
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Oilier ” is generally recognized as the first to anest 
growth. He destroyed or resected what was left of the 
distal epiphyseal plate of the tibia and excised one or 
both epiphyseal cartilages of the fibula in the correction 
of varus deformity at the ankle. In 1932 Phemister” 
reported the arrest of longitudinal growth of bone by a 
new method. He curetted and grafted one epiphyseal 
plate of a long bone at the time indicated by a composite 
growth chart. The operation was of less magnitude, and 
it did not carry as much, risk of complication as the 
previous ones. Failure to stop growth on one side of the 
bone occasionally caused angular deformity. Mistakes in 
estimating the future growth resulted in inadequate or 
excessive correction. 

A successful epiphyseal arrest operation requires an 
accurate prediction of the future growth of the patient’s 
bones. Baldwin,” Hatcher,” Gill and Abbott,” Green 
and Anderson,-® and other investigators have contributed 
growth studies and have compiled growth tables and 
graphs. Even if one allows for familial tendencies, 
habitus, and bone age, these are only approximations. 
They must rely on actuarial computations based on aver¬ 
ages. Most surgeons are happy if they come within 1 in. 
of the desired result. However, these growth studies are 
the basis for the prognosis in any growth control opera¬ 
tion. Their principles must be understood before any 
of the procedures mentioned in this paper is undertaken. 

Roentgen radiation of the epiphyses has produced 
retardation of growth somewhat proportional to the 
amount of radiation. Barr and his associates found that 
large doses completely stopped growth of the tibial 
epiphyses of albino rats; moderate doses retarded it. 
They and others tried roentgen radiation on the 
epiphyses of children. The method was discarded be¬ 
cause the results were not dependable, and there was the 
hazard of soft tissue damage. 

STIMULATION OF GROWTH 

The acceleration of growth by sympathectomy has 
been advocated by Harris.®® The increment obtained 
after this operation is usually too small to be of practical 
importance unless there is some clinical evidence of 
associated vasomotor disturbance. Recently in Sweden 
an arteriovenous aneurysm has been created surgically 
in order to stimulate the growth of a short leg.®’ Acceler¬ 
ation has been produced, but the probable cardiac 
changes make the method hazardous. The end results 
are not yet available. 

Post-traumatic acceleration of ^owth is well recog¬ 
nized, but the results ate not predictable. After a frac¬ 
ture of the femur in a child between 6 and 10 years of 
age, the average overgrowth is 1 cm. Sometimes the 
bone remains the same length. Sometimes the relative 
length is increased as much as 2 or 3 cm. The result is 
apparently independent of the type of the fracture or its 
relationship to the epiphysis.®® The surest way to obtain 
increased length is to manipulate the bone after four or 
five weeks, so as to stimulate the formation of exuberant 
callus. In practice, if osteotomy or osteoclasis is indicate 
because of bowing or some other deformity, the opera¬ 
tion may be counted on for some temporary accelerat 
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of growth. Pease has called attention to the fact men¬ 
tioned by von Langenbeck,=^ but often overlooked, that 
the growth of the tibia distal to a fractured femur is 
sometimes more rapid. 

If overgrowth of a bone is due to a fracture or other 
local injury, the acceleration will persist only while the 
stimulating factor operates, and then growth will con¬ 
tinue at a normal rate. The increase in length is usually 
permanent. It is physiological—not “compensatory.” 
There is no “equalizing force” within the body which 
will retard growth later. It is true that the epiphyseal plate 
which has been stimulated by disease, fracture, or opera¬ 
tion will usually close a few months prematurely. This 
may reduce the relative length of an overgrown bone. 
However, in the few months that the epiphysis of the 
opposite leg remains open after one has closed prema¬ 
turely, there is usually very little growth on the opposite 
side. • 

Juxtaepiphyseal curetting and other bone operations, 
occasionally produce significant acceleration of growth,"'* 
but the results vary greatly. Many men have attempted 
to stimulate the growth of bone in small animals.-" 
Implanting alt manner of foreign bodies and noxious ma¬ 
terial at the metaphyses produced enough reaction in 
some cases to injure the epiphyseal plate and retard 
growth. In only a very few cases was any stimulation 
produced.”" But small animal experimentation is futile 
in the evaluation of stimulation in humans. In 1869 von 
Langenbeck” increased the rate of growth of the left 
femur and tibia of a puppy with ivory pegs. Ollier 
obtained the same effect in the tibia of a child with lead 
nails in 1889. Pease implanted metal and ivory screws 
at the metaphyses and produced considerable accelera¬ 
tion of the growth of both tibia and femur. He recom¬ 
mends the implantation of ivory blocks. We have recently 
found this effective. 

While looking for a method of stimulating growth, 
Haas discovered that the elongation of a bone could 
he retarded by encircling the epiphyseal plate with a 
wire loop. This proved feasible in both laboratory ani¬ 
mals and in children. Growth was held back mechani¬ 
cally. When the wire loop broke or was removed, growth 
was resumed at about the normal rate. The implications 
were tremendous. Haas had discovered the principle of 
temporary arrest of epiphyseal growth."' 

We have used staples to control epiphyseal growth in 
children since 1944 with great satisfaction.”” Complica¬ 
tions have been few and easily remedied. Growth has 
been stopped almost completely with the use of three 
staples on either side of the epiphyseal plate. Angular 
deformity in a long extremity has been corrected by 
asymmetrical stapling."" 

When Haasstapled small animals, using ordinary 
carpenter’s staples, his results were not consistent. He has 
since inserted crossed pins at the site of the epiphyseal 
plate and produced shortening."" Gelbkehas dupli¬ 
cated many of our findings by circling the epiphyses of 
puppies with wire loops. 

Epiphyseal stapling is actually not new. Dr. Frank 

alsh recently called our attention to a case report 


by ArbuthnotLane. In his first book published in 1905 
there is an illustration of a fracture through the distal 
femoral epiphysis of a boy of 15. An open reduction was 
performed, and the fragments were held in position by 
three staples on the medial side of the bone. In the first 
edition Lane reports a perfect result. For the second 
edition in 1914 he investigated further and reported: 

1 introduced several staples ... on the understanding that I was 
to be permitted to remove them when union had taken place. 
When the boy got well the parents refused to allow of their re¬ 
moval. When I saw him a year later he had developed a bowing 
of the leg, due to cessation of growth in the inner segment of the 
growing line. 

The surgeon should not control a growing line by a plate or 
other means. If he is obliged to do so in order to retain the frag¬ 
ments in position, he should remove the control when union has 
taken place. As I pointed out, the rate of growth in the several 
portions of a growing line varied inversely as the pressure trans¬ 
mitted, and a neglect to remove the controlling apparatus re¬ 
sults in a cessation of growth over the area of the growing line 
that is affected. 

Unfortunately, Lane did not carry the thinking further 
and suggest the use of staples to arrest growth therapeu¬ 
tically. 

Since the publication of a preliminary report two years 
ago,"" we have •continued to use the method without 
significant change, with a total of 117 operations on 90 
patients, not including the removal of staples. The ages 
varied from 5 to 15 years with an average age of 1014 
years. Four patients were under the preferred lower age 
limit of 8 years. One was 5 years, one 6 years, and two 
were 7 years of age. The result in one of these patients 
was entirely satisfactory. There were complications in 
three patients. In a boy of 7 years one staple gradually 
pulled out, and one cut through the epiphyseal plate. The 
staples were replaced without ill effect. In a boy of .6 
years staples were placed in the tibia with difficulty. One 
staple pulled out and another broke. All staples were 
reinserted, and the result was good. In a girl, 5 years, 
one of the two medial staples was in the bone only at 
the proximal end, and the other pulled out, causing a 
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knock knee (Fig. 2). A year and one-half after insertion 
the medial staples were replaced and the lateral with¬ 
drawn (Fig. 3). When the knock knee was corrected, 
all of the staples were removed. Markers were im¬ 
planted. Growth has continued at a normal rate (Fig. 4). 



Fig. 1.—Right lower femur of J. D., 6 years 1 month (too young), on 
t. 27, 1946, 10 months after stapling for a short left femur. Three 
pies on each side would have been better. Note that on the lateral side 
e staples arc bending equally. On the medial side one staple is bending 
excessively, the other not at all. Rule: A single staple is improperly 
placed if it docs not bend while others do (see Fig. 2). 


In our first paper it was established: 1. Efficient 
stapling of the distal femoral or proximal tibial epiphysis 
stops elongation of the bone at this epiphysis almost 
completely. 2. Angular deformity may be corrected dur¬ 
ing the growth period by asymmetrical placement of the 
staples. 3. After removal of the staples, growth at the 
epiphysis is resumed at about the same rate as would be 
expected on the other side, if it were normal. 

Several important problems remained for future study: 

1. What is the ideal material, size, and design for staples? 

2. At what ages and for what length of time is it safe to 
leave staples in the bone with assurance of renewed 
growth on removal? 3. What facts can be established 
about the rate of growth after removal of staples? 4. What 
arc the factors influencing epiphyseal closure? The facts 
which were established in the first paper have been 
verified by subsequent experience. The four open ques¬ 
tions have been studied further, and some of them can 
be answered. 

SI'UCIFICATIONS FOR SJAPLES 

Experience has proved that staples in two sizes made 
from 3/32 in. (0.2 cm.) stainless steel rods as originally 
described arc adequate for most situations. Three are 


40. I'ram/, C.; I’etwnal communlcaiion to the authors. 


used as a unit on either side of an epiphysis, sometimes 
in older children four. In early cases, when only two were 
placed on a side, they bent too much. A single staple 
on each side broke if growth was slow. During a growth 
spurt a single staple would pull out or cut through the 
epiphyseal plate and remain in the metaphysis without ill 
effect. Occasionally the fibular epiphysis should be 
stapled instead of curetted. To obtain a staple with 
shorter legs, one of the small size is driven part way, 
pulled out, and the ends cut off before the staple is 
redriven. 

Staples have been made by a large number of instru¬ 
ment companies and persons. Some of the stainless steel 
has not been inert. Dr. Charles Frantz ■*'’ reported to me 
12 cases in which there was a local reaction about the 
staples with rarefaction of bone suggesting localized 
osteomyelitis. In two of these there were pain, swelling, 
and local heat. On removal of the staples the’ reaction 
subsided in all cases. Cultures were negative. There was 
found to be marked pitting and erosion of the staples 
due to electrolysis (Fig. 5). 

Some of the stainless steel was softer than the specified 
Rockwell of 33 to 35 C. These staples have bent exces¬ 
sively with the force of growth, often enough to extrude. 
Slight bending is normal for any group of staples and may 
be desirable. It takes only 25 lb. (11.3 kg.) of pull to 
bend the points apart Vs in. (0.3 cm.) if it is localized 
Vi in. (0.6 cm.) from the points of a staple. Failure of 



Fig. 2.-Right lower femur of J. D. on May 3, 1947. eight months later 
lan in Figure 1 and 18 months following stapling. From a growth i 
was evident that the distal femoral epiphysis had grown 7 mm. on 
ledial side and only 1 mm. .on the lateral, causing a d 

iteral staples had held; one medial staple had pulled out. The 
redial staple did not bend at all, so it was not ‘ , 

r- ___ it fniind that the oroximal end was in soft tissue. 


Staple to bend a little usually means that it is 
ly placed (Fig. 2).Bending is less marked wuhst^ead^^ 
owth than with spurts of rapid growth. After r 
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s(ap]e 5 should not be bent back into shape and used again 
because bending increases the likelihood of breaking. 

Various modifications of staples have been tried by us 
and by others who have used the method. We have set¬ 
tled on the ones described in the original article,but 
with spear points instead of beveled ends. The way the 
staple is made is of less importance than the accuracy of 
placement. There is less chance of error when multiple 
staples are used. 

Bends and notches for identification are superfluous. 
Roughening or barbing the staples has been tried by 
some to make them hold more securely. It is unneces¬ 
sary if the child is of proper age. Unless the staples spread 
excessively, smooth ones will not extrude. Notching 
makes removal very difficult. The threat to the integrity 
of the growing epiphyseal plate is the removal, not the 
insertion, of the staples. 



Fig. 3.—Right lower femur of J. D. on June 20, 1947. six weeks later 
(han in Figure 2. X-ray was taken in the operating room on the day that 
the lateral staples were revised. The anterior of the medial staples was 
removed and replaced. Note the distortion of the femoral epiphyseal plate 
and the position of the markers. These figures show mistakes in the 
insertion of staples as well as correction of deformity arising from these 
errors. Eight months later, on Feb. 6, 1948, the knock knee was com¬ 
pletely corrected, and the medial two staples were removed. 

TECHNIC OF.INSERTION 

In general, the technic of insertion is the same as in 
the original article.If both the tibia and femur are to 
be stapled, the two oblique incisions may be joined pos¬ 
teriorly to form a long posterior convex curve. In the 
original article, in discussing the lateral side of the distal 
femoral epiphysis, an error was made in the text. The 
word “dorsal” should be “anterior” in the third sentence 
of the paragraph—that is, the incision in the fascia is 
made in the thin expansion just anterior to the dense 
uotibial band, and about V 2 in. (1.3 cm.) anterior to 
0 intermuscular septum. Staples should not be buried 
on er the periosteum if they are to be removed later. It is 
unnecessary to cut into the epiphyseal plate to identify 


it. Frequently in older children it can be seen shining 
through the periosteum. The cartilage may be identified 
by probing with a needle. In younger children a homoge¬ 
nous cartilage cap covers the entire bone end. Staples are 
inserted “blind” by palpating the cartilagenous land- 


Fig. 4.—Femur of J. D. on April 30, I9SI, three years and two months 
after removal of the staples and three years and ten months later than in 
Figure 3. Note that the alignment and contours were normal. The distal 
femoral epiphysis was normally open in both views. The proximal marker 
on the medial side had been extruded from the bone due to rctubulation. 
(Markers are now inserted near the middle of the shaft.) The lateral 
markers were still accurately placed. Since June 20, 1947, there had been 
an increment at the distal end of the femur of 5.5 cm. This is well within 
the normal limits of Baldwin's tables, as arranged by Hatcher.** 



Fig. 5.—Staples made of bad stainless steel which had to be removed 
because of the local reaction. Note the pitting and erosion of the metal 
due to electrolysis. 

marks and comparing with the x-ray appearance. Soft 
parts must be divided down to the periosteum. If movable 
fascial layers are impaled by the staples, there will be 
postoperative pain, swelling, and limitation of motion. 
The staples should always be pointed toward the center 
of the bone. The cc mistake of in* tion is to 
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allow one point of the posterior staple to protrude into 
the popliteal space. The obliquity of either the femoral 
or tibia! condyle makes it likely that one point of the 
staple will enter the bone satisfactorily and the other not 
engage the cortex at all (Fig. 2 and 3). These mistakes 
should be checked by accurate x-rays in two planes. It is 



Fig. 6.—A graph of correction of the idiopathic genu valgum of M. B., 
aged 9, after insertion and removal of staples. The deformity was corrected 
from 7 to 8 degrees down to 1 degree in six months. After removal of 
the staples there was some recurrence of the deformity. The stimulus 
of removtU caused a growth spurt of the medial sides of the femoral 
epiphyses. The growth rate returned to normal within six months, and 
the alignment of the legs remained constant. Most angular deformities 
should be overcorrected before the staples ate removed. 


important to center the staples properly from front to 
back. Slight anterior displacement of the staples is a 
potent force in causing back knee, just as posterior dis¬ 
placement will correct this deformity. 

Eight years is still the proper lower age limit for the 
average case. Occasionally in the well-developed child 
ling may be done earlier. It is technically difficult to 
e staples into the thick cartilaginous ends of the bones 
very young children. The staples spring out again. 
They are likely to bend and extrude with growth. 

REMOVAL OF STAPLES 

We first removed the staples when the angular or linear 
deformity had been just corrected. This was done in some 
cases with complete satisfaction. But in rapidly growing 
children knock knee deformities must be overcorrected. 
The removal of staples is sufficient stimulus to bone 
growth to cause a partial recurrence of the knock knee 
(Fig. 6). We now advise overcorrection of angular de¬ 
formities before removal of the staples. Deformity pro¬ 
duced by post-traumatic closure of an epiphysis at one 
margin must be corrected by osteotomy. Stapling will 
only prevent increase in the angulation. Staple the oppo¬ 
site leg if it is too long. 

There ate several factors influencing the time of re¬ 
moval of staples after the correction of linear deformities. 
When epiphyses have been stapled for two years or less 
(cases with longer Intervals are being observed), the 
operation to take oat the staples causes a growth spurt 
which overcomes some of tlve correction. But 

ovcrcorrcction should not be done, because a stapled 
epiphysis will mature more rapidly and \ 9 \l 1 dose a few 
months before the one on the opposite side (if tbe oppo- 
I site side is normal). A. little lost correction may be made 

t--- 
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up at the end of the race. If the stimulating factor is 
still present (osteomyelitis), linear deformities must be 
well over corrected. 

RATE OF GROWTH 

The rate of growth after removal of staples is still 
uncharted. There are so rnany variables that every case 
is individual. There is rarely an occasion to staple one 
of two symmetrical legs. In general, it may be said that 
after removal of staples there is a growth spurt. An 
epiphyseal plate, which has become paper-thin, will 
rapidly expand until it is as thick or thicker than the 
one on the opposite side. This phenomenon has been 
observed also in experiments with puppies.®® After a few 
months of acceleration growth continues at the normal 
rate. 

NEW DEVELOPMENTS 

Further experience has shown the wisdom of correct¬ 
ing complex deformities by asymmetrical stapling at one 
stage. Let us take the example of a boy with infantile 
paralysis, two weak legs, and a back knee, knock knee 
deformity on the long side. The old method of correction 
of the deformity was to place three staples posteriorly 
and medially in the femoral condyle. When the leg was 
straight with reference to the valgus position, more 
staples were placed posteriorly on the lateral side. The 
back knee was slower to correct than the knock knee 
but usually disappeared when the legs were of equal 
length. 

It is simpler to place four staples medially and pos¬ 
teriorly on the femoral condyle and one laterally and 
posteriorly (Fig. 7). 

The single staple will bend and allow some growth, 
while the four hold securely, so that the valgus position 
and back knee will straighten out simultaneously. The 
angular deformities will be corrected at about the time 
that the linear discrepancy is equalized, and all staples 
may be withdrawn at once. If growth is complete, the 
staples may be left in situ. 




Fig. 7.—Sketch ot the placement of staples to correct a knoc . 
lack knee deformity in a long leg. All deformities are correc 
aneously by posterior placement of three or four staples i . g,, 
emoral condyle and one in the lateral. When the result i ' 

tnnips .^rp removed if further growth is anticipated. 


Recent experiments by Drs. Strabino and Colonna 
have proved that a force in excess of 120 lb. 
is required to stop the growth of an upper tibial ep'P J 
in a calf. This is no surprise. The growth force ag 
the staples is tremendous. Single staples have rep 
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broken. Two staples on either side of the bone have bent 
excessively. Even three staples as a unit will bend if the 
growth spurt is rapid. 

We were led to experiment with the forces involved. 
A hydraulic distractor was adapted to hold small blocks 
of bone or other material. If one staple is driven in calf 
bone or in 12-year-old human bone, a distraction force 
of only 80 lb. (36.3 kg.) will cause the staple to cut out. 
If one block is epiphysis while one is metaphysis, the 
staple will cut through the cancellous epiphysis and pull 
out of it. Maximum bending will take place at the meta¬ 
physeal angle. 

Although staples cut out so easily, single staples have 
repeatedly broken in growing children. Accurate tests 
show that it takes 900 lb. (388.6 kg.) of pull to break 
a single staple. It is possible to develop this force in 
growing bone because of a biologic factor. Dense bone 
is deposited around the staples. This stops them from 
cutting. It prevents the legs from diverging. This adapta¬ 
tion of the growing bone ends explains the discrepancy 
between the available initial resistance of 80 lb. and the 
ultimate force of 900 lb. which must be developed to 
break the staple. Between these extremes, the staples 
have much more than the restraining force necessary to 
prevent longitudinal growth according to Strabino and 
Colonna. 

In an article last year Eyre-Brook has considered 
surgery only in discrepancies of leg length which exceed 
Wz in. (3.8 cm.). Before accepting this figure, one must 
consider many factors. In growing children increasing 
discrepancy is frequently predictable. Then a difference 
of Vz in. (1.3 cm.), or even less, justifies stapling as a 
prophylactic measure. On the other hand, in a tall young 
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adult, who is well adjusted to a short leg, a difference of 
V/z in. may not be an indication for a femur shortening. 
After greater experience with the stapling procedure we 
have come to equalize lesser linear and angular deformi¬ 
ties which are unsightly but only moderately disabling. 

SUMMARY 

As we learn more about the factors influencing bone 
growth in the human, combinations of bone stimulation 
and retardation will be used more and more to equalize 
linear and angular deformities. Stapling will be of practi¬ 
cal importance until a better method of growth retarda¬ 
tion is found. Epiphysiodesis is still a useful operation 
when growth arrest promises only incomplete correction. 
Bone shortening operations can never be abandoned. 
Lengthening is occasionally indicated. Growth stimula¬ 
tion is again on trial. 

After the insertion or removal of staples the factors 
that influence growth are so complex that each case is 
individual. It is safe to say: 1. Staples may be left in place 
at least two years and then removed, with the expectation 
that growth will be resumed. 2. After removal of the 
staples there is a local growth spurt. This usually lasts 
only a few months. Then growth continues at the normal 
rate. 3. Epiphyseal closure is usually several months pre¬ 
mature in a stapled bone. The factors which caused the 
previous discrepancy of length are often more important 
than the stapling in determining the relative time of 
closure. Further observation over a longer period of time 
is necessary before the last three items can be discussed 
further. 

324 E. Wisconsin Ave. (Dr. Blount). 
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CYTOLOGICAL METHODS FOR EARLY DETECTION OF UTERINE CANCER 


Douglas M. Haynes, M.D., Dallas, Texas, W. W. Brown Jr., M.D., Waco, Texas 
Richard L. Hermes, M.D., Lawrence, Kan., C. R. Bates Jr., M.D. 

and 

William F. Mengeri, M.D., Dallas, Texas 


The introduction of cytological methods for the early 
diagnosis of uterine cancer has been a significant modern 
development in spite of waning emphasis on the morpho¬ 
logical approach to clinical problems. The emergence of 
the method was the logical outcome of two separate 
series of investigations—the introduction of the concept 
of noninvasive carcinoma by Rubin * and the perfection 
by Papanicolaou = of technical methods for studying cells 
exfoliated from the female genital tract. The principle 
on \yhich the method rests derives from phenomena 
implicit in the observations of Coman,^ namely, that the 
orce required mutually to separate normal cervical cells 
IS some 10 times that required to separate the cells of 
squamous carcinoma of the cervix. The usefulness of ex- 
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tvestern Medical School of the University of Texas and Parkland Hospitr 
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foliative cytologic studies in the early diagnosis of uterine 
cancer has been extensively studied during the past eight 
years. Several investigators ■* have convincingly docu¬ 
mented its relative reliability, and L’Esperance ^ effec¬ 
tively demonstrated that it has value as a screening tech¬ 
nique in cancer prevention clinics. 

The paramount contribution of the method to modern 
gynecology is its demonstrated reliability as a technique 
whereby clinically unsuspected cervical cancer may be 
discovered in its incipiency. Papanicolaou established 
solid criteria for the identification of malignant cells in 
suitably stained smears obtained from yaginal mucous 
surfaces, and Ayre “ devised a highly satisfactory wooden 
spatula for scraping cells from the squamocolumnar 
junction of the cervix. Skapier' and Graham and Meigs ‘- 
used the method as a large scale screening test, with 
gratifying results within its acknowledged limitations. 
The present paper adds to the published findings of these 
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and other investigators the data derived from three years’ 
intensive experience in the gynecologic clinic of Parkland 
Hospital. 

STUDIES AND RESULTS 

This study was carried out between Aug. 1, 1947, and 
Sept. 1, 1950, and was subsidized by a grant from the 
Texas Division of the American Cancer Society. During 
the entire period indicated, all patients coming to the 
gynecologic outpatient clinic of Parkland Hospital were 
routinely subjected to cytological screening of the cervix. 
Later, routine smears were taken on obstetric outpatients, 
and, for .approximately one year, virtually the entire 
female personnel of the hospital, including volunteer 
hospital employees, were similarly screened. 

Method .—Two smears were obtained on each pa¬ 
tient: (1) Fluid aspirated from the cervical canal with 
a suction pipette was smeared thinly on a glass slide; (2) 
the squamocolumnar junction was denuded circumfer¬ 
entially with an Ayre spatula, and the material spread as 
evenly as possible on a slide. Smears made in this way 
were fixed immediately in equal parts of 95% alcohol 
and ether for at least one hour; they were then stained by 
the method of Papanicolaou,'"' mounted, and screened 
for anaplastic cells. 

Results .—In this study the smears from 6,816 women 
were examined (Table 1). One hundred twelve, or 
1.64%, of these preparations proved to be from patients 
harboring cervical carcinomas. Seventy-six women, or 
1.11%, had carcinomas which would have been dis¬ 
coverable by purely clinical means. The remaining 36 
patients, or 0.53%, would have passed without suspicion 
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of cancer through the office of the most competent gyne¬ 
cologist. ^ 

Biopsy confirmation of the 36 clinically unsuspected 
carcinomas brought to light 13 histologically invasive 
lesions; while the remaining 23 tissue preparations ful¬ 
filled the morphological criteria of so-called “nonin- 
vasive” carcinoma (Table 2). The diagnosis of nonin- 
vasive carcinoma was made in each case only after careful 
study of multiple serial sections failed to demonstrate 
breakthrough of the basement membrane with stromal 
invasion. Extension of the neoplastic epithelium into 
glands was not regarded as evidence of invasion, an in¬ 
terpretation contrary to the opinion of TeLinde » and in 
accordance with that of Younge, Hertig, and Arm¬ 
strong.'® 


Table I .—Cytological Detection of Carcinoma of Cervix Uteri 


%oi 
No. Total 

Total patients surveyed*. 0,816 100 

Total patients with eervieal eareinoma. 112 1.01 

Patients with elinieal eareinoma. 70 1.11 

Patients with unsuspeeted eareinoma, deteeted by 

eytologieal methods. 30 0.53 (1:169) 


* Fro.-n Aug. 1, 1947, to Sept. 1, 1950. 


Table 2. —Biopsy Diagnosis: Thirty-Six Patients with 
Unsuspected Cervical Carcinoma 

No. of 
Patients 


Noninvasive eareinoma. 23 

Invasive carcinoma. 13 


Table 3.—Cytological Detection of Carcinoma of 
Corporal Endometrium 

Total patients surveyed*. 

Patients with proved carcinoma of endometrium 

Patients with positive cytological smear. 

Patients with false negative smears. 

Patients with false positive smears. 

» From .Aug. 1, 1947, to Sept. 1, 1950. 


0,810 
7 (0.1%) 
4 
3 
0 


Table 4. _ Average Ages of Patients with Unsuspected 

Cervical Carcinoma 

Yr. 

Patients with noninvasive cervical carcinoma. 2'® 

Patients with invasive cervical carcinoma.... 

All patients with unsuspected cervical carcinoma. 

. • 19 

Y’oimgcst patient with noninvasive carcinoma. 

Youngest patient with invasive carcinoma. 

In our hands cytological studies proved to be consid- 
rably less successful in the early diagnosis of carcinoma 
)f the corporal endometrium than in the detection 
ervical cancer. Seven patients with carcinoma of th 
:ndometrium proved by curettage were encountered in 
he present series (0.1%). Four of these women had 
lositive cytological smears; three did (Table 3). 

It is significant that the average age of the patien 
msuspected cervical carcinoma detected 
itudy was 36.6 years (Table 4) in contrast o th ojer 
111 average of 48 years among women ^^th finical g _ 
lervical cancer. Of these patients, those 
ally invasive lesions had an average age of • J ’ 
while those with noninvasive carcinomas ^ ^ 

age of only 34.6 years. This ohs^onism dos. 
formity with the findings of TeLinde and Galvin, w| 
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found an average.age>of 37 a years .for women with carci¬ 
noma in situ. , v'r • T A 

The cortmonest.'e'rror to whtch the cytological method 

is subject is, in our experience, the false positive interpre¬ 
tation of a smear (Table 5). There were 18 smears re¬ 
ported as positWe which did not prove to originate from 
carcinomatous lesions when biopsy studies were made. 
This repieseirts an incidence of false positive error of 
0.26%, which compares closely with the incidence of 
this type of error in the various series of Graham and 
Meigs.® Of interest was the observation that a character¬ 
istically positive smear was obtained from a patient later 
proved to have tuberculous cervicitis, an error which 
might reasonably be anticipated from consideration of 
the" morphological features of tuberculosis, with its 
bizarre epithelioid and giant ceil reactions. It is obvious 
(hat figures purporting to indicate incideirce of false nega¬ 
tive smears carry little significance, since many such 
errors will go undetected. Others ’= have estimated that 
the incidence of false negative reports approaches 10 to 
30%. *' ■ 

The diagnosis of the lesions of the 36 patients with 
unsuspected carcinoma discovered by cytological smear 
was confirmed in each case by cervical biopsy. A modi¬ 
fied Sturmdorf tracheloplasty technique was found to 
produce the most satisfactory tissue specimen for study, 
since the cone of tissue excised in this manner contains 
(he entire squamocolumnar junction in its pristine state. 

Methods of Treatment .—Table 6 summarizes the 
methods-which were used in the treatment of the 36 
patients, with unsuspected carcinoma of the cervix dis¬ 
covered by cytological methods. By and large, the early 
invasive carcinomas were managed as carcinoma of the 
cervix in genenaL Seven Werfheim operatiotis were per¬ 
formed; five patients were treated with standard radium 
fand x-ray methods, while one patient with a concomitant 
tuberculous endometritis was treated with radium alone. 

Of the 23 women with noninvasive carcinoma, 15 were 
treatedjby simple total hysterectomy, 5 by hysterectomy 
with giand dissection, and 1 each by hysterectomy fol¬ 
lowed by irradiation, removal of cervical stump, and the 
biopsy procedure of Sturmdorf tracheloplasty alone (the 
last patient refused further" treatment). 

DISCUSSION AND COMMENT 
With the development of improved methods of treat- 
nient of the early stages of carcinoma of the cervix, there 
has arisen a fruitful field of opportunity for methods 
aimmg at the early detection of these lesions. Numerous 
investigators have now established the reliability of the 
'paginal, smear for this purpose, provided always that the 
limitations are understood and at all times kept clearly in 
mind. First, it must be impressed on everyone using the 
method that under no circumstances should any definitive 
tueiapeutic program be undertaken on the basis of a posi- 
I smear alone; every positive smear must 

h adequate tissue biopsy and treatment 

used on the histological 'report. Second, the interpreta¬ 
tion of the smears must be undertaken only by persons 
a aquately trained; untold harm may result if inade¬ 
quately trained person's are entrusted, with-the screening 
® these smears. Third, it would appean.-that, for the 
present at least, interpretation of smears should be done 
lu eeilain centers where adequately trained personnel are 


available. There are.still enough limitations in the method 
to discourage its general adoption among practicing 
gynecologists, although when existing facilities for read¬ 
ing ate expanded collection of smears may well becorne 
a standard item in the’ gynecologist’s armamentarium. 
Such a trend would tend to be markedly accentuated by 
long term follow-up of patients with so-called nonin- 
vasive carcinoma. Fourth, there are certain economic 
considerations which may delay the widespread use of 
the method. In this study the average cost in materials 
and technician personnel alone amounted to $2.22 per 
patient studied, and the average cost of discovering each 
case of clinically unsuspected carcinoma of the cervix 
was approximately $357.45. This estimate is, of course, 
exclusive of any fee for the professional service of reading 
the slide. It is questionable whether so expensive a screen¬ 
ing method should be routinely used in a gynecologic 
private practice. On the other hand, the cost does-not 
prohibit use in selected patients. 

Txbl-e 5 .—Diagnostic Errors in Vaginal Cytological Method 


No. 

Totnl pfinoDts Fom’ycO. . . C,81G 

False potitivc. IS (0.20%) 

CawlnowA ectvtx 

False positive*...... 17 

Carcinoma of corporal endoinctriiiin. 4 

False positive. 1 

False negative. S 


/al.-^c positive cervical smear proved to be from a tuberculous 
cervicitis. 

Table 6,~Trentment of Thirty-Six Patients with Unsuspected 
Carcinoma of Cervix 


tarastve cnrdnomit 

Rndicnl hs'stercctomy (Wcrthc/m). 7 ' 

Radium and s-iay. 5 

ItaOlam nlonc . 1 

Noninvasive carcinoma 

SiniWc total hysterectomy . 15 

Hysterectomy uilh gland dis-wtion. 5 

Hysterectomy and x-ray. 1 

Removal ol cervical stump. 1 

Sturindort amputation nlonc*. 1 


* Patient refused further treatment. 

SUMM:ARY AND CONCLUSIONS 
Under a grant from the Texas Division of the Amer¬ 
ican Cancer Society, 6,816 patients were subjected to 
vaginal cytological screening over the period from Aug. 
I, 1947, to Sept. 1, 1950. One hundred twelve, or 
1.64%, of these patients had cervical carcinoma; 76, or 
1.11%, were clinically detectable; 36, or 0.53%, were 
clinically unsuspected. All positive cytological smears on 
preclinicai lesions were confirmed by adequate biopsy. 
The average age of patients with unsuspected cervical 
carcinoma was 36.6 years. Of seven proved cases of car¬ 
cinoma of the endometrium, in only four were there posi¬ 
tive cytological smears. There were 18 false positive 
smears, or 0.26%. The obvious advantages of this 
method in screening early lesions of the cervix are par¬ 
tially offset by difficulties of interpretation and economic 
drawbacks. 

2211 Oalv Lawn (Dr. Haynes). 
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CLINICAL NOTES 


REPAIR OF SURGICAL ABDOMINAL WALL 
DEFECT WITH TANTALUM MESH 

Amos R. Koontz, M.D., Baltimore 

Early in 1948 I operated on a woman with a large 
defect in the left upper abdominal quadrant resulting 
from a gunshot wound.^ After many intestinal adhesions 
were released from the hernial sac, scarcely enough 
peritoneum remained for closure. The muscular and 
fascial defect was closed with tantalum mesh. This case 
made me wonder what would happen if I did have a 
case in which the peritoneum could not be closed and 
I wanted to use tantalum mesh. Therefore we - created 
large detects in the abdominal wall of dogs by removing 
the rectus muscle, fascia, and peritoneum. These defects 
were repaired with tantalum mesh. The greater omentum 
and spleen had also been removed, so that there would 
be no buffer between the intestines and the mesh. Perfect 
healing took place in these animals, and there were only 
mild adhesions between the loops of intestine and the 
mesh; the adhesions were in no way obstructive and did 
not interfere with the health of the animals. Soon after 
these experiments were completed, I had a case in which 
the results demonstrated could be applied clinically. 

REPORT OF A CASE 

History. —R. B. L., a white farmer aged 59, was first seen on 
Nov. 4, 1949. He had a birthmark on his abdomen. The mark 
was about the size of the end of his thumb until four years be¬ 
fore he came to see me, when it began to grow. He had recently 
had six x-ray treatments and 12 years previously had had other 
x-ray treatments. The patient had also had a hernia on the right 
side for six or seven years and had worn a truss about six years, 
but the truss did not retain the hernia very well. 

Physical E.xaaiiiiation .—A large bluish-black birthmhrk 6 in. 
(15.2 cm.) in diameter in one direction and 5 in. (12.7 cm.) in 
another was situated just to the left of and below the umbilicus, 
involving the umbilicus. In the center of the area was one minute 
ulcerated spot, but otherwise the lesion seemed benign. It was 
fiat and level with the skin. No lymph nodes were palpable in 
either inguinal region, but nodes were palpable in both axillas. 
One node in the left axilla was slightly larger and firmer than 
the rest. On the right side a scrotal hernia about the size of an 
orange was not retained by the truss. The hernia was almost com¬ 
pletely reducible when the patient reclined, but not entirely. 

Operative data .—Operation was performed at the Church 
Home and Hospital on Nov. 25, 1949, with the patient under 
thiopental (pentothal®) sodium, nitrous oxide, and curare anes¬ 
thesia. The large melanoma was excised with a 1 in._ (2.5 cm.) 
margin all the way around, along with subcutaneous 'tissue and 
abdominal fascia. In removing the umbilicus with the rest of the 
lesion, a large margin of peritoneum was excised. The specimen 
was sent to the laboratory, where it was examined immediately 
by the pathologist, Dr. Vernon Norwood, who reported that it 
was a melanotic sarcoma. The abdomen was opened wider and 
the liver palpated and inspected. No metastases could be found, 
nor could the round ligament of the liver he located. The wide 
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peritoneum, occasioned by the removal of nan r 
It with the umbilicus, could not be closed. The rectus musrlJl 
then dissected free from the underlying posterior sheath in° 
wide area surrounding the gap, and a piece of tantalum mes 
4 by 8 in. (1^0.2 by 20.3 cm.) was placed between the recti 
muscle and the posterior sheath. The gap was effectively close 
where the peritoneum had been resected, but the intestines ivei 
in immediate contact with the mesh, because the patient had 
short omentum that could not be brought down between tli 
intestines and the mesh. The mesh was placed with only or 
suture, at the upper end. There was no buckling, and the mes 
lay flat between the posterior sheath of the rectus and the recti 
muscle, covering well the peritoneal gap. Since the anterior rei 
tus sheath had been resected with the melanoma, it could m 
be used to close the abdominal wall. The rectus muscles wei 
closed with interrupted sutures as well as possible, but they coul 
not be closed in the region of the umbilicus, leaving a gap in th 
abdominal wall protected only by the underlying tantatui 
mesh. 

From the upper outer margin of the round excised area up I 
the axilla a piece of skin, subcutaneous tissue, and fascia aj 
proximately 2 in. (5.0 cm.) wide was excised. Then the axillar 
nodes and all the axillary tissue were removed en bloc t 
radical axillary dissection with the strip of skin, subcutaneoi 



Photograph taken four and one-half months after operation while th 
patient was in the hospital for surgical repair of an inguinal hernia. 


tissue, and fascia. This mass of tissue was immediately examinet 
by the pathologist, who reported that the glands appeared to bt 
cellular but contained no melanin. Skin flaps were then dissecRC 
free in ail directions, and the wound was closed as far as pos 
sibie without too much tension. A defect in the abdominoi 
wound 4 by 6 in. (10.0 by 15.2 cm.) could not be closed, in spite 
of the wide dissection of flaps. This defect was closed by split 
thickness grafts cut from the left thigh (see figure). 

. Convalescence was uneventful. The patient was discharge 
from the hospital on Dec. 23, 1949. He returned for repair o 
the right inguinal hernia on March 23, 1950. He was last cx 
amined on Nov. 15, 1951, at which time the abdominal wan 
and the site of the inguinal hernia repair were firm. j 

no evidence of recurrence of the melanotic sarcoma. 
diagnosis was melanotic sarcoma of the abdominal wall 
indirect inguinal scrotal hernia on the right side. 

OTHER REPORTED CASES 

Bussabarger, Dumouchel and Ivy = have J 

case in which massive resection of the abdominal \ 
was performed for adenocarcinoma of the cecum m 
ing the anterior abdominal paries extensively. ^ 
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defect was closed as far as possible by approximating its 
edges, the remaining defect, measuring 3.5 by 5 in. (9.9 
by 12.7 cm.), was closed by suturing a piece of tantalum 
jauze to the fascial edges. They had, hoWever, been able 
10 close the peritoneum first. The skin could not be 
completely closed. The peritoneal closure must have 
broken down subsequently, because during the con¬ 
valescent period intestines floating in ascitic fluid could 
be seen through the screen. The wound eventually closed 
by granulation. 

Stafford * reports a case of defect in the abdominal 
wall following retropubic prostatectomy. The bladder 
wall bulged through the defect and was distressing to the 
patient whenever the bladder was full. The defect was 
dosed with a piece of tantalum mesh placed next to the 
bladder wall. There have been no untoward effects. 

SUMMARY 

A case is reported in which, after resection of a . 
^melanotic sarcoma of the abdominal wall involving the 
j umbilicus, the peritoneum could not be closed. The 
abdominal fascia had been resected, and the muscles 
could not be completely closed in the midline. Tantalum 
mesh was used to close the defect. The presence of intes¬ 
tine next to the tantalum has caused no difficulty. 

1014 St. Paul St. 

4. SfafTord, E. S.: Personal communication to the author. 


ANAPHYLACTIC SHOCK FOLLOWING INTRA- 
VENOUS ADMINISTRATION OF 

, VITAMIN B COMPLEX 

, (k. R. Chitwood, M.D, 

y 

jC. D. Moore, M.D., Wytheville, Va. ■ 

I Vitamin preparations for parenteral, administration 
have been employed extensively by all branches of med¬ 
icine. In view of their wide parenteral use the ratio of 
serious reactions to the number of injections given must 
be exceedingly small; however, severe anaphylactic re¬ 
actions do occur from parenteral administration of vita¬ 
mins and for this reason the following case is reported as 
a reminder. 

Circulatory collapse from intravenous ^ and intra- 
inuscular - injections of thiamine hydrochloride has been 
feported. Anaphylaxis due to intravenous administration 
of nicotinic acid “ and folic acid ^ has also been reported, 
ut to our knowledge no instance of circulatory collapse 
, owing intravenous administration of vitamin B com¬ 
plex has been recorded. 


^ REPORT OF A CASE 

loaf t^’i^ 52-year-old white insurance agent, had receiver 
0 ievp I kvitamin B complex intermittently frorr 
: fatiJ^ physicians tor about a' year because of nervousness 
i malaise. He was seen by one of us (C. D. M.) in ths 

vitam°''n^°'^' b’S request was given 1 cc. ol 

conta'"'' ” intravenously. The product used was one 

me ■ 'a!"! ’I’.ii^eh cubic centimeter thiamine hydrochloride, IOC 
PyrWoxine, 5 mg.; nicotinamide, 100 mg. 
cium r° "'oohol) equivalent to 1 mg. of cat 

pantothenate; benzyl alcohol, 20 mg.; and sufficient isotonic 


sodium chloride solution to make 1 cc. The injection was made 
under routine aseptic conditions. Almost immediately the patient 
cried, “I am dying,” became cyanotic, and fell to the floor. 
Respiration ceased, and there were generalized tetanic muscular 
contractions. The radial pulse and blood pressure could not be 
obtained. Approximately 0.5 cc. of 1:1,000 epinephrine solution 
was given intravenously, and artificial respiration with oxygen 
was instituted. After three to five minutes respiratory move¬ 
ments returned, and the cyanosis gradually cleared, in about 
one-half hour. The pulse, although weak, was palpable about this 
time. Blood pressure determination was not repeated. Moist rales 
could be heard at the bases of the lungs. 

The patient was admitted to the hospital and became conscious 
about one hour after the injection of vitamin B complex. On 
regaining consciousness he complained of a severe generalized 
headache. The headache was accompanied by nausea and vom¬ 
iting. Morphine sulfate, 14 grain (15 mg.), was administered, and 
later meperidine (demerol®) hydrochloride, 50 mg. every four 
hours, controlled the pain. The next morning the patient felt 
fairly well but was restless and slightly nauseated. He improved 
rapidly and was discharged on the third hospital day. 

Results of laboratory examinations, including routine urin¬ 
alysis, determination of hemoglobin level, and red blood cell 
count were normal the day after admission. The white blood 
cell count was 12,600. An electrocardiogram made about one 
and a half hours after the injection revealed isoelectric T waves 
in leads 1 and V2. The T waves were low in leads 2, 3, and V5. 
The T wave was inverted slightly in V4. A deep Q3 wave was 
present, and the QRS interval was 0.10 second in the limb leads. 
Another tracing two days later showed that the T waves had be¬ 
come upright in leads 1, 2, V2, and V4, and inverted in lead 3. 
The Q3 wave had disappeared. 

On close questioning after the patient felt well enough to dis¬ 
cuss the episode, it was learned that several months prior to this 
injection he had noticed dizziness and weakness after an intra¬ 
muscular injection of vitamin B complex. After-that, however, 
he had received several intramuscular and intravenous injections 
with no ill-effect. 

This case illustrates several points. First, vitamin prep¬ 
arations should be given orally when that route is feasible. 
Second, in the few selected cases in which intravenous 
administration of vitamins is necessary, it should be 
done slowly, and probably the preparation should be 
diluted to avoid speed reactions. Third, any patient 
who is to receive vitamins parenterally should be 
questioned closely about any symptoms following pre¬ 
vious injections. In this way a sensitivity may be found 
and thus a severe reaction may be prevented. Pelner 
has suggested that a skin sensitivity test be made prior 
to parenteral administration of nicotinic acid. Weigand ” 
has advised this also in his report of 179 cases of sensi¬ 
tivity to thiamine hydrochloride. Fourth, epinephrine 
should be at hand, preferably in a syringe, when paren¬ 
teral administration of vitamins is contemplated. Finally, 
the circulatory collapse that occurred here caused def¬ 
inite coronary insufficiency, as evidenced by electro¬ 
cardiographic changes. This possibility should be kept in 
mind, especially in older patients with arteriosclerosis, 
as myocardial infarction could easily ensue. 

1. Armanino, L. P., and Scott, W. S., Jr.: Anaphylactic Shock Follow- 
ine Intravenous Administration of Thiamine Chloride, California Med, 
72: 178-179 (March) 1950. 

2. Schiff, L.: Collapse Following Parenteral Administration of Solution 
of Thiamine Hydrochloride, J. A. M. A. 117:609 (Aug. 23) 1941. 

3. (a) Pelner, L.: Anaphylaxis to Injection of Nicotinic Acid (Niacin): 
Successful Treatment with Epinephrine. Ann. Int. Med, 26:290-294 
(Feb.) 1947. (6) Powers, B. R.: Circulatory Collapse Following Intravenous 
Administration of Nicotinic Acid (Niacin), ibid. 29:558-560 (Sept.) 1948. 

4. Mitchell, D. C; Vilter, R. W., and Vilter. C. F.: Hypersensitivity to 
Folic Acid, Ann. Int. Med. 31: II02-U0S (Dec.) 1949. 

5. Weigand, C. G.: Reaction* to Administration of Thiamine 

Chloride, Geriatrics 5 : 274-., -Oct.) 1950. 



462 parahemophilia—COSGRIFF AND LEIFER 

SUMMARY 

A case of circulatory collapse following the intrave¬ 
nous administration of vitamin B complex is reported. 
Several facts illustrated by this case are listed. 


FACTOR 5 DEFICIENCY IN HEIMORRHAGIC 
DIATHESIS (PARAHEMOPHILIA) 

Stuart W. Cosgriff, M.D. 

and 

Edgar Leifer, M.D., New York 

Normal plasma has been reported to contain a globulin 
which is a highly active accelerator of blood clotting. 
This factor acts by catalyzing the interaction of pro¬ 
thrombin, thromboplastin, and calcium in the formation 
of thrombin. In the absence of this factor blood clotting 
is delayed markedly. Owren ^ in 1944 discovered this 
new factor, which he called the fifth coagulation factor, 
or Factor 5. Fantl and Nance ^ and Ware, Guest, and 
Seegers ^ also demonstrated this new factor and its 
mechanism of action, calling it “accelerator globulin” or 
Ac-globulin. Quick’s labile factor “* may be very similar 
to or identical with Factor 5. In vivo deficiency of this 
factor was reported by Owren ^ as the mechanism of a 
hemorrhagic diathesis in a 29-year-old woman. This 
deficiency of Factor 5, considered to be congenital, char¬ 
acteristically was associated with a prolonged clotting 
time of venous blood and a prolonged one-stage pro¬ 
thrombin time. Owren termed this disease “parahemo¬ 
philia.” 

An instance of severe postoperative hemorrhagic dia¬ 
thesis has recently been observed in a 66-year-old man 
with a profound decrease of Factor 5 (Ac-globulin) in 
his blood. 

REPORT OF A CASE 

L. D’A., a 66-year-oId man, was admitted to the urological 
service of Presbyterian Hospital on Sept. 21, 1950, for a bi¬ 
lateral orchiectomy as treatment for carcinoma of the prostate 
gland with extensive bone metastases. 

In 1945, at the age of 60, he had experienced a myocardial 
infarction, from which he made an uneventful recovery. There 
was no history of previous bleeding tendency in the patient or 
in his family. Operative procedures for removal of a ruptured 
appendix, total thyroidectomy, and treatment of sinusitis bad 
been performed during the preceding 20 years without hemor¬ 
rhagic complications. 

Three years prior to admission the patient first noted a mass, 
which was firm and fixed, in the left supraclavicular fossa. In 
December, 1947, because of its rapid growth, he was admitted 
to another hospital. Biopsy of the mass was performed and on 
histological examination it was thought to be a metastatic car- 


From the Department of Medicine, College of Physicians and Surgeons, 
Columbia University, and the Presbyterian Hospital. 

t. (n) Owren, P. A.: New Investigation in Coagulation of Blood, Proc. 
Norwegian Acad. Sc. 17:21, 1944. (6) Owren, P. A.: Parahemophilia: 
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i.,uuuoiy uriginaimg rrom me thyroid gland. Examine 
tion of the thyroid disclosed no unusual conditions and a skeletal 
survey revealed no metastases. A two-stage total thyroidectomv 
with left radical neck dissection was performed, but a serial 
section of the thyroid did not reveal a carcinoma. After thi< 
operation he was maintained in a relatively euthyroid state ori 
30 mg. of thyroid extract per day; he had no further evidence 
of local recurrence of carcinoma in the neck. 


At that time (1947) rectal examination revealed a nodule ir 
the upper left pole of the prostate gland which was suspected 
to be carcinoma. The acid phosphatase level was normal, and 
there was no evidence of local extension. From the spring ol 
1948 to September, 1950, he was followed in the urology clinic 
and intermittently received diethylstilbestrol in doses of 15 tc 
100 mg. per day. The only urinary symptom was mild nocturia 
Bone metastases to the skull and pelvis were discovered bv 
x-ray. examination in July, 1950. Because of increasingly severe 
pain in the lower back and the right knee, an orchiectomy wa' 
recommended. 


On admission the temperature was 99.4 F, the pulse rate 84 
respirations 20, and blood pressure 140/90. The skin over the 
neck was atrophic and pigmented, a secondary result of radiation 
No petechiae, ecchymoses, or jaundice were noticed. The lympl 
nodes were not enlarged, and the spleen was not palpable. Theri 
were no masses in the neck. The prostate gland was small, hard 
irregular, and fixed. 

The complete blood cell count revealed a hemoglobin con 
centration of 10 gm. per 100 cc., 3,330,000 red blood cells pei 
cubic millimeter and 7,350 white blood cells per cubic milli 
meter, with a normal differential count. The urinalysis shower 
a specific gravity of 1.015 and albumin (2-}-), but otherwise th( 
urine was normal. The serum alkaline phosphatase value wa; 
7.2 Bodansky units, the serum acid phosphatase value was 36.f 
Gutman units and the erythrocyte sedimentation rate was 11 mm 
in one hour (Westergren). The blood urea nitrogen level wa: 
17 mg. per 100 cc. and the fasting blood sugar level, 136 mg 
per 100 cc. Serum proteins were 6.5 gm., per 100 cc. An electro 
cardiogram taken on admission showed an abnormal record typi 
cal of left ventricular hypertrophy and evidence of an anlerioi 
myocardial infarction of unknown date. Skeletal roentgenogram: 
showed extensive osteoblastic metastases. 

On September 25, a bilateral orchiectomy was done unde: 
thiopental (pentothal®) sodium, nitrous oxide, and oxygen anes 
thesia. The procedure was uneventful, and the amount of bleed 
ing at operation did not appear to be unusual. Immediately aflei 
the operation the patient bled considerably from the wound, tht 
dressing being soaked with blood and requiring several change: 
despite exertion of pressure. Approximately 15 hours after the 
operation he complained of severe anterior squeezing chest pair 
and weakness. He was apprehensive, pale, and clammy. The 
radial pulse was weak at the rate of 80 per minute, the hcarl 
sounds were distant, and the blood pressure was 120/70. There 
were no signs of congestive failure. The electrocardiogram taken 
at that time showed changes suggestive of a recent myocardial 
infarction. The hematocrit reading was 26%. He was treated wiln 
oxygen and sedation. 

Pressure dressings failed to stop the bleeding, and a large 
ecchymotic area appeared over the scrotum, extending down over 
the perineum and up over the lower part of the abdomen and 
inguinal regions. Venipunctures continued to ooze for 24 hours. 
The clofting time of venous blood and the prothrombin time 
were markedly prolonged at this time. Because of these abnorma 
findings, other coagulation studies were undertaken. The patien 
was treated with fresh whole blood transfusions to combat bloo 
loss and to correct the clotting defect. However, he ^onlmu^ 
to go downhill in a state of circulatory collapse and died 0 
cardiac insufficiency 40 hours after the operation. Permission 


isy was refused. 

jod Coagulation Studies.—Venous clotting time 
were performed according to a modification of tn 
e technic,^ using 1 cc. of blood in each of 
MO mm. test tubes. (Normal values range up to 20 mnumu 
patient’s blood had not clotted 18 hours after "If"'? ‘j.jq 
imixture of normal blood in the ratio of 


minutes. 
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The nrothrombin time by the Link-Shapiro» modification of 
Ihe Quick one-stage teclmie (normal 1S±1 sec.) was more than 

200 seconds on two specimens. .u j « 

The plasma prothrombin assay ■ by the two-stage method 

(with Factor 5 added) was 70% of normal. 

The thrombocyte count by the direct method was 72,000 per 
cubit milUmeler (normal 150,000 to 250,000). 

Fibrinogen was demonstrated to be present by tire coagulum 
formed when the plasma was heated to 56 C for five minutes. 
Later studies by electrophoretic analysis revealed that the fibrino¬ 
gen was reduced to approximately 50% of normal. 

Factor 5 was assayed ■ according to the method of Flynn 
and Stanley' and revealed a marked decrease (less than 10% of 
nt)rm.al) of this activity from the plasma. 

Results of electrophoretic analysis of plasma in phosphate 
bulTer solution with a pH of 7.4 were not strikingly abnormal, 
revealing 47.8% albumin, alpha-1 globulin 11.3%, alpha-2 
9.6%, beta 17.4%, fibrinogen 2.6%, and gamma globulin 
ii.3%. 

COMMENT 


This man had an extremely severe hemorrhagic dys- 
crasia. It is apparent that there was a moderate decrease 
in thrombocytes, fibrinogen, and prothrombin. However, 
) the magnitude of the bleeding abnormality was out of 
proportion to these moderate divergencies. 


and Laboratory Characteristics of T^vo Patients 
with Parahemophilia'^ 




Case 2 
((.’osgrlff 


(Owron) 

and Teller) 

Aec, yr. 

20 

CO 

8ki. 

p 

M 

Underlying disease. 

None 

Metustatie 

Fnmlly history of blcodlng. 

None 

carcinoma 

None 

Blecillng tendency dunUlon. 

20 yr. 

30 hr. 

Bite . 

... HeUnnl.nasul, 

Operntlvo 


mcnstmal, 

area 

Thrombocytcs/cu- mm. 

joint, skin 
cccbymoscs 

400,(XK) 

72,WI0 

Venous clotting time t. 

... 23 min. 

J8-1- hr. 

One-stage prothrombin tinu*, see. 

70-80 . 

200-f 

^ Filirlnocen .. 

Normal 

307o Normal 

Factor 6. 

(300 mg.%) 

... M«rkedl>Mlo- 

Murkcdly dc- 


creased; iesS 

creased; less 


than 10% of 

thiin 10% of 

— 

normal 

normal 


* Both luitlcnts had normal Idood cell counts uitli no demonstrable 
dtcvilaiiDjr antlcoairulant. 

} luIUltion of normal blood to venous blood of both patients 
caused ii return of the clotting time to normal. 


The observation that a small amount (0.1 to .02 cc.) 
of normal blood caused the patient’s blood (1 cc.) to 
olot almost instantly may be interpreted as excluding the 
presence of a circulating anticoagulant and indicating a 
• clotting factor deficiency. 

The profound decrease of Factor 5 is compatible with 
>he marked prolongation of the coagulation time of 
venous blood and one-stage prothrombin time. 

Although Factor 5 has been of extreme interest from 
. Inc research viewpoint in the laboratory, this patient is 
, only the second with a clinical hemorrhagic tendency in 
1 Factor 5 deficiency has been .reported as the major 
V. coagulation abnormality in the hemorrhagic state. In the 
j accompanying table the clinical and laboratory charac- 
(eristics of Owren’s patient' and of the patient reported 
' nre compared. In this second patient the severity 
, n the hemorrhagic tendency and the degree of abnor- 
tna ity of the clotting and prothrombin times were more 
pronounced than in the patient studied by Owren. In 
' ^'ve clotting abnormality appears , tn be 

Porarily remediable by transfusii ’' norm 


Factor 5 is found in the globulin portion of the plasnia 
proteins. Electrophoretic analysis was not reported in 
Owren’s case; electrophoretic study of the plasma pro¬ 
teins in our patient revealed nothing essentially abnor¬ 
mal except for some increase in the alpha-1 globulin. In 
this patient the deficiency of Factor 5 was apparently an 
acquired one, but the cause is unknown. 

SUMMARY 

A severe hemorrhagic dyscrasia was encountered in a 
66-year-old man. There was a marked decrease of ac¬ 
celerator globulin (Factor 5) in the patient’s blood. This 
Factor 5 abnormality appears to have been acquired and 
to have been the major factor responsible for extensive 
postoperative hemorrhage. 
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TETRAETHYLTHIURAMDlStlLFIDE 
(ANTABUSE®) THERAPY 

REPORT OF TWO CASES 

Edward A. Strecker, M.D. 
and 

Vincent T. Lathbury, M.D., Philadelphia 

About two years ago reports began to appear in the 
medical literature on the use of a substance, tetraethyl- 
thiuramdisulfide, more popularly known as antabuse.® 
The ingestion of this substance appeared to sensitize per¬ 
sons to the use of alcohol. In a patient receiving as little 
as 500 mg. of tetraethylthiuramdisulfide daily, the in¬ 
gestion of 30 cc. or more of gin or its alcoholic equivalent 
will shortly be followed by symptoms that include a feel¬ 
ing of heat in the face and intense flushing of the face, 
and sometimes of the neck and chest. Probably the most 
characteristic effect is dilatation of the scleral vessels. A 
little later, palpitation and dyspnea develop, and in severe 
cases nausea and vomiting occur. These symptoms 
usually disappear within a few hours, leaving the person 
rather sleepy. 

Production of the above-described symptoms depends 
upon the fact that in the presence of tetraethylthiuramdi- 
sulfide considerable quantities of alcohol are converted 
into acetaldehyde. The same train of symptoms can be 
reproduced by intravenous infusion of acetaldehyde di¬ 
rectly into the bloodstream. In the absence of alcohol 
the tetraethylthiuramdisulfide circulates in the blood¬ 
stream unchanged and is gradually eliminated; mostly by 
the kidneys, over a four to five day period f • 
istralion is stopped. 

The drug is well tolerated by ■ . • 
larger than those commonly emp 
traindicated in persons s' ( >’• ■ I'';. 
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liver damage. It is usually offered in 500 mg. tablets. 
Patients may be given three tablets daily for three to 
four days, after which two tablets daily are given for 
four to five days. Most patients can be maintained on one 
tablet daily, though some are said to require one and 
one-half to two tablets. The effectiveness of the blood 
level of the drug can be tested at any time, since the in¬ 
gestion of a glass or two of beer should be enough to 
evoke a mild reaction when the proper level is main¬ 
tained. ' Sensitivity reactions are apparently rare, and 
most authors appear to feel relatively secure about the 
use of the drug in the clinical treatment of alcoholism. 
With this in mind, then, and with an eye to the fact that 
its use is apparently about to become much more wide¬ 
spread, it is felt that any untoward reactions connected 
either directly or indirectly with the employment of 
tetraethylthiuramdisulfide should be of interest and con¬ 
cern to the medical profession. 

Following is a brief report of two cases of alcoholism 
in which this drug was used. While it is not possible to 
state as a certainty that the reactions reported were due 
to tetraethylthiuramdisulfide, and, if so, the exact modus 
operandi, nevertheless, under the circumstances it seems 
a reasonable assumption to make. 

Case 1.—A 56-year-oId woman had been troubled with mild 
recurrent depressions since the death of her husband 10 years 
previously. For the last five years she had been a problem to her 
family because of a tendency toward impulsive and excessive 
drinking occurring during the periods of depression. Inasmuch as 
the depressive intervals occurred two to three times a year and 
lasted for three to eight weeks, the management of the patient’s 
alcoholic proclivities at these times was completely unsatisfactory 
from a medical viewpoint and very distressing in terms of family 
relationships. 

It was felt that tetraethylthiuramdisulfide might prove to be 
the answer in this situation. The patient was admitted to the 
institute, where she was given three 500 mg. tablets daily for the 
first four days, then two daily for four more days, and after 
that a maintenance dose of one tablet daily. On the eighth day 
of hospitalization she began to complain of feeling a little con¬ 
fused at times, and it was noted that she appeared somewhat 
tense, agitated, and anxious. The next day, though she had no 
further complaints, the same symptoms prevailed and it was 
noted that she looked a bit suspicious. By the following day an 
outright psychosis had developed. She was suspicious, heard 
voices talking about her, and felt that there was a "court order” 
out for her and that she must find out who was behind the plot. 
She stated she heard the physician and nurse talking all night 
outside her door and demanded to know what it was all about. 

Administration of tetraethylthiuramdisulfide was discontinued 
at this point, but for the next five days the acute paranoid epi¬ 
sode continued, at the end of which time it cleared up very sud¬ 
denly, within 24 hours. The findings on the physical and neuro¬ 
logical examinations, both before and during the attack were 
normal. The case has been followed since that time, and there 
has been no further deviation from the original clinical picture. 

Case 2.—A 36-year-old man gave a history of alcoholism for 
the past 20 years. At the age of 16 his father, who was an alco¬ 
holic, used to take him on drinking bouts for company. The 
patient said, “1 had to get drunk myself to be able to stand it.” 
Since his discharge from the Navy in 1945, his drinking had got 
completely out of his control, so that he was unable to work, 
to maintain ordinary social relationships, or even to be a patient 
for more than a few weeks in any but a closed-ward hospital. 
Intensive, long-term psychotherapy was of no avail. The pa¬ 
tient was never able to talk about himself except on a most 
superficial level, and one always felt that no real rapport existed 
between the physician and the patient. It was hoped, therefore, 
tiiat with tetraethylthiuramdisulfide he might be controlled well 
enough to make a reasonable adjustment. The patient was hos¬ 
pitalized and placed on a dosage of one 500 mg. tablet’of the 
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drug three times daily for four days; then one tablet was -.a 
ministered twice daily for a week, at which time a maintenanrf 
dose of one tablet daily was instituted. After 10 days in the hm 
pital he began to complain of feeling confused at times and i 
was noted that for the first time in the course of his illness hi 
appeared anxious. During the next week he became progres 
sively more confused, until he was completely unmanageabli 
and had to be transferred to a closed ward. Use of tetraethyl 
thiuramdisulfide was discontinued when confusion becami 
noticeable. 


After transfer the patient became acutely psychotic. For thi 
next three weeks he was completely disoriented as to time, place 
and person. He had hallucinations of fires, bombings, and variou 
episodes of mass destruction. He accused the therapist of attempt 
ing to castrate him and threatened retaliation in kind. Thougl 
never actually making assaults during this period, he frequ'enlli 
seemed on the verge of doing so. During the last two weeks ii 
the hospital his mental status cleared progressively, and he wa 
discharged. 


Admission physical and neurological examinations, as wel 
as several subsequent checkups, gave normal findings. The pa 
tient has been followed until about six months ago, and it i 
interesting that he has been able to control his alcoholic intak 
reasonably well since discharge. 


CONCLUSIONS 

It is generally accepted that alcoholism is a defense 
or the acting-out of defenses, against unconscious con 
flicts that are extremely frightening to the patient. Alco 
hoi is necessary to a person, therefore, in direct ratio h 
his fear of these conflicts breaking through into con 
sciousness. In patients who have suddenly stopped drink 
ing through sheer force of will, as it were, it is not unconi' 
mon to see a pronounced personality change as new 
defenses are acquired. The families of these persons, ir 
fact, not too infrequently state that the alcoholic per 
sonality was better than the postalcoholic one. It is fe! 
that in the two cases here reported, the patients, whei 
threatened with a breaking through of strong and un 
controllable conflictual feelings, habitually and instim 
tively dealt with the situation by sedating themselves (' 
coma or near-coma point with alcohol. Because tetra 
ethylthiuramdisulfide made them unable to tolerate alco 
hoi, this protection was denied them, with the result tha’ 
a complete personality disintegration took place. 

It is noteworthy that neither of these patients wished 
to take the drug and agreed to it more because of the 
insistence of relatives than because of any real desire or 
their own part. 

There is general agreement that all alcoholics are psy¬ 
chologically unstable persons and that not a few ate 
extraordinarily sick. With this in mind, it is probable tot 
with the widespread and continued use of tetraethylthiur¬ 
amdisulfide such cases as those described might not he 
too uncommon and that psychosis as a concomitant o 
therapy with the drug is something to guard against. 

Ul N. 49th St. (Dr. Strecker). 
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aectomy in idiopathic thrombopenic purpura of ch mre 
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- iwct grant from the Physicians Drug and Supply Company to 
ihe hnestigators through the Committee on Research. 

Paul L. Wermer, M.D., Secretary. 

1 CLINICAL AND EXPERIMENTAL STUDY OE 
; USE OF KHELLIN IN TREATMENT 
:: OF .ANGINA PECTORIS 
? 

I Herbert N. Hullgren, M.D. 

II. Schuyler Robertson, M.D. 

[' md 

Leylaiid E. Stevens, M.D., San Francisco 

:: Khellin is a crystalline extract of a crude drug which has long 

- been used in Egypt for the treatment of ureteral colic.i The pure 
crystals were independently isolated in 1930 by Fantl and 

'' Salem - and by Samaan.’ Further studies of its chemical struc- 
■■ (ure were made by Spaeth and Gruber ■* in 1941. Animal experi- 
menis later demonstrated that khellin is a coronary dilator with 
an action greater than that of aminophylline but not as great as 
" iliat of amyl nitrite,*^ Khellin’s duration of action is prolonged 
,1 and it is relatively nontoxic and free from undesirable circulatory 
side.eSec(s. These results prompted Anrep and his workers to 
" Use it clinically in patients with angina pectoris.'^ They found 
Tjbal the daily oral administration of khellin to 250 patients with 
;^j7d (0 severe angina resulted in the complete cessation or a 
'S/ignificant reduction in frequency and intensity of attacks in 
j.'MO patients.av Since then several clinical trials of khellin in 
'' angina pectoris have been made. Most reports indicate favorable 
' fesuils.u One carefully controlled study indicated that it was of 
>• no value.’ Khellin has also been used in bronchial asthma 
; and in pertussis.® 

^ This report will present the results of a clinical and experi- 
, niental evaluation of khellin in the treatment of selected cases 
' of angina pectoris observed during the past 18 months at the 
Stanford Hospital. 

METHOD 

Patients were selected who experienced from 1 to 30 attacks 
j; of angina during ordinary daily activity and who demonstrated 
mat they were cooperative and reliable observers of their symp- 

Table 1.— Toxic Ejects of Khellin in Twenty-Five Cases 

.■ fiasuotnintinal 

Symmoms Genera] Syniptorns 

-. Auorexta VVeateness 

; Kwisca Fatigue 

I Vomiting Deprcs.slon 

1 Contusion 

^of angina pectoris had been verified by care- 
liny' u clinic and in most instances diag- 

•" ere "• llto electrocardiogram were observed after 

test" technique similar to that de- 
' Lent a 3'’’^ co-workers ’ was employed. Each patient 

^ lact f which he recorded the time each at- 

'' flvce° I*’® number of glyceryl trinitrate (nitro- 

'' bv the and any symptoms that might be caused 

ij medication being given. Patients were usually seen at 


Mificellaneous Symntoms 
(rare) 

liOOf^e fitools 
Increased perfipfration 
Increased salivation 
Postural hypotension 
EKG changes 
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weekly or biweekly intervals and their cards were examitied and 
verified. Studies were controlled by not giving medication for 
the first week or two. Patients were then given a numbered box 
containing either 50 mg. tablets of khellin or identically appear¬ 
ing and tasting, inert placebos. The nature of the medication 
was unknown to the patient and usually to the person conducting 
(he test. An effort was made to alternate periods of placebo and 
khellin administration with periods during which a report card 
was kept but tablets were not given; At the conclusion of the 
study the data on the report cards were tabulated and the results 
summarized. 

Tarle 2.— Minimal Toxic Doses of KhelJin in Twenty-Two 

Cases 

AtllUgrams per* tiny 25 SO 75 100 125 150 200 300 

A’umbor ot elites.... 13141733 

RESULTS 

Of the entire group of 30 patients studied, 14 were followed 
for a sufficient length of time and were considered reliable 
enough observers to warrant inclusion in this report. The results 
arc summarized in figure 2. The vertical columns indicate the 
mean frequency of attacks per period of six days. A six day 
period was selected because, initially, most report cards covered 
this period of time, the seventh day of the week usually not be¬ 
ing recorded since medication frequently was changed on that 
day. Later, when the dose was adjusted, two week periods of 
observation were used. The total number of days the patient was 
studied on each regimen is indicated below each vertical column. 
A similar graph was constructed for glyceryl trinitrate rcr 
quirements, but the results were so comparable to the frequency 
of pain that a presentation of only one graph is necessary. 

The 14 patients can be divided into two groups of 7 each: 
(1) Those who experienced a distinct reduction in frequency of 
anginal attacks (30% or more) while receiving khellin, compared 
with control periods of placebo administration. Their data are 
summarized in the upper portion of the figure. (2) Those who ex¬ 
perienced no significant reduction (less than 25%) in anginal 
attacks during khellin administration. Their data are summarized 
in the lower portion of the figure. 


From (fie Department of Medicine, Stanford University School of 
Medicine. 
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It would appear that khellin is of some value in the treatment 
of angina pectoris. It should be noted, however, that all of the 
patients apparently benefited by the drug experienced some 
toxic symptoms as indicated by plus (+) signs. These symptoms 
varied in severity from mild malaise and anorexia to nausea and 
vomiting. Several patients said that when they experienced such 
symptoms they decreased their physical activity. Some patients 
preferred to stay at home or rest in bed if the symptoms were 
severe. An attempt was made in every instance to use a dose of 
khellin that would be therapeutically effective yet not toxic 
enough to influence activity. Sometimes several weeks were 
necessary to make this adjustment and even on such a dose 
occasional mild anorexia or malaise was noted. Thus the effect 
of the medication on the total activity of the patients studied 
was unknown and not subject to, complete control in the usual 
doses given. For this reason it could not be determined whether 
this apparent beneficial effect of khellin was due to a reduction 
in the patient’s daily activity as a result of the side effects of 
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Fig. 1.—Control electrocardiographic changes occurring during exercise 
in patients who were given khellin parcnterally. 


the drug or due to a pharmacologic action upon the coronary 
circulation. Therefore evaluation of the preparation was sought 
by mote objective methods. 

At this point it may be expedient to describe briefly the toxic 
symptoms encountered with the oral administration of khellin. 
The principal symptoms noted are summarized in Table 1. The 
typical order of appearance is as followsi About 48 to 96 hours 
after starling the drug, the patient notices a disinclination to eat. 
'I his gradually progresses to complete anorexia and the appear- 
•ince of mild nausea after meals. Vomiting and retching may 
occur if the drug is continued. Occasionally nonspecific symp¬ 
toms may predominate. Weakness, fatigue, “sick all over,” “lack 
of pep,” “rum dum,” and “svoo7.y'’ ate the usual terms employed 
by the patients. When the drug is stopped the symptoms gradu- 
a.lly subside and disappear in approximately 48 hours. 


I-ipaun. 11 S anti a Use of 

in rcvtorls, J. l.ab. ft Um. 1950 


J.A.M.A., Feb. 9, 1952 

The smallest daily dose required to produce toxic symptoms 
varies widely among patients as indicated in Table 2. One patient 
had mild malaise and anorexia while taking one 50 mg. tablet 
of, khellin every other day. This was carefully studied and veri¬ 
fied by alternate periods of placebo administration when no toxic 
symptoms were noted. Two patients were able to take con¬ 
sistently 300 mg. daily without apparent toxic symptoms. These 
results are comparable to those obtained by other workers.^ 

There was some indication that higher daily doses of khellin 
could be tolerated when given intramuscularly than when given 
orally. For example, in one patient (P. B.) anorexia readily de¬ 
veloped with an oral dose of 150 mg. per day, but there were 
no symptoms when the patient received 210 mg. a day intra¬ 
muscularly. A second patient (R. B.), who always became 
nauseated when receiving 100 mg. of khellin daily by mouth, 
tolerated 175 mg. a day intramuscularly without symptoms. 
No systematic studies were made on this subject, however. 

None of the toxic symptoms were serious. A potential danger, 
however, was encountered in one patient who had congestive 
failure and angina decubitus. After a careful control period of 
placebo administration, a dosage of 150 mg. of khellin given 
orally every day was started. Twenty-four hours later nausea and 
vomiting occurred accompanied by great psychic disturbance 
which resulted in an increase in severity and frequency of angina. 
The slow excretion of the drug became uncomfortably apparent 
in this instance. 

In an effort to obtain a more objective appraisal of the effect 
of khellin upon the coronary circulation, eight patients were 



selected in whom graded exercise consistently produced ch«t 
pain accompanied by diagnostic alterations in the electrocardio¬ 
gram. Exercise was performed using standard steps similar to 
those described by Master.Patients exercised a constant 
rate, so that any increase in exercise capacity would be mo'cate 
by an increase in the number of trips the patient was able 
make. After a control exercise period during which cites p. 
and electrocardiographic changes appeared, the 
allowed to rest for 40 minutes.after which the eiectrocardiogm 
returned to its preexercise appearance. A. 1/150 gram (O.dO ^ 
tablet of glyceryl trinitrate was then placed under ‘he 
and allowed to dissolve. Five minutes later exercis w^pc^, 
formed in an identical manner. As illustrated in fisure > 
patient studied exhibited a significant increase ewr 
pacity. On subsequent days, usually a week or more apar, tn 
study was repeated using, instead of glyceryl trinitra , 

mZlons of khellin given deep into .he gl»!- "S 

varying from 50 to 150 mg. or intravenous injections i 
from 30 to 60 mg. The injections alone did 
in the electrocardiogram. Fifteen to 20 minu 
to elapse after the i«‘ramuscular injections and 5^t^ 10^^^^^^^ 
after the intravenous injections before /consistent 

The results of this study are "^/^/®“//either route of 

change in exercise capacity was perform more 

administration. One ■'Irnmuscularly but when the 

exercise after 75 mg. of khelhn intramuscula y, 
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lest was repeated using 100 mg. of khellin four months later, 
no increase in exercise capacity was noted. Two patients (F. G. 
andF S) showed somewhat less striking electrocardiographic 
diancM on exercise following intramuscular administration of 
Ibellin compared to the control test, but exercise capacity was 
not increased nor pain intensity decreased. It was apparent that 
DO beneficial effect of khellin upon induced angina had been 
demonstrated by the above method of study. 



Fig. 3.—EfTect of khellin given parentcrally compared to glyceryl iri- 
nitrate given orally upon the exercise capacity of eight patients with angina 
pectoris. Control exercise capacity is indicated to the left of the vertical 
lines with exercise capacity after medication indicated to the right. 


It is possible that khellin may not manifest its maximum 
pharmacologic effect until several hours or days after adminis¬ 
tration. This was suggested by the delay in appearance of toxic 
symptoms after starting the oral preparation. If khellin did act 
in this manner, another type of experiment would have to be 
devised in order to test its effect upon angina pectoris. There¬ 
fore the following plan was followed. Five patients were se¬ 
lected from the previously studied group of eight described above 



lim for periods of five to eight days. During this 

e they were allowed to remain ambulatory and continue nor- 
activity so that enforced bed rest would not alter their 
cnn!fv^ capacity. At the same time of day and under identical 
I ions, exercise tolerance tests as previously described were 
six^ was continued for a control period of two to 

ihpn which no medication was given. Khellin was 

administered intramuscularly three times daily in dosages 


of 75 to 210 mg. per day. Exercise tests were repeated daily 
under identical conditions. As illustrated in figure 4, consistent 
improvement in exercise capacity was not noted despite daily 
dosages which, in two patients, were larger than the minimum 
daily oral toxic dose. No changes were noted in the appearance 
of the electrocardiogram during the period of khellin adminis¬ 
tration. The electrocardiographic changes occurring during ex¬ 
ercise were not different from those obtained during the control 
period. 

The above data suggest that neither single parenteral doses of 
khellin nor daily maintenance doses given intramuscularly had 
any demonstrable effect in increasing the exercise capacity of 
patients with angina pectoris. The possibility remained that 
khellin may have some effect on other circulatory features such 
as cardiac output, systemic blood pressure, or pulmonary artery 
pressure which would favorably influence the course of angina. 
The possibility that some favorable effect could be produced 
upon pulmonary artery pressure was suggested by the prompt 
beneficial results reported in patients with bronchial asthma and 
cor pulmonale by one group of workers.”'*,To test this possibility, 



Fig. 5.—The efiect of single intramuscular injections of khellin upon the 
circulation in five patients. 


five patients were selected and studied carefully under basal con¬ 
ditions. Four patients had distinct alterations in various circula¬ 
tory functions. One patient had a small interventricular septal 
defect but was essentially normal in all other respects. A brief 
summary of the important features of these cases appears at the 
end of this paper. 

METHOD 

Cardiac output was determined by the Pick principle. Mixed 
venous blood was obtained by means of a cardiac catheter with 
the tip located in the main pulmonary artery. Blood oxygen 
analyses were performed in a Van Slyke apparatus. Arterial 
blood samples were collected through a Cournand needle inserted 
into the brachial artery. Oxygen consumption was meas¬ 
ured by collecting expired air in a Tissot apparatus and deter¬ 
mining the oxygen and carbon dioxide content in a Henderson- 


9a. Master, A. M., and Oppenheimer, E. T.; Simple Exercise Tolerance 
lest for Circulatory Efficiency with Standard Tables for Normal Indi¬ 
viduals, Am. J. M. Sc. 177 : 223 (Feb.) 1929. 
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Haldane apparatus. Blood pressures were recorded optically by 
means of Hamilton manometers connected to the cardiac cathe¬ 
ter or the inlying arterial needle. Control observations were 
made at ten to fifteen minute intervals prior to the administra¬ 
tion of khelhn as indicated in figure 5. A single intramuscular 
injection of 75 to 150 mg. of khellin was then given, and further 
observations were made as indicated. 

RESULTS 

No consistent significant changes in cardiac output or in pul¬ 
monary artery or brachial artery pressure were noted following 
khellin administration, despite resting deviations of these values 
from the normal range in four patients, due to disease. These 
patients had slight decreases in cardiac output, but in one patient 
this was not sustained. There appeared to be a very slight rise 
in systolic and diastolic arterial pressures in all cases.. No toxic 
symptoms were experienced by the patients, except some local 
pain and tenderness at the injection site. These observations are 
in agreement with those made in. a similar study by Zim- 
merman.io 

At this point it may be advantageous to describe briefly the 
local discomfort produced by the parenteral administration of 
the particular preparations of khellin studied. Three-fourths of 
all patients receiving intramuscular injections complained of 
prompt deep burning or aching pain at the injection site lasting 
from 1 to 10 minutes after the injection and occasionally fol¬ 
lowed by a transient aromatic odor or bitter taste. Two patients 
given daily intramuscular injections of khellin in the hospital 
complained about the discomfort of the injections and stated 
that they would be rmable to tolerate a prolonged course of 
therapy by this route. The concentration of only 50 mg. of • 
khellin in 3 cc. of vehicle proved inconvenient when large daily 
doses of 300 mg. or more were given. Intravenous administration 
produced even more discomfort. In nearly every instance, prompt 
severe local burning pain appeared at the injection site as soon 
as administration began and traveled up the arm to the shoulder. 
This pain in several instances was quite intense and lasted from 
2 to 10 minutes. No perivenous injections occurred, and no sub¬ 
sequent venous thromboses appeared. Clearly there is a need 
" ir more concentrated parenteral preparations which are free 
jm these uncomfortable local reactions. 

DISCUSSION 

The difficulties of evaluating any therapeutic agent for a con¬ 
dition as variable and subjective as angina pectoris has been 
commented on by others.^ i Undoubtedly, the blind test tech¬ 
nique offers the best method of evaluation when one must de¬ 
pend for data on a record of the patient’s symptoms. The effect 
of inert preparations in reducing the frequency of anginal attacks 
compared to control periods when no medication was given can 
be easily seen in figure 2. This has been noted by many others.ii 
However, even this method of study has limitations. An ade¬ 
quate number of patients must, of course, be studied to be 
certain of a proper sample. It is important to continue the study 
for an adequate period of time, alternating the placebo and 
medication constantly to correct for temporal variations in the 
frequency of anginal attacks. Probably the most serious obstacle, 
however, in conducting a proper “blind test” program in the 
evaluation of oral khellin administration is the high incidence 
of toxic symptoms occurring often with doses of the drug which 
may be too small to have any physiologic effect upon the coro¬ 
nary circulation. The test, of course, fails to be a true “blind 
test” when the patient is aware of anorexia and nausea occurring 
with one box of tablets and absent with another. Equally im¬ 
portant is the tendency, previously discussed, of patients to 
decrease their physical activity when experiencing toxic 
symptoms. 

Most of these disadvantages can be eliminated by parenteral 
administration and by utilizing more objective means of study. 
The results obtained by such methods in this study indicate that 
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^uKiugiy nuie enect on angina pectoris induced bv 
exercise and no effect upon other circulatory functions. Its col' 
tmued clinical employment seems, therefore, of dubious value 
However, the possibility remains that the dosages emplovcd 
have been too small to elicit the desired effects. Studies of blood 
levels of khelhn are needed. Oral preparations allowing larcer 
daily dosage with less toxicity and more concentrated parenteral 
preparations, which can be given without discomfort, may dem¬ 
onstrate more encouraging effects on the coronary circulation in 


SUMMARY 

1. Utilizing the “blind test” technique to evaluate the effect 
of oral khellin in a carefully selected group of 14 patients with 
angina pectoris induced by effort, it was found that 7 patients 
experienced a reduction in the frequency of their anginal attacks 
when compared to similar periods of placebo administration. 

2. It could not be determined whether this reduction was re¬ 
lated to a decrease in physical activity caused by toxic reactions 
to the drug or to an actual effect on the coronary circulation, 

3. More objective methods of study utilizing exercise tolerance 
tests performed before and after parenteral administration of 
khellin and compared with glyceryl trinitrate (nitroglycerin) 
failed to reveal any beneficial effect in eight patients. 

4. Daily intramuscular administration of khellin failed to 
improve the exercise capacity in five patients. 

5. Intramuscular administration of 100 to 150 mg. of khellin 
failed to produce any effect upon cardiac output, pulmonary 
artery pressure, or systemic arterial pressure in five patients with 
various circulatory disorders. 

6. The high incidence of systemic and local toxic reactions 
was discussed and its effect upon the data obtainable by the 
“blind test” method of study was pointed out. 

7. On the basis of this study, further clinical use of khellin ap¬ 
pears of doubtful value but studies at higher dosage levels are 
indicated. 


appendix; clinical summaries of patients studied by 
CARDIAC catheterization 


1. J. D. is a 71-year-old white bartender who had been un¬ 
able to work because of dyspnea on exertion, orthopnea, and 
edema of the feet and legs for the past 12 years. During that 
time he had many attacks of wheezing and tightness in his 
chest, coming on usually at night and relieved by aminophylline 
suppositories or inhaling fumes of stramonium and belladonna 
powder. Digitoxin, mercurial diuretics, and a low salt diet were 
administered in the outpatient clinic. Physical examination re¬ 
vealed an elderly, dyspneic man with a blood pressure of 170/90. 
The thorax was emphysematous, and numerous moist rales and 
expiratory wheezes were present throughout the chest, A grade 
2 systolic murmur was heard at the apex. There was mild edema 
of the ankles. The hemoglobin was 11 gm., and urinalysis re¬ 
vealed a trace of protein. The vital capacity was 1.6 liters, and 
the arm to tongue circulation time (using sodium dehydrocholate) 
was 30 seconds. The electrocardiogram revealed left bundle 
'branch block with auricular fibrillation and complete auriculo- 
ventricular block. Roentgenograms revealed generalized cardiac 
enlargement with minimal pulmonary congestion. Arterial oxy¬ 
gen saturation was 89%. The clinical diagnosis was arterioscle¬ 
rotic heart disease and cor pulmonale secondary to chronic 


nchial asthma, 

I. D. U. is a 45-year-old white housewife who had progres- 
:ly severe dyspnea on exertion accompanied by frequent bouts 
chills and fever for the past three years. Dyspnea had been so 
ere during the past six months that she had been confined to 
1. Careful studies for tubercle bacilli were negative. Examma- 
1 revealed a thin, weak, dyspneic woman whose blood pres- 
e was 118/72. Respiration was rapid and accompanie^D oy 
nerous inspiratory wheezes and rales over both lung lie • 
ere was no clubbing of the digits. The hemoglobin wm 
and the urine was normal. Vital capacity was 500 cc. 
ctrocardiogram revealed right axis deviation, 
the chest revealed diffuse pulmonary infiltration ' 

terial oxygen saturation after mild exercise was 
nical diagnosis was pulmonary fibrosis and infiltration 
own etiology and possible cor pulmonale. 
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3 G S. is a 46-year-old white truck driver who had chronic 
bronchial asthma with progressive impairment of activity since 
ibe age of 13. He had no symptoms of heart failure. Physical 
examination revealed a middle-aged man who was slightly 
cyanotic. Numerous expiratory wheezes were heard throughout 
the chest, which bad an emphysematous contour. The heart was 
not remarkable. Blood pressure was 115/85; hemoglobin, 17.5 
gm., and the urine, normal. The vital capacity was 1.5 liters and 
after epinephrine was administered increased to 2.5 liters. The 
electrocardiogram revealed a slight right axis deviation and ab¬ 
normal T waves. The roentgenogram revealed emphysematous 
changes and enlargement of the right ventricle and pulmonary _ 
artery. The arterial oxygen saturation was 74%. The clinical' 
diagnosis was cor pulmonale secondary to chronic bronchial 
asthma. 

4. D. B. is a 27-ycar-old white carpenter who was found to 
‘ have a heart murmur in a routine examination two years ago. 

He has had no symptoms. Physical examination revealed a well 
muscled male with a blood pressure of 120/70. A grade 4 sys¬ 
tolic murmur accompanied by a palpable thrill was heard in the 
fourth interspace along the left sternal border. There was no 
clubbing or cyanosis. The blood cell count, urinalysis, electro¬ 
cardiogram. and chest roentgenogram were within normal limits. 
The clinical diagnosis was congenital heart disease with an inter¬ 
ventricular septal defect. The diagnosis was confirmed by cardiac 
catheterization. 

5. hL H. is a 47-year-old housewife who has had a heart 
murmur for the past 20 years. Fifteen years ago she developed 
dyspnea on e.xertion and was found to have mitral stenosis. Her 
symptoms have progressed so that she now can do her house¬ 
work only with great difficulty and she has had numerous epi¬ 
sodes of pulmonary edema. Examination revealed a thin woman 
with a loud second pulmonic sound and a prominent apical dias¬ 
tolic rumbling murmur. There was no edema. The blood pres¬ 
sure was 120/80. The electrocardiogram revealed a sinus rhythm 
with abnormal T waves. X-ray examination revealed right ven¬ 
tricular enlargement, pulmonary congestion, and fulness of the 
left'auricle. She was considered suitable for a “finger-fracture” 
of the stenotic mitral valve and was scheduled for surgery. 

' Tile following preparations of kheliin, supplied by The Physi¬ 
cians’ Drug and Supply Company of Philadelphia, were used in 
this study; tablets containing 50 mg. of kheliin for oraf use; 
ampules containing 50 mg. of kheliin in olive oil and ethyl ace¬ 
tate for intramuscular use; and ampules containing 30 mg. of 
kheliin in a 40% solution of sodium benzoate for intravenous 
use. These preparations contain only pure kheliin as deter¬ 
mined by spectrophotometric analysis and melting point deter¬ 
mination and are not mixtures with other material. 

addendum 

Since this article was submitted for publication the following 
significant paper has been published; Silber, E. N.; Snider, G. L.; 
Goldberg, H.; Katz, L. N., and Radner, D. B.; The Effect of 
Kheliin on Cardio-Pulmonary Function in Chronic Pulmonary 
Disease (J. Clin. Invest. 30:1046 [Oct.] 1951). 


Emotions in Dermatology.—Every thinking dermatologist ha; 
recognized that emotional factors play a great part in the de 
velopment and in the course of certain skin diseases, . . . Bu 
■ • . there is a regrettable tendency to blame them indis 
crimmately. ... In many dermatoses ignorance of the causi 
has led to the pyche being blamed, I prefer to regard a psycho 
genic explanation as the last resort of the diagnostically desti 
ute. The usual approach is to analyze a series of cases am 
state that a certain percentage suffered from maladjustments 
^cn as lack of parental love, broken homes, poverty, and so or 
u it IS remarkable how rarely the frequency of such maladjust 
ments is compared with their frequency in comparable sample 

where such normal control 
\vhMh ‘^^'’J''''‘^®*'8ated psychologically, it is reasonable to doub 
the a-same enthusiasm has been shown in “digging U] 
nVie those cases being investigated with the avoivei 

i-nth 1 /^onstrating psychosomatic factors.—L. J. A. Loew 
w.) v! . Obsolescent and Debatable Ideas of Dermatology 
own African Medical Journal, Nov. 17, 1951. 
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Raeph E. De Forest,' M.D., Secretary. 
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K. Cook, Hallowell Davis, Kenneth M. Day, Edmund P. Fowler, 
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Ionizing Radiations.—Dts. W. Edward Chamberlain, Arthur C, 
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L. Friedell, Robert R. Newell, Eugene P. Pendergrass, U. V. 
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CROSS RESISTANCE TO ANTIBIOTICS 

The increased microbial resistance that frequently fol¬ 
lows exposure to an antibiotic has generally been con¬ 
sidered to be characteristic of the antibiotic itself and not 
to entail increased resistance to other antibiotics. This 
viewpoint has been challenged recently by a number of 
investigators, whose studies have yielded information 
that may prove of considerable clinical importance and 
experimental interest. 

Preliminary observations ^ indicated that acquired re¬ 
sistance to terramycin was accompanied by decreased 
sensitivity to aureomycin and that acquired resistance to 
aureomycin or to chloramphenicol was accompanied by 
cross resistance to the other agent and to terramycin. 
Since then, several extensive studies on cross resistance 
- among antibiotics have been reported. Kaipainen - from 
le department of serology and bacteriology of the Uni- 
Tsity of Helsinki cultured 27 different bacterial strains 
in increasing concentrations of aureomycin, chloram¬ 
phenicol, terramycin, dihydrostreptomycin, and penicil¬ 
lin. After the resistance of the bacteria to the primary 
antibiotic was increased, simultaneous, changes in sensi¬ 
tivity to the other antibiotics were determined. Organ¬ 
isms developing resistance to aureomycin, chloramphen- 
or terramycin in general showed a simultaneous 
. Tll&re resistance to the other two antibiotics, cross 
resistance between aureomycin and terramycin being 
most commonly encountered. 

There was no indication of cross resistance between 
aureomycin, chloramphenicol, and terramycin on one 
hand and dihydrostreptomycin on the other; in fact, or¬ 
ganisms resistant to one or more of the broad spectrum 
antibiotics often seemed to have acquired increased sen- 
I sitivity to streptomycin and vice versa. No cross resist- 

\ V FusiUo, M. H., and Romansky, M. J.t The Simultaneous Increase 
\ in iicVisiancc of Bacteria to Aureomycin and Terramycin upon Exposure 
\ Antibiotit, Antibiotics & Chemother, 1: 107 (May) 1951. Herrell, 

^ Heilman, F. R., and Weliman, W. E.: Some Bacteriologic Pharma- 
ind Clinical Observations on Terramycin, Ann. New York Acad, 
syn... (Sept. 15) 1950. Pansy, F. E,; Khan, P.; Pagano, J. F., and 
Mo..'^'k.; The Rclalionship Between Aureomycin, Chloramphenicol, 
Soc, Exper. Biol. & Med. 75'.618 (Nov.) 1950. 

L, Relationship of Bacteria to Streptomycin, Ann. 

The results":; (3„pp. ag, u. 1951. 

'■ ad^^an, D, M.'. Cross Resistance oi Streptococci 
IQ. Cash, H., "icts A^HIkcs. Science 114:422 (Oct. 19) 1951. 
Cathctcri 7 ation '•> andMlgnbach, E. B.t The Resultant Sensitivity of 
Pulmonary Circu. ' ''’'•"louTlBblotics After Induced Resistance to Each 
11. Evans. W., j^^emolher. 1:472 (Oct.) 1951. 

Continuous Trcatn. ' ^4 M.: Cross-Resistance to Antibiotics: 

1933. Gold, H. (New Bacteria to Aureomycin, Terramycin, 

bromine and Aminop. '.'^'"Vtln on the Resistance to All of These Anti- 
108 : 2173 (June 26) 1-- wd PeniciiUn, J. Lab. & Clin. Med. 08; 719 
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ance was noted between any of these four antibiotics and 
penicillin. 

Gezdn and Fasan ^ from the department of pediatrics 
of the University of Chicago induced resistance to strep¬ 
tomycin, neomycin, chloramphenicol, aureomycin, and 
terramycin m each of seven group A ^-hemolytic strepto¬ 
cocci by serial plate transfer. Cross resistance was noted 
between terramycin and aureomycin and to a lesser ex¬ 
tent between streptomycin and neomycin. Chloramphen¬ 
icol resistant organisms were as sensitive as their parent 
strains to each of the other four antibiotics, and no cross 
resistance was noted between terramycin and aureo¬ 
mycin on one hand and neomycin and streptomycin on 
the other. 


Monnier and Schoenbach ^ of the department of pre¬ 
ventive medicine, the Johns Hopkins University School 
of Medicine, and of the State University Medical Center 
at New York, respectively, studied the development of 
resistance in 12 strains of pathogenic organisms follow¬ 
ing serial transfer in media containing one of a number 
of antibiotics, i. e., penicillin, aureomycin, chloramphen¬ 
icol, terramycin, and streptomycin. After the organisms 
were exposed to one antibiotic, their sensitivity to the 
other four and to polymyxin D was determined. Organ¬ 
isms which became resistant to terramycin, aureomycin, 
or chloramphenicol often showed a cross resistance to 
the other two antibiotics but never showed cross resist¬ 
ance to penicillin or to streptomycin. Similarly, organ¬ 
isms resistant to streptomycin or to penicillin did not 
show cross resistance to aureomycin, terramycin, or 
chloramphenicol. No significant change In sensitivity to 
polymyxin D was noted in the various resistant micro¬ 


organisms. 


Gocke and Finland ® of the department of medicine 
of Harvard Medical School repeatedly subcultured 14 
strains of aerobic human pathogens on media containing 
increasing concentrations of aureomycin, terramycin, 
chloramphenicol, or neomycin. The organisms that de¬ 
veloped resistance to neomycin did not show cross re¬ 
sistance to any of the other three antibiotics, and, in fact, 
increased sensitivity was sometimes noted. Conversely, 
organisms that had developed resistance to one of the 
other three antibiotics did not show cross resistance to 
neomycin. Almost all the neomycin resistant organisms, 
however, showed considerably greater resistance to 
streptomycin than did the corresponding control strains. 
Aureomycin and terramycin showed the development of 
mutual cross resistance most clearly and regularly. Fol¬ 
lowing exposure to chloramphenicol some strains showed 
increased resistance to aureomycin and/or tenamycin, 
while others did not. Conversely, some but not all strains 
rendered resistant to either aureomycin or terramycin 
also displayed significantly increased resistance to chlor¬ 
amphenicol. None of the organisms showed a change in 
sensitivity to penicillin following repeated exposures to 
aureomycin, terramycin, chloramphenicol, or neomycin. 

. These reports present convincing proof that bacteria 
rendered resistant in vitro may exhibit cross resistance to 
one or more other antibiotics. This information may help 
in elucidating the mode of action of antibiotics. Thus, 
if the antimicrobial action of antibiotics is due to an m- 
terference with one or more of the bacterial enzy 
systems, those agents that show cross resistance^may^ 
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exert their action along common pathways. In addition, 
some evidence has been Resented that indicates that 
cross resistance to antibiotics may develop during ther¬ 
apy,' though in such studies it is not easy to rule out 
superinfection with resistant strains. Should the effects 
noted in vitro also obtain in vivo, the possibility of de¬ 
veloping cross resistance, with subsequent lessening of 
the efficiency of antibiotic therapy, should be a deterrent 
to the indiscriminate use of antibiotics, particularly those 
that readily give rise to resistance. 

the PHYSICIAN’S RESPONSIBILITY 

Dr. A. M. Phillips, president of the Medical Associa¬ 
tion of Georgia, delivered before the annual session of 
that association an address ^ of importance to every 
member of the medical profession. Dr. Phillips urged 
each member of the profession to take inventory of his 
rights, whichjn recent years have often been in need of 
defense, and of his responsibilities to himself, to his pa¬ 
tients, to his profession, and to society. He warns that this 
is an urgent matter. The threatened breakdown, in some 
areas, of the sympathetic relationship between patient 
and physician, the insidious encroachment of government 
in the field of medicine, and the crisis in international af¬ 
fairs demand immediate and serious attention. 

The physician’s primary obligation, Dr. Phillips points 
out, is to his patients. To them, time, patience, and un¬ 
divided attention must be given ungrudgingly—time to 
explore the diagnostic and therapeutic possibilities 
thoroughly, patience to explain the general nature of the 
disorder and its treatment, and attention that arises from 
a genuine interest in a fellow human being and his prob¬ 
lems. Without these things there can be only the assem¬ 
bly line type of practice so greatly deplored elsewhere. In 
addition. Dr. Phillips points out, we as physicians owe 
it to our patients “to keep our skill at its peak by practic¬ 
ing in our own expenditure of physical and mental 
energy, the moderation which we preach to them, and 
by utilizing the cultural and spiritual resources afforded 
by wholesome recreation, reading, home life and wor¬ 
ship.” It is also the physician’s duty to his patients to 
keep abreast of current developments in diagnosis and 
therapy through regular reading of medical journals and 
participation-in postgraduate educational programs. 

Closely related are a physician’s responsibilities to 
his colleagues. To them and to his patients he has an 
obligation to contribute to medical knowledge. The 
complacent practice of “cook book” medicine Is not 
enough. In every practice there is the opportunity to 
roake and record careful observations from which sig¬ 
nificant conclusions .can be drawn. Many of the impor¬ 
tant advances in medicine have been made by busy prac¬ 
titioners. Another duty of physicians, clearly recognized 
since the time of Hippocrates, is that of interesting therfi- 
selves in the education of each new generation of doc¬ 
tors, and of maintaining and improving the standards of 
both premedical and medical education. The profession 
tiiust make sure that its schools train more than com¬ 
petent technicians. The physician of today must be able 
to think logically and intelligently in many fields and 
should have the broadened sympathies that come with an 
■ippteciation of music, art, and literatu rticul 


is it important that medical schools be kept free from 
political control, with its potentiality for lowering edu¬ 
cational standards and restricting freedom of scientific 
investigation. 

To accomplish these things, members must work to¬ 
gether in their medical societies. Only by active partici¬ 
pation of all members, however, can these societies be 
kept democratic. There is no excuse for the allegation 
that the official policy of these organizations is dictated 
by a few. The county and state societies and the Ameri¬ 
can Medical Association are governed by elected officials 
who are subject to the will of the majority. If this will is 
not made known, the majority has only itself to blame. 
Once policy is determined, it is the duty of the members 
to interpret it to patients. Unless they understand medi¬ 
cine’s viewpoint, they cannot be expected to sympathize 
with it, and without such good will medicine cannot be 
practiced as effectively as it should be. To patients, each 
physician really is the medical profession, and the most 
valuable public relations man in the profession is the 
individual doctor whose genuine affection for, and serv¬ 
ice to, his patients make of them loyal allies and sup¬ 
porters. Finally, Dr. Phillips points to the current inter¬ 
national crisis and the urgent national problems, which 
threaten the democratic way of life and demand that each 
physician fulfill his obligations as a citizen. It is his duty 
to be informed on current issues, to decide what he be¬ 
lieves to be right, and to fight for his beliefs. As Dr. Phil¬ 
lips states, “The luxury of neutrality ... is no longer pos¬ 
sible even for physicians,” 

IMPROBABILITY OF EXTRANEURAL 
POLIOMYELITIS 

The successful cultivation of poliomyelitis virus in 
suspensions of cells from various tissues or organs, such 
as skin, muscle, intestine, kidney, or testis, has been 
taken as proof _that the virus is not necessarily neuro- 
cytotropic in the intact animal body. This conclusion is 
challenged by Faber ^ of Stanford University, based on 
technical errors in the in vitro cultivation technique. 

The cells have always been repeatedly washed in saline 
solution, so that all normal inhibiting serum components 
are removed and so that many intracellular inhibiting 
factors are removed or denatured. The added nutrient 
medium*has always been ox serum ultrafiltrate, which is 
free from normal inhibiting colloids. 

There is abundant evidence that neurocytotropism 
and axonal conduction of the virus takes place in the in¬ 
tact animal. Clinical evidence does not support the belief 
that other tissues are capable of supporting the virus, 
since dermatitis, enteritis, nephritis, and orchitis are not 
clinical features of the disease. All of Faber’s attempts 
to prove multiplication of the virus in the intestinal mu¬ 
cosa of monkeys have led to negative results. He con¬ 
cludes that the theory of extraneural affinities remains 
without factual proof and only serves to cloud the patho¬ 
genesis of the disease. 

6. Kaipainen.= Bergersen, F.; A Cross-Reaction in Resistance to Ami- 
Utotics. Katuce 107:995 (June 16) 1931. 

■ 1. Phillips, A. M.: The Physician’s Responsibility, J. M. A. Georaia 

40: 157 (April) 1951. * 

I, Faher, H. K.; The Question ot Extraneural Growth 
Poliomyelitis Virus, Science 114 : 570 (Nov. 30) 1951 . 
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COMMITTEE ON LEGISLATION 

At Us meeting in Los Angeles on Dec. 4,1951, the Committee 
on Legislation of the American Medical Association recom¬ 
mended approval or disapproval of 21 different legislative pro¬ 
posals. All of the recommendations of the Committee were 
accepted by the Board of Trustees on Dec. 6, 1951. Following 
is a brief resume of the measures proposed by the 82nd Congress 
and considered by the Committee, with the position of the Asso¬ 
ciation in each instance. q. Joseph Stetler. Secretary 

Committee on Legislation 


S. 1848 

Introduced by Senator Frear of Delaware and referred to the 
Senate Committee on Banking and Currency. 

Digest of Bill .—‘The bill would provide federal indemnity to 
institutions and individuals suffering property loss or personal 
injury as a result of enemy attack. The proposal would provide, 
among other things: (a) rehabilitation of community facilities 
and industrial activities (including hospital, medical schools, 
clinics, and other health facilities), and (b) federal medical care 
for civilians in attacked areas. 

Association Position .—The Association opposes this bill be¬ 
cause of (1) lack of agreement between federal agencies as to 
the purpose and mechanism of the measure, (2) lack of any 
urgency for legislation at this time to implement the type of pro¬ 
gram proposed by the bill, and (3) the huge cost of the program 
and the fact that its enactment would necessitate the establish¬ 
ment of one or more new federal agencies, 

S. 1874 

Introduced by Senator Murray of Montana and referred to 
the Senate Committee on Labor and Public Welfare. 

Digest of Bill .—The bill would charge the Public Health Serv¬ 
ice with responsibility for (a) disseminating pertinent facts con¬ 
cerning leprosy; (b) advising and cooperating with other govern¬ 
ment and private agencies in this field; (c) studying and in¬ 
vestigating conditions, problems and needs in this field; and (d) 
providing treatment in existing federal and state facilities or in 
new facilities or paying for necessary private.medical care. 

Programs would be authorized for research, rehabilitation, 
and reemployment of leprosy patients, for financial assistance 
to patients and their dependents, and for compensation for 
disability. 

Association Position .—The Association opposes this bill be¬ 
cause of the lack of a demonstrated need for federal legislation 
in this field. 

S. 1875 

Introduced by Senator Humphrey of Minnesota and referred 
to the Senate Committee on Labor and Public Welfare. 

Digest of Bill .—The bill would authorize federal assistance to 
voluntary, nonprofit associations to secure facilities and equip¬ 
ment through long-term interest bearing loans for the purpose 
of operating health insurance plans. The Surgeon General of 
the United States Public Health Service would formulate stand¬ 
ards for the making of loans, the determining of eligibility of 
organizations, the amount of loans, amortization, and determi¬ 
ning priority for making loans. 

lissocialion Position .—^The Association opposes this bill be¬ 
cause the legislation would federalize certain functions that can 
and should he planned for and operated on a local level. 

i 

\ s. ini 

\ c by Senator Hill of Alabama and referred to the 

Senate Committee on Labor and Public Welfare. 

Digest oj Bill ,—^xhe bill would provide federal aid for pre¬ 
payment plans for hospital and medical care for the purpose 


of furnishing sueh benefits to persons unable to pay premium? 
and would provide federal funds to pay for a state survey of 
(a) needs for necessary diagnostic facilities; (b) mental tuber 
culosis, and chronic disease facilities; (c) the shortage of phv- 
sicians,^ and (d) extent of enrollment in voluntary prepayment 
health insurance plans. ^ 

Association Position .—^The Association opposes this bill for 
the same reason as indicated under S. 1875, above. 


S. 2246 

Introduced by Senator Lehman of New York and referred 
to the Senate Committee on Labor and Public Welfare. 

Digest of Bill.—The bill would amend the Public Health Serv- 
ice Act to enable the Surgeon General to provide monetary 
grants to states and other local political subdivisions to estab¬ 
lish and maintain additional public health services for the de¬ 
tection, treatment, and study of chronic diseases. 

Association Position .—^The Association opposes this bill be¬ 
cause (1) its provisions can, in a large measure, be carried on 
by existing facilities and (2) no provision is made in the legis¬ 
lation for determining the financial status of the patient. 


S. 2247 

Introduced by Senator Lehman of New York and referred to 
the Senate Committee on Labor and Public Welfare. 

Digest of Bill .—The bill would amend the Public Health Serv¬ 
ice Act to enable the Surgeon General to provide monetary 
grants to states and other local political subdivisions to maintain 
outpatient services in hospitals and health centers for the detec¬ 
tion and treatment of disease. The bill would also subsidize home 
care service and community planning for the ambulatory sick 
as well as for demonstrations and the training of personnel. 

Association Position .—The Association opposes this bill be- 
■ cause in effect it authorizes the practice of medicine by hos¬ 
pitals. The Committee did, however, refer the bill to the Council 
on Medical Service for further study and report. 


S. 2248 

Introduced by Senator Lehman of New York and referred to 
the Senate Committee on Labor and Public Welfare. 

Digest of Bill .—The bill would authorize the Surgeon Gen¬ 
eral to make secured loans for the purchase, construction, re¬ 
modeling, maintenance, and operation of clinics or other facili¬ 
ties for diagnostic or diagnostic and curative services. 

Loans would be made to (a) groups of physicians or physicians 
and dentists licensed under state laws and (b) medical schools, 
teaching hospitals, or other nonprofit public or private organi¬ 
zations. 

Association Position. —The. Association opposes this bill be¬ 
cause the conditions under which loans would be made would 
unduly hamper the rendering of medical service and the freedom 
of the individual physician as to types of treatment, fees, etc. 
The bill would also condone the corporate practice of medicine. 


S. 2301 

' Introduced by Senator Ives of New York (and seven other 
senators) and referred to the Senate Committee on Labor and 


Public Welfare. 

Digest of Bill.—The bill would amend various existing laws 
For the stated purpose of providing federal assistance for nursing 
education. The bill would authorize the Public Health Servic 
to administer four new types of benefits: (a) annual J 

for the cost of nursing instruction, (h) grants for cojistroclmg 
and equipping new nursing schools, (c) ™ 

and (d) federal subsidization of special projects an 
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in the field of nursing. The bill also provides for grants to states 
to assist in the establishment and maintenance of plans for prac¬ 
tical nurse training. 

Association Position.—The Association opposes this bill be¬ 
cause it would authorize federal intervention in the field of edu¬ 
cation and would permit continuing federal support for a pro¬ 
gram that is a local responsibility. In addition, the bill would 
place unwarranted administrative authority in the Federal 
Security Agency. 

S. 232S 

Introduced by Senator Humphrey of Minnesota and referred 
to the Senate Committee on Labor and Public Welfare. 

Digest of Biil. —The bill would create, within the Department 
of Labor, a Bureau of Accident Prevention, for the purpose of 
(a) conducting inquiries and investigations into conditions of 
employment in interstate and foreign industry, (6) developing 
standards of operation and measures for the protection and gen¬ 
eral well-being of employees, and (c) promoting the acceptance 
of standards developed by the bureau, by employers, and 
employees. 

The bill would also create an Accident Prevention Board for 
each industry, authorized to promulgate rules and regulations 
for the elimination of unsafe and unhcalthful conditions after 
conducting public hearings in accordance with the Administra¬ 
tive Procedure Act. 

Association Position .—The Association opposes this bill be¬ 
cause (1) the need is not demonstrated and (2) the problem can 
be solved at the state level. 

S. 2337 

Introduced by Senator JLehman of New York and referred to 
the Senate Committee on Labor and Publie Welfare. 

Digest of Bill. —^The bill would establish two types of pro¬ 
grams: (1) an emergency maternal and infant care program for 
wives and children under 5 years of age of enlisted personnel 
of the armed forces, and (2) a program of hospital care for any 
dependent of enlisted personnel of the armed forces. These pro¬ 
grams would be financed by the federal government and the 
states on a 50-50 basis. 

Association Position. —The Association opposes this bill be¬ 
cause of a report by the Council on Medical Service that the 
Council in its surveys has not found any evidence of a widespread 
need that would warrant the creation of a federal program and 
has agreed, therefore, that with proper planning the persons that 
do need assistance can be cared for by local agencies without 
federal intervention. 

H. R. 4405 

Introduced by Representative Clemente of New York and re¬ 
ferred to the House of Representatives Ways and Means Com¬ 
mittee. 

Digest of Biii. —^The bill would authorize the deduction of 
medical and dental expenses from gross income for income tax 
purposes. The term “medical expenses” is defined by the bill to 
include “amounts paid for the diagnosis, cure, mitigation, treat¬ 
ment or prevention of diseases or for the purpose of affecting 
any structure or function of the body (including amounts paid 
for accident or health insurance).” Such medical expenses in¬ 
curred by the taxpayer, his spouse, or his dependents would be 
deductible. 

Association Position .—^The Association approves the bill be¬ 
cause it would afford individual relief in cases of extremely high 
medical expenses and would also be an incentive to buy volun¬ 
tary insurance. 

H. R. 4519 

Introduced by Representative Baring of Nevada and referred 

0 iiic House of Representatives District of Columbia Committee. 

A’gcrt of Bill. —The bill would make unlawful any experi- 

neniation or operation in the District of Columbia on any living 

8 or cat for any purposes other than healing, curing, or steriliz- 
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ing. The bill provides a fine or imprisonment or both for 
violations. 

Association Position. —The Association opposes the bill be¬ 
cause if enacted it would hamper proper medical research. 

H. R. 4549 (identical bills: H: R. 4569, H. R. 4577, and H. R. 

4579) 

Introduced by Representative Clemente of New York and re¬ 
ferred to the House of Representatives Committee on Interstate 
and Foreign Commerce. 

Digest of Bills .—^The bills would authorize the Federal 
Security Administrator to remodel the Ellis Island Marine Hos¬ 
pital at Ellis Island, N. Y., to treat Juvenile drug addicts under 
the supervision of the Surgeon General of the Public Health 
Service. 

Any person under 21 years of age known to use any narcotic 
drug or derivative thereof without medical supervision or direc¬ 
tion would be eligible for admission on application by himself 
or his parents or upon recommendation of state or city correc- 
.tional officers. 

Association Position. —The Association opposes the bills be¬ 
cause it is believed that problems presented by the juvenile drug 
addict are, for the most part, confined to the large metropolitan 
areas and should be taken care of, wherever possible, on a local 
basis. The Committee felt that if necessary the existing facili¬ 
ties (Ft. Worth, Texjs, and Lexington, Ky.) should be utilized 
and if found inadequate they should be expanded. 

H. R. 4723 

Introduced by Representative Donohue of Massachusetts and 
referred to the House of Representatives Committee on Veterans 
Affairs. 

Digest of Bill. —^The bill would establish a rebuttable pre¬ 
sumption of a service-connected disability for persons serving 
during World War II for psychoses developing a 10% or more 
degree of disability within five years after separation from active 
service. 

Association Position. —The Association opposes the bill be¬ 
cause it represents another effort to further liberalize existing 
Veterans Administration regulations regarding the presumption 
of service connection. 

H. R. 4912 

Introduced by Representative Perkins of Kentucky and re¬ 
ferred to the House of Representatives Committee on Education 
and Labor. 

Digest of Bill .—The bill would establish the Federal Agency 
for Handicapped, to provide various types of rehabilitative serv¬ 
ices to persons physically or mentally handicapped. 

The agency would absorb the functions of the Office of Voca¬ 
tional Rehabilitation; the Division of the Physically Handicapped 
in the Bureau of Labor Statistics; the functions of the Library 
of Congress in furnishing aid for the blind; and the functions 
of the Federal Security Agency with respect to the Vocational 
Rehabilitation Act and state grants for aid to the blind. The 
new agency also would coordinate all other rehabilitative meas¬ 
ures for the benefit of handicapped persons, administered by 
other agencies of the government. 

Association Position .—The bill was referred to the Joint Com¬ 
mittee of the Council on Industrial Health and the Council on 
Physical Medicine and Rehabilitation for study and report. How¬ 
ever, if hearings are scheduled before a report is received H. R. 
4912 will be ppposed because it would: (1) create a depart¬ 
ment for a small segment of the field of medicine which would 
be taken care of if a Department of Health was created; (2) 
result in overlapping of services, and (3) mean an unnecessary 
expenditure of funds. 

H, R. 5197 (identical Bill: H. R. 5200) 

Introduced by Representative Corbett of Pennsylvania and 
referred to the House of Representatives Committee on Veterans 
Affairs. 
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Digest of £;//j._The bills would establish a rebuttable pre- 
sumption of servjce connection for poliomyelitis developing a 
10/o or more degree of disability within five years after sepa¬ 
ration from active service by World War II veterans who were 
prisoners of war. 

Association Position .—The Association opposes the bill for 
the reason indicated under H. R. 4723, above. 

H. R. 5414 (identical bill: H. R. 5795) 

Introduced by Representative Tollefson of Washington and 
referred to the House of Representatives Committee on Inter¬ 
state and Foreign Commerce. 

Digest of Bills .—The bills would authorize the establishment 
of a Multiple Sclerosis Institute in the Public Health Service 
and would authorize and charge the' Surgeon General with re- 
sponsihility for extensive research, investigation, experiments, 
and dissemination of information regarding multiple sclerosis. 
This work would be carried on through the use of federal funds 
in such forms as grants-in-aid, fellowships, and scholarships. 

Association Position .—^The Association opposes the bills be¬ 
cause there are already existing agencies under the direction of 
the Surgeon General of the United States Public Health Service 
which could carry on such a program. 

H. R..5426 

Introduced by Representative Brooks ,of Louisiana and re¬ 
ferred to the House of Representatives Committee on Armed 
Services. 

Digest of Bill .—The bill would create three major divisions 
of the reserve components, the ready reserve, the standby re¬ 
serve, and the retired reserve. Actually, all three are available 
in case of a national emergency declared by Congress, but the 
classifications will clarify the exact status of reservists. 

In addition to clarifying the status of reservists, the bill would 
provide for increased and more efficient reserve training. 

''' Association Position .—The Association has no objection to 

vorable consideration of the bill, since it would clarify the 
’ erve structure of the armed forces and would provide for a 

ore effective reserve training program. 


S. J, Res. 110 

Introduced by Senator Murray of Montana and referred to 
the Senate Committee on Labor and Public Welfare. 

Digest of Resoliition.—The resolution would authorize the 
Surgeon General of the Public Health Service and the Secretary 
of the Interior to conduct research, investigation, experiments 
and demonstrations into the causes, effects, and means of pre¬ 
vention and control of air pollution. The Surgeon General and 
the Secretary of the Interior could seek the assistance of other 
federal, state, and local as well as public and private agencies 
and bodies concerned .with the problem. 

Association Position .—^The Association approves the resolu¬ 
tion because the subject is new and unknown in the field of 
medicine and research seems to be necessary. 

Department of Health 

In addition to the above measures, consideration was given 
to the revised version of S. 1140, 82d Congress, prepared and 
submitted by the National Doctors Committee for Improved 
Federal Medical Services, after discussion with a committee of 
the Board of Trustees in June, 1951. The Committee on Legis¬ 
lation felt that, while several of the changes suggested by the 
Association had been made, the revised bill still does not meet 
the main objections raised, i. e., the inclusion of military and 
Veterans Administration hospitals in the proposed new Depart¬ 
ment of Health. The Committee, therefore, voted to recommend 
opposition to the-revised version of S. 1140. 

Barbiturates 

The possibility of new legislation designed to provide federal 
control of barbiturates by classifying them as narcotics and sub¬ 
jecting them to federal regulations was discussed. The Commit¬ 
tee voted to oppose any new legislation designed to establish 
federal control of barbiturates. It was felt that additional fed¬ 
eral control of drugs was unnecessary and that problems existing 
in that field should be handled by the profession and the states. 


STATEMENT OF A. M. A. REPRESENTATIVE 
BEFORE HOUSE COMMITTEE ON U. M. T. 


H. R. 5718 

Introduced by Representative Roberts of Alabama and re¬ 
ferred to the House of Representatives Committee on Interstate 
and Foreign Commerce. , 

Digest of Bill .—This bill, which is similar in purpose to H. R. 
3298, the drug bill enacted during the first session of the 82d 
Congress, would (a) define prescription drugs by statute, ( 6 ) per¬ 
mit druggists to fill oral prescriptions for drugs, and (c) permit 
wider latitude in refilling prescriptions for nondangerous drugs. 

The bill would, in addition, establish the National Drug Com¬ 
mission, which would be responsible for classifying prescription- 
only and over-the-counter drugs. 

Association Position.—The Association opposes the bill be¬ 
cause it would authorize a new federal agency to decide which 
drugs must be sold only on prescription and which must be 
labeled for “over-the-counter” sale. 

H. R. 5853 

I Introduced by Representative Priest of Tennessee and referred 
to the House of Representatives Committee on Interstate and 
Foreign Commerce. 

\ Digest of Bill.~l\\e bill would authorize federal grants to 
\ states on a 50-50 basis to help finance health and safety instruc- 
: tion and physical education for children of school age. It should 

' be noted that the bill is silent as to which federal agency would 
approve state plans or administer the measure, if adopted. The 
word “commissioner” is used throughout the bill; however, the 
term is not defined. 

d.vsociniioii Position .—^Thc Association opposes the bill be¬ 
cause it ( 1 ) deals with a state and local problem, ( 2 ) provides 
for an unnecessary expenditure of funds, and (3) contains many 
technical errors. 


' Mr. Chairman and members of the Committee; My name is 
Dr. F. J. L. Blasingame. I am engaged in the active practice of 
medicine in Wharton, Texas, and am a member of the Board of 
Trustees of the American Medical Association. I am appearing 
here today, with my colleagues, on behalf of that Association, 
regarding H. R. 5904, 82d Congress, and the report of the 
National Security Training Commission. 

At the outset, let me say that our purpose in appearing before 
the committee is to make certain suggestions relative to the 
medical aspects of universal military training rather than to 
comment on whether such a program should be adopted. If the 
Congress, in its discretion, determines that a universal military 
training program is necessary, the American medical profession 
is ready to cooperate in its implementation to the fullest. We 
believe, however, that we can make a contribution at this time 
in connection with the preliminary planning for such a program, 
inasmuch as the various councils and departments of the Asso¬ 
ciation have been studying, for some time, the factors involved 
in the most effective utilization of medical manpower in time 
of national emergency and in connection with a universal mili¬ 


ary training program. 

The Association has on two occasions appeared before the 
National Security Training Commission and discussed the medi- 
;al aspects of universal military training. On both occasions, our 
■epresentatives and our suggestions were most graciously re- 
leived. It is the belief of the American Medical Association 
hat the commission is deserving of commendation for the ex¬ 
tremely fine job that it has done in studying this subject and 

preparing a report. _ . 

Rather than discuss all of the medical questions that arise in 
connection with a program of this type, I will restrict my com¬ 
ments to the following three items. 
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COKTINUATION OF PREPROFESSIONAL AND PROFESSIONAL 

education for qualified students 
It has always been the firm belief of the American Medical 
Association that, should a universal military training program 
be adopted, it is imperative that safeguards be included to pre¬ 
vent any disruption in the education of an adequate force of pro¬ 
fessional personnel. In order to accomplish the basic underlying 
purpose of Public Law 51, 82d Congress, i. e., to provide an 
adequate force of well-trained reserves, it is essential that the 
education of professional personnel be allowed to proceed with¬ 
out any impairment. 

In its report to the Congress, dated Oct. 29, 1951, the National 
Security Training Commission strongly recommended against 
(a) split periods of preliminary training and (A) the deferment 
of professional students from the six month training period. On 
page 28 of the report, the Commission docs, however, discuss 
the holding in abeyance of the reserve status “of a number of 
medical, dental and scientific students until the completion of 
their professional study.” 

Inasmuch as this was one of the recommendations of the Asso¬ 
ciation, we were pleased to see its favorable acceptance by the 
commission. However, the proposal was suggested by the com¬ 
mission for study only, and is not included in the legislation that 
is currently being considered by this committee. With the rejec¬ 
tion of split training periods and the deferment of professional 
students, it would appear that the holding of the reserve obliga¬ 
tion in abeyance is the one remaining mechanism for insuring 
the uninterrupted flow of trained reserves. Therefore, the Asso¬ 
ciation believes that it is imperative that this proposal be incor¬ 
porated in the legislation under consideration. Such a change 
could be effected by adding a proviso to Sec. 9 (b) of H. R. 5904. 

In this connection, two further points should be considered. 
The commission’s report on page 28 also notes that; “Under 
such an arrangement, the reserve obligation of seven and one- 
half years would not begin to run until graduation from medical, 
denial or scientific school” (italics mine). It is believed that this 
recommendation should be changed to refer to completion of 
professional education rather than graduation from medical 
school. Such a revision would encompass the completion of in¬ 
ternship and, in some instances, residency training. Such an 
amendment would appear to be in line with the thinking of the 
commission, in view of the following statement, which appears 
in the same paragraph as the above quoted statement: “it would 
also provide the armed forces with reservists who were qualified 
doctors, dentists and technicians, instead of mere apprentices 
in these fields.” 

In the implementation of this recommendation, it is essential 
that no undue advantage accrue to armed forces hospitals by 
allowing internship and residency service in such installations 
to count in the total reserve obligation. If this were permitted, 
the obtaining of interns and residents by civilian hospitals would 
be made increasingly difficult. 

The American Medical Association sincerely believes that a 
person eligible for induction into the National Security Training 
Corps, whose aptitude or previous accomplishments indicate 
that he can best contribute to the nation as a trained professional 
man, should be placed in a category that will permit him to 
continue his education and that such a person be so classified 
before or at the time he reaches the age of induction. It is also 
believed that the selection of students and the control of educa¬ 
tional programs should remain in the hands of the individual 
colleges and universities. 

the performance of preinduction, induction, and 

PERIODrC RESERVE PHYSICAL EXAMINATIONS 

Neither Public Law 51, 82d Congress, nor the report of the 
commission specifies who will perform the induction and pre- 
m uction examinations for National Security Training Corps 
m periodic physical examinations while they are 

embers of the reserves. If an attempt is made to perform these 
examimations by using full-time medical personnel of the armed 
orcM, It will be necessary to call into service a much larger 
umber of physicians than is currently required. 

us * "f 'a American Medical Association that the 

e of additional physicians in the armed forces for this purpose 
,un csirable and unnecessary. It is recommended instead that 


such examinations be conducted by ci’Jilian physicians on a fee 
basis or by reserve personnel, for the purpose of maintaining 
a satisfactory reserve status. This system is now operating suc¬ 
cessfully with respect to the conducting of periodic physical ex¬ 
aminations for reservists in the armed forces. 

SOURCE and selection OF MEDICAL AND 
ALLIED PROFESSIONAL PERSONNEL 

The third point 1 would like to mention deals with the proper 
agency to determine the medical and allied personnel necessary 
to man a universal military training program and the extent of 
the need. 

There is considerable concern in the medical profession as to 
the manner of selecting such personnel and the proper agency 
to determine the extent of the need. 

The American Medical Association is in favor of vesting the 
authority for making such decisions in a national civilian board 
or a comparable agency in order to insure the proper distribu¬ 
tion of medical and other health reserves between civilian and 
military needs. Unless this is done, it will be extremely difficult 
to insure that persons will serve in a manner that will contribute 
the most to the strength of the nation. 

There are two other extremely important medical aspects of 
universal military training to which I would like to allude. One 
deals with the medical treatment to be afforded members of the 
National Security Training Corps and the second with the eligi¬ 
bility of members of the corps for veterans’ medical benefits. 

With respect Jo the first, let me say that the American Medical 
Association thoroughly supports the concept that those persons 
who cannot meet the physical and mental requirements estab¬ 
lished for induction into the National Security Training Corps 
should, when possible, be rehabilitated, but it equally strongly 
opposes the idea that this responsibility belongs to the federal 
government. 

The original version of S. 1, which eventually became Public 
Law 51, 82d Congress, contained a section providing for the 
assumption of corrective treatment and rehabilitative care by 
the federal government. The American Medical Association feels 
that the deletion of this section by the Congress, prior to the 
enactment of S. 1 into law, is indicative of Congressional intent 
in this regard.' In our conversations with the National Security 
Training Commission, it is apparent that they are also in agree¬ 
ment with us on this point. 

The treatment of injuries and sickness arising during, or as 
a direct result of, military service while in the National Security 
Training Corps will, of course, be a responsibility of the gov¬ 
ernment. It is believed, however, that in light of the extremely 
short period of service and the favorable conditions that will 
prevail (i. e., no overseas assignments and no combat duty) the 
number of physicians per 1,000 inductees should not exceed the 
existing requirements for the civilian population generally. 
Further, it is believed that whatever additional medical per¬ 
sonnel is required should be obtained without enlarging the 
regular complement of the medical corps of the three services. 
With respect to the reserve personnel that will be recalled in this 
connection, it is recommended that a rotation system be adopted, 
with short terras of active duty required. 

The American Medical Association is in agreement with the 
recommendation of the National Security Training Commission 
concerning the status of trainees with respect to veterans’ medical 
benefits. 

It is our belief that the commission deserves particular praise 
for its constructive comments with respect to the undesirability 
of adopting the present framework of veterans’ legislation as a 
means of dealing with disabilities and deaths among such 
trainees. The use of Veterans Administration installations for 
such purposes would create a need for additional facilities and 
increased medical staffs, therefore adding to the growing strain 
on the health and medical manpower resources of the nation 
created by the existing emergency. 

In conclusion. I would like to express the appreciation of 
the American Medical Association for this opportunity to appear 
before your committee and present our views on this extremely 
important subject. If the Association can furnish any additional 
information or be of assistance in any other way be assured of 
our willingness to cooperate. 
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the PHYSICIAN’S FEDERAL INCOME TAX 

Federal income taxpayers on a calendar year basis must on 
or before March 15 do two things; 1. They must file their final 
returns for the year 1951. 2. They must file a declaration of 
estimated tax for 1952. 

Copies of appropriate forms have already been distributed 
to prior taxpayers, together with a small booklet which presents 
the general requirements of the law. Physicians who are for 
the first time subject to the requirements of the federal income 
tax law may obtain the necessary forms from the office of the 
Collector of Internal Revenue having jurisdiction. 


GROSS INCOME 

A physician’s gross income is the total amount of money ' 
received by him during the year for professional services, 
regardless of the time when the services were rendered for 
which the money was paid, assuming that the return is on a 
cash receipts and disbursements basis, plus such money as he 
has received from investments and from other sources. 

If a physician receives a salary as compensation for services 
rendered and in addition thereto living quarters or meals, the 
value to the physician of the quarters and meals so furnished 
ordinarily constitutes income subject to tax. If, however, living 
quarters or meals are furnished for the convenience of the 
employer, the value thereof need not be computed and added 
to the compensation otherwise received by the physician unless 
such quarters and meals are furnished as a part of compensation. 


DEDUCTIONS FOR PROFESSIONAL EXPENSES 


A physician is entitled to deduct all current expenses neces¬ 
sary in carrying on his practice. The taxpayer should make no 
claim for the deduction of expenses unless he is prepared to 
prove the expenditure by competent evidence. As far as prac¬ 
ticable, accurate itemized records should be kept of expenses 
and substantiating evidence should be carefully preserved. The 
following statement shows what such deductible expenses are 
and how they are to be computed: 

Office Rent. —Oflice rent is deductible. If a physician rents 
an office for professional purposes alone, the entire rent may be 
deducted. If he rents a building or apartment for use as a 
residence as well as for office purposes, he may deduct a part 
of the rental fairly proportionate to the amount of space used 
for professional purposes. If the physician occasionally sees a 
patient in such dwelling house or apartment, he may not, how¬ 
ever, deduct any part of the rent of such house or apartment 
as professional expense; to entitle him to such a deduction he 
must have an office there, with regular office hours. If a physi¬ 
cian owns the building in which his office is located, he cannot 
charge himself with “rent” and deduct the amount so charged. 

Office Maintenance. —Expenditures for office maintenance, as 
for heating, lighting, telephone service, and the services of 
attendants, are deductible. 

Supplies. —Payments for supplies for professional use are 
deductible. Supplies may be fairly described as articles con¬ 
sumed in the using; for instance, dressings, clinical thermometers, 
drugs, and chemicals. Professional journals may be classified 
as supplies and the subscription price deducted. Amounts cur¬ 
rently expended for books, furniture, and professional instru¬ 
ments and equipment, “the useful life of which is short,” generally 
less than one year, may be deducted, but if such articles have a 
more or less permanent value, their purchase price is a capital 
expenditure and is not deductible. 


Equipment.—^Equipment comprises property of a more or less 
permanent nature. It may ultimately wear out, deteriorate or 
become obsolete, but it is not in the ordinary sense of the word 
“consumed in the using.” 

Ihc cost of equipment such as has been described, for profes- 
Monal use, cannot be deducted as expense in the year acquired. 
Examples of Uus class of property arc automobiles, office fuvni- 
lutc, medical, surgical, and laboratory equipment of more or 
less permanent nature, arul instrument^ and appliances consti- 
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tuting a part of the physician’s professional outfit, to be used over 
a considerable penod of time, generally over one year Bools 
of more or less permanent nature are regarded as equipment 
and the purchase price is therefore not deductible. ^ ’ 

Although the cost of such equipment is not deductible in the 
year acquired, nevertheless it may be recovered through depre¬ 
ciation deductions taken year by year over its useful life as 
described later. ’ 


No hard and fast rule can be laid down as to what part of 
the cost of equipment is deductible each year as depreciation 
The amount depends to some extent on the nature of the property 
and on the extent and character of its use. The length of its 
useful life should be the primary consideration. The most that 
can be done is to suggest certain average or normal rates of 
depreciation for each of several classes of articles and to leave 
to the taxpayer the modification of the suggested rates as the 
circumstances of his particular case may dictate. As fair, normal, 
or average rates of depreciation, the following percentages have 
been suggested; automobiles, 25% a year; ordinary medical 
libraries, x-ray equipment, physical therapy equipment, electrical 
sterilizers, surgical instruments, and diagnostic apparatus, 10% 
a year; office furniture, 5% a year. 

The principle governing the determination of all rates of 
depreciation is that the total amount claimed by the taxpayer 
as depreciation during the life of the article, plus the salvage 
value of the article at the end of its useful fife, shall not be 
greater than its purchase price. The physician must in good 
faith use his best judgment and claim only such allowance for 
depreciation as the facts justify. The estimate of useful life, on 
which the rate of depreciation is based, should be carefully 
considered in each case. 


Dues.—Dues paid to societies of a strictly professional nature 
are deductible. Dues paid to social organizations, even though 
their membership is limited to physicians, are generally held to 
constitute personal expenses and as such are not deductible. If, 
however, membership in social organizations, such as a country 
club, is maintained both for personal and professional or business 
purposes and if evidence can be produced to substantiate the 
claim that a part of the expenses of such membership was 
incurred for business purposes, then it would seem that these 
latter expenses would be deductible. Further discussion of this 
particular aspect of the federal law will be found in a subse¬ 
quent paragraph dealing with the deductibility of entertainment 


expenses. 


Postgraduate Study. —The Commissioner of Internal Revenue 
holds that the expense of postgraduate study is not deductible. 

Traveling E.xpenses .—Traveling expenses, including amounts 
paid for transportation,' meals, and lodging, necessarily incurred 
in professional visits to patients and in attending medical meet¬ 
ings for a professional purpose, are deductible. 

Entertainment Expenses. —The deductibility of entertainment 
expenses, when incurred for business purposes, has been upheld, 
as applied to an actor, in the case of Blakmcr v. Commissioner, 
70 F. (2d) 255. In the case of Jacobson, 6 T.C. 1048, the tax¬ 
payer was allowed a deduction of expenses incurred for enter¬ 
taining clients and employees of his law firm. The deductibility 
of such expenses by an attorney came before the U. S. Tax 
Court in the case of Clyde A. Armstrong v. Commissioner, 
decided Aug. 29, 1947, 6 TCM 997. In a memorandum opinion 
rendered by Judge Opper, this was said: 


Taxpayer, a Pittsburgh attorney, became a member of the Univcrsiiy 
;iub and the Duquesne Club in order to have available facilities for tlic 
ntertainment of his clients; his purpose in joining the was "o 
larticularly to make contacts productive of new business. In m., 
nd 1944 the Commissioner disallowed deductions representing club uucs- 
lut allowed 50 per cent of the house bills incurred by taxpayer ^ch 
he dubs during those years. The court finds that taxpayer “Sc 
acilities not less than 50 per cent of the time for entertaining die I 
ither purposes incident to the practice of his profession, and aUows 
rtf Huoc* fn thnt extent. 


the December 1948 issue of the Medical Annals o}jhe 
net of Columbia, page 697, there was Pf lishf corresponjl- 
that had passed between the secretary of the Medic .V 
le District of Colunibia and the Interna tatter 
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stated that if entertainment expenses incurred by a physician have 
a direct relation to the production of income, and can be sup¬ 
ported by the taxpayer, they will be taken into consideration in 
determining his net taxable income. . . , . 

Collectors of Internal Revenue .in several jurisdictions have 
questioned the right of physicians to deduct entertainment ex¬ 
penses, contending that it is unethical for a physician to make 
expenditures of this character. The Judicial Council of the 
Association, in its report to the House of Delegates at the 
Los Angeles, 1951, meeting said in part: 

"The Council does not consider such expenditures as per xe 
unethical. There are circumstances under which a professional 
obligation may rest on a physician to entertain other physicians. 

It is a usual and necessary concomitant of the practice of medi¬ 
cine. It is certainly not an uncommon practice and is recognized 
by the profession generally as entirety proper and justifiable.” 
This report was approved by the House of Delegates (J. A. M. A. 
147:1686, Dec. 22, 1951). 

Aiiiomobilcs .—Payment for an automobile is a payment for 
permanent equipment and is not deductible. The cost of opera¬ 
tion and repair, and loss through depreciation, are deductible. 
The cost of operation and repair includes the cost of gasoline, 
oil, tires, insurance, repairs, garage rental (when the garage is 
not owned by the physician), chauffeur’s wages, and the like. 

Deductible loss through depreciation of an automobile is the 
actual diminution in value resulting from obsolescence and use 
and from accidental injury against which the physician is not 
insured. If depreciation is computed on the basis of the average 
loss during a series of years, the series must extend over the 
entire estimated life of the car, not merely over the period in 
which the car is possessed by the present taxpayer. 

If an automobile is used for professional and also for personal 
purposes—as when used by the physician partly for recreation, 
or so used by his family—only so much of the expense as arises 
out of the use for professional purposes may be deducted. A 
physician doing an exclusive office practice and using his car 
merely to go to and from his office cannot deduct depreciation 
or.operating expenses; he is regarded as using his car for his 
personal convenience and not as a means of gaining a livelihood. 
What has been said in respect to automobiles applies with equal 
force to horses and vehicles and the equipment incident to 
their use. 

Surgical Uniforms .—Amounts expended by surgeons for the 
purchase and maintenance of distinctive types of uniforms which 
are not adaptable to ordinary wear and which are required to 
be worn while on duty are deductible as ordinary and necessary 
business expenses. 

MISCELLANEOUS 

Contributions to Charitable Organizations .—For detailed 
information with respect to the deductibility of charitable con¬ 
tributions generally, physicians should consult the official return 
blank or obtain information from the collectors of internal 
revenue or from other reliable sources. An individual taxpayer 
can deduct such contributions only to the extent that they do 
not exceed 15% of his adjusted gross income. The physician 
may not deduct as a charitable contribution the value of services 
rendered an organization operated for charitable purposes. 

Bad Debts .—Physicians who make their returns on a cash 
receipts and disbursements basis, as most physicians do, cannot 
claim deductions for bad debts. 

Taxes .—^Taxes generally, either federal or state, are deductible 
by the person on whom they are imposed by law. Both real 
and personal properly taxes are deductible; but so-called taxes, 
more properly assessments, paid for local benefits, such as street, 
sidewalk, and other like improvements, imposed because of and 
measured by some benefit inuring directly to the property against 
which the assessment is levied, do not constitute an allowable 
deduction from gross income. Physicians may deduct stale gaso¬ 
line taxes and state sales taxes. In some states sales taxes are 
imposed on the seller, but if they are passed on to the buyer the 
latter may deduct them. 

State income and use taxes are deductible; federal income taxes 
are not. Federal import, excise, or stamp taxes are deductible 


only to the extent that they are attributable to business activities. 
State automobile license fees are deductible. If a state or local 
fee is imposed for regulatory purposes, and not to raise revenue, 
the fee may not ordinarily be deducted as a tax. If such fees, 
however, are classifiable as a business expense they are deductible 
as such. Annual registration fees imposed on physicians prob¬ 
ably come within the category of regulatory fees and should be 
deducted as a business expense rather than as taxes. Local and 
state occupational taxes imposed on physicians are deductible 
either as taxes or as a business expense, depending on the purpose 
for which the tax is imposed. 

The e.xcise taxes imposed on employers by section 804, title 
VIII, and section 901, title IX, of the Social Security Act, 
commonly referred to as old age and unemployment benefit 
taxes, are deductible annually by employers in computing net 
income for federal income tax purposes. If the taxpayer’s return 
is made on a cash basis, as are the returns of practically all 
physicians, the taxes are deductible for the year in which they 
arc actually paid. If the return is made on an accrual basis, 
the taxes are deductible for the year in which they accrue, 
irrespective of when they are actually paid. Employees, includ¬ 
ing physicians whose employment brings them within that cate¬ 
gory, may not deduct the tax imposed on them by section 801, 
title Vlll, of the Social Security Act, generally referred to as the 
old age benefits tax. If, however, the employer assumes payment 
of the employee’s tax and does not withhold the amount of the 
tax from the employee’s wages, the amount of the tax so assumed 
may be deducted by the employer, not as a tax paid but as an 
ordinary business expense. 

Medical Expense _A taxpayer may deduct amounts in excess 

of 5% of adjusted gross income expended for medical, dental 
and hospital expense for himself, his spouse or a dependent, not 
compensated for by insurance or otherwise, including amounts 
paid for health and accident insurance, according to a prescribed 
formula. Effective for years beginning after 1950, this 5% 
limitation does not apply with respect to medical expenses for 
the care of the taxpayer or his spouse if either has reached the 
age of 65 before the close of the year. The law limits the de¬ 
duction to a maximum of (o) SI,250 if the taxpayer claims only 
one exemption; (b) $2,500 if the taxpayer is a single person or if 
married and filing a separate return and claims more than one 
exemption; (c) $2,500 if the taxpayers are married and file a 
joint return and claim two exemptions, $3,750 if three exemp¬ 
tions are claimed and $5,000 if four or more exemptions are 
claimed. 

Laboratory Expenses .—The deductibility of the expenses of 
establishing and maintaining laboratories is determined by the 
same principles that determine the deductibility of corresponding 
professional expenses. Laboratory rental and the expenses of 
laboratory equipment and supplies and of laboratory assistants 
arc deductible when under corresponding circumstances they 
would be deductible if they related to a physician’s office. 

Losses by Fire or Other Causes .—Loss of and damage to a 
physician’s equipment by fire, theft or other cause, not compen¬ 
sated by insurance or otherwise recoverable, may be computed 
as a business expense and is deductible, provided evidence of such 
loss or damage can be produced. Such loss or damage is deduc¬ 
tible, however, only to the extent to which it has not been made 
good by repair and the cost of repair claimed as a deduction. 

Insurance Premiums .—Premiums paid for insurance against 
professional losses are deductible. This includes insurance against 
damages for alleged malpractice, against liability for injuries by 
a physician’s automobile while in use for. professional purposes, 
and against loss from theft of professional equipment and damage 
to or loss of professional equipment by fire or otherwise. Under 
professional equipment is to be included any automobile belong¬ 
ing to the physician and used for strictly professional purposes. 

Expense in Defending Malpractice Suits .—Expense incurred 
in the defense of a suit for malpractice is ’ -'"ctible as a ! ' ' 
ness expense. 

Sale of Spectacle” 
should enter as 
deduct as an ■ - 
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FEDERAL MEDICAL LEGISLATION 
Universal Military Training 

Senator Russell of Georgia introduced S. 2441, on his own 
behalf and for eight other Senators, to provide for the admin¬ 
istration and discipline of the National Security Training Corps. 
It differs from the bill introduced in the House by Representative 
Vinson (H. R. 5904), the Armed Services Committee chairman, 
in two major respects: 1. Section 8 of this bill provides that the 
Department of Defense, after preparing the annual budget for 
the training corps, shall submit budget estimates to the National 
Security Training Commission for approval. The Vinson bill 
gives the commission advisory authority only; therefore, the 
Russell bill provides greater civilian control over the budget. 
2. The Russell bill contains a section not found in the Vinson 
bill wherein any trainee, after finishing the six months period 
of training, who volunteers for, and satisfactorily completes, a 
term of enlistment in certain organized units of the armed forces 
will be relea'sed from further service and training. Further, any 
trainee who, after completing six months of training, volunteers 
and accepts service in certain reserve components would be re¬ 
leased from further training and service after three years, unless 
Congress authorizes his reinduction at a later date. This bill is 
identical with U. R. 5903, previously reported. 

Another UMT bill, H. R. 6032, was introduced by Repre¬ 
sentative Brooks of Louisiana. It also would provide for the 
administration and discipline of the National Security Training 
Corps. This bill is identical with S. 2441, described above. 

Social Security Amendments 

Representative Ford of Michigan introduced H. R. 6078, pro¬ 
posing to amend the Social Security Act to permit federal par¬ 
ticipation in public assistance for patients in private institutions 
for tuberculosis and for patients in private institutions for mental 
diseases. At present, the several states conducting public assist¬ 
ance programs (for the elderly, blind, and totally and perma- 
Cutly disabled) partially supported by the federal government, 
not use federal funds to make money payments to, or for 
. 'dical care in behalf of, recipients of such public assistance 
programs who are patients in private or public institutions. This 
bill would remove the prohibition in the case of recipients who 
are inmates of private institutions while retaining the prohibition 
for such payments to or in behalf of such recipients in public 
institutions. 

Veterans Presumption of Service Connection 

S. 2465 was introduced by Senator lohnson of Colorado. It 
would liberalize the basis for establishing wartime service con¬ 
nection for active tuberculosis, psychoses, and multiple sclerosis. 
It is identical with H. R. 5892, which would create a presump¬ 
tion of service connection if any of the three mentioned diseases 
developed within three years after discharge. 

Cancer Research 

Senator Neely of West Virginia introduced S. 2409, propos¬ 
ing to authorize and request the President to undertake to 
mobilize in some convenient place in the United States an ade¬ 
quate number of the world’s outstanding experts and coordinate 
and utilize their services in a supreme endeavor to discover 
means of curing and preventing cancer. This bill is identical 
with H. R. 556 and with other bills in previous Congresses. 


STATE MEDICAL LEGISLATION 
Georgia 

Hills Introduced_H.R. 194, proposes to authorize an investigation of 

the possibility of requiring third and fourth year medicat students to spend 
at least two montlis interning at the Milledgeville State Hospital. H. 659 
and S. 247, propose amendments to the uniform narcotic act relating 
to the sale of narcotics and harmful and habit forming barbiturates to a 
minor. H. 760, proposes amendments to the uniform narcotic act relating 
to the illegal sale of narcotics to minors. S. 291, to amend the pre¬ 
marital examination law, proposes to authorize osteopaths to sign the 
necessary certificates. 


Tlie summary of federal legislation was prepared by the Washington 
Ollicc of the American Medical Association and the summary of state 
legislation by the Bureau of Legal Medicine and Legislation. 
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New York 

36; proposes the creation of a joint Iceislativi- 
committee to study the question of mental retardation of children with n 
view toward prevention and better ways of amelioration of the conditions 
arising out of mental retardation. A. 3 and S. 3, propose to dhcc T 
mental health commission to fbrmulate a program for the dcveloDmeni 
of one or more clinics for the diagnosis, treatment and 
rehabilitation of chronic alcoholics. A. 45, proposes an appropriation for 
the maintenance of school milk and school lunch programs, A 74 to 
amend the state income tax law, proposes that any taxpayer shall’ he 
entitled to deduct 100% of the expenses'paid for medical care for each 
dependent who has reached the 65th birthday. A. 140, proposes the crea¬ 
tion of an adult hygiene and geriatrics division in the department of health 
A. 142, proposes to authorize the comptroller to enter into contracts for 
lurmsliing medical and surgical services and hospital services to officers 
and employees in the state civil service. A. 264, A. 500, S. 373 and 
S, 518, to amend the public health law, propose to prohibit the sale of 
hypodermic syringes or needles except upon the prescription of duly 
licensed physicians or veterinarians, unless the sale is to such persons as 
physicians, nurses, pharmacists, hospitals, or the like. A. 270, to amend 
the public health law, proposes regulations for the compulsory, health, 
treatment, guidance, and rehabilitation of adolescent drug users, A. 301 
and S. 237, propose the enactment of a comprehensive statewide system 
of health insurance. A. 339, proposes that the sale of ready-made reading 
spectacles for reading glasses as merchandise by persons who do not 
assume directly or indirectly to adapt them to the eye, and where the 
selection of the spectacles is at tlie discretion of the purchaser, shall not 
be covered by the law relating to the sale of eyeglasses. A. 432, to amend 
the law relating to physiotherapy, proposes that applicants for a license 
must show that they have completed two years of a four-year course of 
study in a college or university maintaining a standard satisfactory to the 
department which included courses of at least six semester hours each in 
English, physics, biology, or zoology, and general chemistry and at least 
three semester hours in organic chemistry. A. 441 and S. 252, to amend 
the judiciary law, propose to exempt chiropodists from jury duly. A. 544, 
to amend the labor law, proposes that in every industry, trade, or occu¬ 
pation where 50 or more persons are employed, (he labor board shall 
require the establishment of a first-aid station under the guidance of a 
competent person whose sole duty shall be providing aid for injuries 
received during employment. A. 603 and S. 464, to amend the civil prac¬ 
tice act, propose to include chiropodists with physicians, dentists, and 
nurses, so far as the disclosure of professional information is concerned, 
A. 686, to amend the education law, proposes to authorize physiotherapists 
to use tlie roentgen ray or x-ray if they liave had at least a two year 
course in radiographic technic at a college or university approved by the 
state education department. A. 863, proposes to authorize the state com¬ 
missioner of health to designate approved laboratories or institutions 
wherein properly conducted scientific tests or experiments or investigations 
involving the use of live animals may be performed or conducted. -The 
proposal would authorize the state commissioner of health to prescribe 
the rules under which such approval would be granted. A. 868, to amend 
the workmen’s compensation law, proposes to authorize the board to 
designate physicians especially qualified with respect to the diagnosis or 
treatment of a disability to examine claimants. S. 3, proposes that the 
mental health commission formulate a program for the development and 
maintenance of one or more clinics in the state, operated by public or 
private nonprofit community agencies, for the diagnosis, treatment, and 
rehabilitation of clironic alcoholics. S. 71, to amend the civil service law, 
proposes to authorize the stale to enter into contracts of the furnishing of 
medical and surgical services and hospital services to employees. S. 110, 
to amend the public health law relating to the powers and duties of the 
commissioner in relation to cancer control, proposes to direct the com¬ 
missioner to conduct periodical investigations of new developments in the 
study of cancer and to file the reports of such findings. S. Ill, proposes 
to require the commissioner of health to make available to any qualified 
member of the medical profession, upon request, the records relating to 
the care and treatment of cancer patients at the Roswell Park Memorial 
Institute. S. 112, to amend the public health law, proposes to direct the 
state commissioner of health to establish an agency to provide public 
instruction by means of motion pictures, lectures, for the care, treatment, 
diagnosis, and control of cancer. S. 169, to amend the education law, 
proposes regulations relating to a subsidy for student nurses. S. 225, to 
amend the workmen’s compensation law, proposes that resident physicians, 
resident interns, and assistant resident Interns in prisons, reformitorics, 
insane asylums, and hospitals maintained by a municipal corporation shall 
be employees within the meaning of the state workmen’s compensation act. . 
S. 249, to amend the law relating to physical therapy, proposes to define 
a physical therapist as one who treats or offers to treat any human pain, 
injury, deformity, or physical condition by the use of actinotherapy, 
hydrotherapy, which shall include under hydrotherapy, electric baths ot an 
types, medicated baths of all types, and the giving of colonic imsations, 
mechanotherapy, which shall include all types of therapeutic exercise 
massage; thermotherapy and electrotherapy, exclusive of the x-ray. b. za . 
to amend the judiciary law, proposes that pediatrists shall be ex P 
from jury duty. S. 254, proposes additional regulations I P 

professional training of applicants for a license to practice Ph>s' 

S. 272, proposes to prohibit the sale of hypodermic 
dermic needles except upon the prescription of a duly licensed phys 
or veterinarian. S. 277, to amend the public health law. .°^of 

vide for the compulsory care, treatment, guidance, and r=hab‘'“ 
adolescent drug users. S. 385, proposes that any hotel, club w 
other resort having sleeping accommodations ^ 0 ° °r mor^ P^^^ 
should at all times have a resident physician m a‘tenda . b ^ 
amend the penal law, proposes to make it unlawful for any P 
at retail or give away any antihistamine drug, or any o her pr p 
cUi antihistamines, without obtaining a prescription of a duy 
licensed practitioner of medicine. 
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CALIFORNIA 

Tvplius Oiilbrcak in AKadcna.—A localized outbre.-ik of endemic 
typhus fever h.as occurred in Altadena in Los Angeles County, 
in an area where no previous cases had been reported, according 
10 the California State Department of Public Health. On 
December IS two cases had been confirmed by laboratory tests, 
and tests on another dozen suspected cases were being run at the 
state virus laboratory in Berkeley. The outbreak is believed to 
have been associated with the demolition of a rat-infested barn. 
A state mobile laboratory was dispatched to the area so that 
on-the-spot examination could be made of fleas on household 
pets and trapped rats. 

Lectures on Legal Medicine.—^The schools of law and medicine 
on the Los Angeles campus of the University of California and 
university extension will cooperate with the Junior Bar of the 
Slate Bar Association of California to present lectures on orien¬ 
tation in legal medicine from 7 to 9 p. m. on seven Mondays 
beginning February 11 at the California Teachers Association 
Building, 612 South Figueroa St. The conferences will present 
distinguished local attorneys and medical men as speakers. Ap¬ 
plications for enrollment may be obtained from the Department 
of Conferences, University Extension, University of California, 
Los Angeles 24. Enrollment fee, including a copy of proceedings, 
is $12.50. 


Postgraduate Assembly in Los Angeles.—The Postgraduate 
Assembly and Convention, sponsored by the Alumni Association 
of the College of Medical Evangelists School of Medicine, Los 
Angeles, will be held hfarch 2-4 at the Biltmore Hotel in Los 
Angeles. Among the 37 speakers will be Maj. Gen. George Arm¬ 
strong, Washington, D. C.; Drs. Lester R. Dragstedt and Waiter 
C. Alvarez, Chicago; Drs. Sara M. Jordan, Martin L. Tracey, 
and lohn.W. Norcross, Boston; Dr. George Lull, Chicago, 
Secretary and General Manager of the American Medical As¬ 
sociation; Dr. Priscilla White, Boston; Dr. Harold G. Wolff, New 
York, and Dr. Giles A. Koelsche, Rochester, Minn. Short courses 
in therapeutics, internal medicine, pediatrics, roentgenology, 
dermatology, psychiatry, surgery, otolaryngology, urology, 
proctology, anesthesiology, and obstetrics and gynecology are 
to be given on March 5-7. Members of the faculties of Western 
nicdical schools will serve on the faculty for these sessions. For 
information address Evelyn R. Strachan, Managing Director, 
312 North Boyle Ave., Los Angeles 33. 


Tropic Diseases Ifcscarch Projeef. — The newly-established 
Pacific Tropic Diseases Research Project will have its head- 
guaiters in the department of infectious diseases at the Univer¬ 
sity of California School of Medicine at Los Angeles. It will be 
directed by Dr. John F. Kessel. William A. Robinson, Tahiti, 
author of “Ten Thousand Leagues Over the Sea,” is assisting in 
establishing the project. 

Immediate objectives of the program according to Dr. Stafford 
L. Warren, dean of the medical school, are (1) to continue the 
investigation of filariasis, (2) to study the recent outbreak of 
poliomyelitis in Tahiti, and (3) to study other tropical diseases 
such as leprosy and yaws. The long-iange objectives of the 
project are to provide a center for teaching and research on 
hopical diseases on the Los Angeles campus and continuation of 
field studies in the Pacific Ocean area. The advisory committee 
w the Pacific Tropic Diseases Research Project will consist of 
Dr. Charles M. Carpenter, professor of infectious diseases at 
e university; Willard H. Wright, Ph.D., director, division of 
Topical diseases, National Institutes of Health, Bethesda, Md., 
'’j Henri Galliard, professor of parasitology. University 
o sns, as well as Cornelius Crane, Chicago, and Mr. Robin- 
n. Dr. Kessel is now in Tahiti, organizing the field staff. The 
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Pacific Tropic Diseases Research Project will work in coopera¬ 
tion with the U. S. Public Health Service and the French 
Colonial Medical Service. Dr. Kessel spent four years with the 
Rockefcllev Foundation at the Peking Union Medical College 
from 1923 to 1927, and from 1927 to 1929 he was associate 
professor of parasitology in the department of zoology at U. C. 
L. A. 

CONNECTICUT 

Appointments in Psychiatry.—The. department of p^chiatry and 
mental hygiene of Yale University, New Haven, has announced 
the appointment of Dr, Francis J. Braceland, psychiatrist-in- 
chief of the Institute of Living, as clinical professor of psychi¬ 
atry. Dr. Jules V. Coleman, New Haven, and Dr. William L. 
Pious, New Haven, have been appointed associate clinical pro¬ 
fessors of psychiatry, and Dr. Else Pappenheim, who has been 
associated with Yale University since 1948, has been promoted 
to assistant clinical professor of psychiatry. 

Yale Opens Marriage Counseling Clinic.—One of the first mar¬ 
riage counseling clinics to be conducted under the auspices of a 
university medical school will open this spring at Yale Univer¬ 
sity, sponsored jointly by the departments of psychiatry and of 
obstetrics and gynecology. The clinic is being established to 
satisfy a demand on the part of physicians, clergymen, social 
workers, and others. It will provide premarital counseling, al¬ 
though most of the work is expected to be with married persons. 
The Yale clinic will serve couple? in the New Haven area and 
will work in cooperation with other agencies that want to refer 
cases. In certain cases the clinic will work in conjunction with" 
the infertility clinic of Yale. A grant from the Planned Parent¬ 
hood League of Connecticut has already been received to help 
in starting the counseling service. 

DISTRICT OF COLUMBIA 

Personal.—^The American Board of Obstetrics and Gynecology 
has announced the election of Dr. John L. Parks, Washington, 
D. C., as a director of the board. Dr. Parks succeeds Dr. Joseph 
L. Baer, Chicago, who has been vice-president of the board for 
over 20 years and who has resigned. 

Health Department Appointment,—^The appointment of Dr. 
Frederick C. Heath to replace Dr. Arthur E. Cliff as assistant 
director of public health, District of Columbia Health Depart¬ 
ment, was announced January 10. Dr. Heath is resigning his 
present position as health officer, Fairfax County, Va., to accept 
this new assignment. 

GEORGIA 

Meeting of Ophthalmologists and Otolaryngologists.—^The 
Georgia Society of Ophthalmology and Otolaryngology will 
hold its annual meeting March 7-8 at the General Oglethorpe 
Hotel on Wilmington Island, Savannah. Guest speakers and 
their subjects are as follows; 

Murray F. McCaslin, Pittsburgh, Selection of Anesthesia in Ophthal- 
moiogy. 

J. Conrad Gemeroy, Detroit, External Diseases of the Eye; Manage¬ 
ment of Metallic Intraocular Foreign Bodies. 

Joseph S. Haas, Chicago, Differential Diagnosis of the Primary Glau¬ 
comas; Provocative Tests in Glaucoma. 

Henry B. Orton, Newark, Applied Surgery of the Neck. 

Albert P. Seltzer, Philadelphia, Plastic Surgery of the Nose. 

John R. Lindsay, Chicago, Vertigo: Differential Diagnosis and Treat¬ 
ment; Secretory Otitis Media. 

The registration fee is $20. 

ILLINOIS 

Society News.—A. meeting of the Illinois Chapter of the Ameri¬ 
can College of Chest Physicians will be held jointly with the 
oentgen ''^ciety on February 14 at the University 
go. Th; 'gram will be devoted to a discussion of 
*, ■ V vndrome. 
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Lectures on Psychiatry. —The first in a series of thirteen seminars 
in modern concepts in psychiatry was given at the Veterans 
Administration Hospital, Downey, and at the Mental Hygiene 
Clinic, 366 W. Adams St., Chicago, January 16. Melville J. 
Herskovits, Ph.D., Evanston, editor of the American Anthro¬ 
pologist, gave three lectures on January 16, the first and second 
being held at Downey Hospital at 10 a. m. and 1 p. m., and the 
third at the Mental Hygiene Clinic at 8 p. m. Dr. Herskovits is 
chairman of the committee on international relations in an¬ 
thropology of the National Research Council. Speakers at the re¬ 
maining sessions are as follows; Drs. Clara Thompson, St. Louis; 
Helen V. McLean, Chicago; James G. Miller, Chicago; Norman 
Haire, London, England; Harry C. Solomon, Boston; Paul H. 
Hoch, New York; Harold E. Himwich, Galesburg, Ill.; Ladislas 
J. Meduna, Chicago; R. Burke Suitt, Durham, N. C.; Karl M. 
Bowman, San Francisco; David McK. Rioch, Rockville, Md., 
and Henry' A. Davidson, Newark, N. J. All members of the 
medical and allied professions are invited. 


Chicago 

Lewis Linn McArthur Lecture.—Dr. Russell S. Fisher, associate 
professor of legal medicine at the University of Maryland, will 
deliver the 28th Lewis Linn McArthur Lecture of the Frank 
Billings Foundation of the Institute of Medicine at the Palmer 
House February 22 at 8 p. m. His subject will be “The Changing 
Perspective in Medicolegal Practice.” 

Department of Preventive Medicine Becomes a Division.—The 
department of preventive medicine at the University of Illinois 
College of Medicine has been made the division of preventive 
medicine in the department of medicine in action taken by the 
university’s board of trustees. The merger was recommended by 
a committee of the faculty. 

Grant for Hematology Rescifrch.—^The Olivia Sue Dvore Foun- 
. dation presented $5,000 January 16 to Dr. Steven O. Schwartz, 
a director of the Hektoen Institute for Medical Research of the 
Cook County Hospital, for studies on leukemia and other blood 
r diseases. A total of $22,000 has been donated by the foundation 
. since it was organized three years ago. 

New Heart Association Seals for Fund Drive.—Sheets of seals 
portraying 27 outstanding figures in medical history are being 
used this year by the Chicago Heart Association in its campaign 
for funds of $600,000. The seals are to be mailed to residents 
of Chicago during February, National Heart Month. A stamp 
album containing information about each of the medical leaders, 
from Hypocrates to Herrick, is to accompany the seals. It also 
carries two pages depicting the year around work of the heart 
association. 

Appointments at Northwestern.—Three new appointments and 
six promotions in the faculty of the Northwestern University 
Medical School have been announced. Dr. Benjamin Boshes, 
associate professor of nervous and mental diseases, has been 
promoted to professor and named acting chairman of the depart¬ 
ment. Dr. George M. Landau, formerly associate professor of 
roentgenology at Loyola University, has been appointed assistant 
professor of radiology, and Dr. Lee G. Sewall, Roanoke, Va., 
associate professor of nervous and mental diseases. Other pro¬ 
motions include: Dr. Fred W. Merrifield, from assistant to associ¬ 
ate professor of surgery; Reinhold Benesch, Ph.D., from •in¬ 
structor to assistant professor of biochemistry; Dr. Nathan N. 
Crohn, from associate in surgery to assistant professor in sur¬ 
gery; Dr. Paul B. Szanto, from associate in pathology to assistant 
professor of pathology, and Dr. George C. Turner, from in¬ 
structor to associate in medicine. 


INDIANA 

Clinic on Reconstruction of the Nose.—Dr. Maurice H. Cottle, 
k hicago, will conduct a clinic on the restoration of nasal func¬ 
tion by the surgical reconstruction of the nose on February 12-14 
at the Indiana University Medical Center, Indianapolis. 

The Burton D. Myers Lecture.—Dr. Charles A. Doan, dean of 
the Dhio State University College of Medicine, Columbus, will 
deliver the third annual Burton D. Myers Lecture at the Indiana 
University School of Medicine, Indianapolis, the evening of 
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February 29. All physicians are Invited. The local chapter of Nn 
Si^a Nu fraternity established the lecture series in 1950 as a 
tribute to the late Dr. Myers, an alumnus and emeritus pro¬ 
fessor of anatomy. A dinner for chapter members and alumni 
will precede the lecture. 

Personals.—Dr. Charles W. Myers, superintendent of Indian¬ 
apolis General Hospital for 20 years, retired on January 16 
He was succeeded by Dr. Gerald F. Kempf, Indianapolis, who 

has been city health director since 1946.-^Dr. Robert K. S. 

Lim, head of the department of physiology and pharmacology 
at Creighton University Medical School in Omaha, has been 
appointed head of the section of physiology and pharmacology 

of the Miles-Ames Research Laboratory in Elkhart._Dr. 

S. Milton Rabson, laboratory director, St. Joseph Hospital, Fort 
Wayne, has been elected a corresponding member of the British 
Association of Forensic Pathologists. 


KENTUCKY 

University Appointment.—Dr. U. Pentti Kokko has been ap¬ 
pointed associate professor in child health research at the Uni¬ 
versity of Louisville School of Medicine. He will continue studies 
in poliomyelitis in the school’s Kentucky Child Health Founda¬ 
tion Laboratory, which is under the direction of Dr. Ale.v J. 
Steigman, professor of child health. 

LOUISIANA 

Dr. Rudolph Matas Honored.—An honorary fellowship in the 
American College of Surgeons was presented in January to Dr. 
Rudolph Matas, emeritus professor of surgery at Tulane Univer¬ 
sity, at special ceremonies in New Orleans. The fellowship was 
conferred by Dr. Alton Ochsner, president of the college and 
professor of surgery at Tulane, who succeeded Dr. Matas as 
chairman of the department in 1927. Dr. Matas was one of the 
original founders of the college in 1913, serving as its president 
in 1925-26 and as its vice-president in 1913 and 1921. Dr. Matas 
graduated from the Tulane medical school in 1880. 

MICHIGAN 

Personals.—On November 13 Dr. William C. Behen of Lansing 
and Dr. Paul G. Hanna of St. Joseph were appointed to the 
Michigan State Board of Registration in Medicine. Dr. Joseph 
P. Bertucci of Ishpeming has also been appointed to the board, 

Public Health Directors Meeting,—^At the invitation of the state 
health commissioner, Dr. Albert E. Heutis, the health directors 
of Michigan’s 51 local full time health departments, met in 
Lansing for a three day conference beginning February 6 to 
outline a course of action -for the health programs in the state. 
Four main topics were taken up in committee discussions: 
Administration, Vladimir K. Volk, director, Saginaw County Health 
Department, chairman. 

Environmental and Industrial Health, Eldred K. Musson, deputy direc¬ 
tor, Wayne County Health Department, chairman. 

Disease Control and Laboratories, B'inston B. Prothro, director, Kala¬ 
mazoo City-County Health Department, chairman. 

Child Health, Vergil N. Slee, director, Barry County Health Department. 

This is the third year the state health commissioner has called 
on the local health directors for specific recommendations for 
the improvement of state and local health department programs. 
The previous conferences resulted in 97 recommendations, 
practically all of which have been put into effect, Dr. Heustis 
states. 


INESOTA 

Howard Succeeds Dr. Aagaard.—Dr. Robert B. Howard ha 
1 named director of continuation medical “J ^ 

versity of Minnesota, Minneapolis, succeeding Dr. ue b 
Aagaard, who took over his new duties in January as 
he Southwestern Medical School at Dallas, Texas. 

int' for Research in Tuberculosis.—The Minnesota Pubhj 
ffth Association has established the H. Longs T ^ 
nt of $7,500 to be made annually to the Universi y 
rfor tuberculosis research. The fund is named for the 
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nr Taylor who was active in the state campaign for the pre- 
veniion of tuberculosis. Dr. J. Arthur Myers, professor of pre¬ 
ventive medicine and public health at the university, is ad¬ 
ministering the grant. 

NEVADA 

Narcotic Violation_Dr. William C. Harper, Las Vegas, was 

convicted of violation of the federal narcotic law at Las Vegas 
on May 28, 1951, and was sentenced to a term of eight years in 
the United States penitentiary to be selected by the Attorney 
General. 

I 

new HAMPSHIRE 

Slate Code of Cooperation.—^The Hew Hampshire Medical 
Society’s code of cooperation with hospitals, the press, and 
radio, adopted at its annual meeting in September, has sub¬ 
sequently been adopted by all component county societies. The 
slate society has received requests from the national wire services 
and most of the state medical socictic's for copies of the code. 
Recently the Pennsylvania State Medical Society adopted a 
similar code and used that of New Hampshire as a basis. 

NEW YORK 

Rename Brooklyn Cancer Institute.—The Brooklyn Cancer In¬ 
stitute, a unit of Kings County Hospital Medical Center in 
Brooklyn, was renamed January 10 the John E. Jennings Hos¬ 
pital in memory of Dr. Jennings, leader in the establishment of 
the institute and its first director. Dr. Jennings died May 25, 
1945. Acting director of the hospital is Dr. Asa B. Friedmann. 

Hospital Affiliates with Gcorgctosvn University.—St. Mary’s 
Hospital of Rochester has affiliated with Georgetown University 
School of Medicine, Washington, D. C, to augment its teaching 
facilities. Full time staff members from Georgetown will visit 
St. Mary’s in Rochester monthly for periods of four or five 
days, and interns and residents will be rotated for brief periods 
through the Georgetown center. The plan also provides for short 
visits of St. Mary’s attending staff to the Georgetown center for 
special instruction and observation. This new venture in the field 
of postgraduate education is under the direction of Dr. Harold 
J. Jeghers, professor of medicine at Georgetown University. 

Birth Registration Test.—^The State Department of Health re¬ 
ported January 14 that a federal and state birth registration test 
made in conjunction with the 1950 census showed 99.8% of all 
babies born in upstate New York and 99.2% of the babies born 
in New York City had their births registered. The <99.5% 
registration for the entire state compares with a 97.8% figure 
for the entire nation. The 1950 birth registration test is the 
second nationwide check of registration completeness in the 
United States, and was conducted as a cooperative project by 
the Bureau of the Census, the National Office of Vital Statistics, 
and state and territorial offices of vital statistics. The first such 
check, made in 1940, showed 98.9% registration completeness 
lor the state as a whole. On a nationwide basis 92.5% of all 
newborn babies had their births registered in that year. 

Postgraduate Education,—Two postgraduate lectures have been 
arranged for the Elmira Chapter of the Academy of General 
Iracticc to be given at the Mark Twain Hotel in Elmira at 6:30 
p. m. as follows: 

February 13 , olTicc Gynecology, Clyde L, Randall, Buflalo. 
ptil 9, Diagnosis and Treatment of Common Neurological Disorders, 
taul H. Garvey, Rochester. 

The third in a series of postgraduate lectures will be delivered 
by Dr. Gilbert M. Beck, professor of psychiatry at the Univer¬ 
sity of Buffalo School of Medicine, on February 14 at 4 p. m. 
a a meeting of the Saratoga County Medical Society at the New 
orden Hotel in Saratoga Springs. His subject will be ‘‘Psychia¬ 
tric Problems in General Practice.” Dr. Paul Reznikoff, pro- 
essor of clinical medicine at Columbia University Medical 
An York, will speak on “Diagnosis and Treatment of 

Mn '' raecting of the Dutchess County Medical Society 

Pnimh\ Hudson River State Hospital in 

Snrf ( f ’’’^iFuction is provided by the Medical 

Ynrf 'Ll York in cooperation with the New 

ork State Department of Health. 


New York City 

Annual Welch Lecture.—Dr. Gilbert Dalldorf, director of the 
Division of Laboratories and Research of the New York State 
Department of Health, will deliver the annual William Henpr 
Welch Lecture of the Mount Sinai Hospital of New York in. 
Blumenthal Auditorium February 13 at 8:30 p. m. His subject 
will be “From Clostridium Welchii to the Coxsacki Viruses: 
Changing Microbiology.” 

Appoint Director of Institute of Administrative Medicine.—^Dr. 
E. Dwight Barnett, director of Harper Hospital in Detroit since 
1946, has been appointed first director of Columbia University’s 
Institute of Administrative Medicine (The Journal, Dec. 15, 
1951, page 1585). Dr. Barnett is a former director of school 
health in Santa Rosa, Calif., and a past director of health and 
hospitals in Sonoma, Calif. 

State’s First Licensed Physician is Still in Practice.—^Dr. Leopold 
Stieglitz, 84, who holds the state board of regent’s medical license 
No. 1, began his 61st year of practice January 25. Dr, Stieglitz 
passed the board’s first examination with a combined mark, in 
five subjects, of 499 out of 500. He took his examination after 
receiving his medical degree, summa cum laude, at Heidelberg, 
Germany, in 1891, He still maintains a general practice in his 
modest office at 1040 Park Ave. 

Symposium on Rheumatic Fever.—The New York Society of 
Circulatory Diseases will hold its third regular meeting at 8:30 
p. m. February 26 in room 440 of the New York Academy of 
Medicine building. Guest speakers at this session, devoted to a 
symposium on rheumatic fever, will include; 

Gene H. Stollernian, medical director, Irvington House, Clinical Features 
and Prophylaxis in Children. 

Charles K. Friedberg, associate physician, Mount Sinai Hospital, Ciinical 
Features and DiiTcrenlial Diagnosis in the Adult. 

Joseph J. Bunim, New York University College of Medicine, Modem 
Treatment. 

The meeting is open to all members of the medical profession. 

Change Date of Course in Exfoliative Cytology.—^The date for 
this course to be given at Cornell University Medical College, as 
originally announced in The Journal, Dec. 8,1951, page 1477, 
has been changed to March 10-June 6. This course in cytologic 
interpretation is open to a limited number. It will cover the 
cytology of the gastrointestinal, respiratory, urinary, and female 
genital tracts, as well as exudates. Instruction in laboratory 
procedures related to cytology will be given. Arrangements for 
shorter periods of instruction covering certain principles of 
exfoliative cytology may be made for physicians who arejjnable 
to take the entire three month course. Tuition is $300 or pro¬ 
portionate fees for shorter periods. Instruction is under the di¬ 
rection of Dr. George N. Papanicolaou and Dr. John F. Seybolt. 

Personals.—Dr. George T. Pack recently visited South Amenca 
and at the invitation of national surgical societies and universities 

delivered addresses in Chile, Peru, and Argentina.-Dr. 

Theodore E. Allen has been appointed associate medical director 

of the Arabian American Oil Company.-Dr. J. Lewis 

Amster, honorary consulting surgeon of Morrisania City Hos¬ 
pital and creator of the Amster Library there, was recently 
selected as one of the two recipients of the Outstanding Bronx 

Citizen’s Award of 1951.-Richard J. Block, Ph.D., has been 

appointed director of the new biochemical laboratories of the 
special products division of the Borden Company. He will retain 
his position as a lecturer at New York Medical College, Flower* 

and Fifth Avenue Hospitals.--Dr. Louis L. Amato has been 

appointed medical director of the Frances Schervier Home and 
Hospital. 

< • 

TEXAS 

Gift for Cardiovascular Research—The family of Mr. H. H. 
Weinert of Seguin, a former regent of the University of Texas, 
has made a donation of $2,500 to the University of Texas Medi¬ 
cal Branch, Galveston, to support cardiovascular research under 
the direction of Dr. George Herrmann, professor of medicine. 
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Society News.—At the annual meeting of the Texas Academy 
of Internal Medicine at Galveston in January, Dr. W. Clay Dine 

Jr. of Amarillo was elected president.-^The fourth annual 

meeting of the Texas Rheumatism Association was held January 
18 in Galveston under the presidency of Dr. George W. N. 
Eggers of the University of Texas Medical Branch, Galveston. 

A feature of the meeting was a symposium on rheumatic fever 
in adults and children. Dr. Edward F. Rosenberg, chairman of 
the arthritis clinics of the Michael Reese and Mt. Sinai hospitals 
in Chicago, was guest speaker. Dr. Howard C. Coggeshall, 
clinical associate professor of medicine in Southwestern Medical 
School of the University of Texas, Dallas, was elected president 
for the coming year. 

VIRGINIA 

University Appointment.—Dr. Edward V. Jones, former in¬ 
structor in psychiatry at the University of Michigan, Ann Arbor, 
has been appointed assistant professor of neurology and psychi¬ 
atry at the University of Virginia, Charlottesville. Dr. Jones 
will be responsible for the direction of the laboratories of 
encephalography. 

WEST VIRGINIA 

Visiting Committee for Medical School.—President Irvin Stewart 
has appointed the first visiting committee for West Virginia 
University’s School of Medicine, designating Dr. William R. 
Laird of Montgomery as chairman for the first 18 months of 
his term that expir’es June 30, 1954. Other members are Dr. 
Newman H. Dyer, Charleston, state health director; Dr. Delivan 
A. MacGregor, Wheeling; Dr. Albert U. Tieche, Beckley, and 
Dr. Walter E. Vest, Huntington. This is the sixth visiting com¬ 
mittee functioning at the university. Their purpose is to bring 
the teaching and research activities into closer contact with the 
life of the state. Meetings are held at intervals at the call of the 
chairmen. 

ersonals.—Dr. Isaac C. East, Oxford, Miss., has b'een named 
I <erintendent of Spencer (W. Va.) State Hospital to succeed 
Ur. Robert T. Stenberg, resigned. Dr. East has been clinical 
director of the Eastern State Hospital at Williamsburg, Va., since 
1947, and, in addition, has directed the Lower Peninsula Mental 

Hygiene Clinic at Newport News.-Dr. William H. Guthrie, 

Red Jacket, was scheduled to leave late in January to serve a 
three year term as physician and surgeon for the Presbyterian 
Board of Foreign Missions in French Cameroun, West Africa. 
This will be the second three year term served by Dr. Guthrie 
in that area. His address, effective February 1, wilt be Central 
Hospital; Mission Protestante Amerlcaine, Ebolowa, French 
Cameroun, West Africa. 

WISCONSIN 

Personal._^Dr. Pierce D. Nelson, Madison district health officer 

since 1949, has become director of the tuberculosis and heart 
disease control divisions of the state board of health. 

Research on Leukemia.— The Milwaukee Division of the Ameri¬ 
can Cancer Society has awarded a $25,000 grant to Marquette 
■ University School of Medicine, Milwaukee, for research on 
leukemia. Dr. Anthony V. Pisciotta, who presently is in Boston 
' as assistant to Dr. William Dameshek, has been chosen to head 
' the project. He will devote full time to the program beginning 
July 1, working directly with leukemia patients at Milwaukee 
County General Hospital. 

' Dr. Swindle to Retire as Department Director.—Dr, Percy F. 
Swindle, professor and director of the department of physiology 
at Marquette University School of Medicine, Milwaukee, since 
1922, is retiring from Iris administrative duties to devote more 
time to research as an active member of the department. Dr. 
lames 1. Smith, former dean of the Stritch School of Medicine 
of Loyola .University, Chicago, and presently chief of the edu¬ 
cation division of the department of medicine and surgery at 
the Veterans Administration Central Office, has been named to 
-.uccccd Dr. Swindle. He will join the faculty in March. 


J.A.M.A., Feb. 9, 1952 

general 

Society Elections.—At the annual meeting of the American 
Academy of Occupational Medicine January 17-18 the followinn 
officers were among those elected for 1952: Dr. James H. Sterner 
Rochester, N. Y.,-president^Dr. Allan J. Fleming, Wilmington’ 
Del., vice-president; Dr. Arthur F. Mangelsdorff, New York’ 
treasurer, and Dr. Leonard J. Goldwater, New York, secretary’. 

-Delegates to the International Congress on Mental Health 
that met in Mexico City December 11-19 elected the following 
officers; Dr. Alfonso Millan, Mexico, D. F., president, and Dr 
George S. Stevenson, New York, treasurer. 

U. S. P. Conference on Hyaluronidase_An open conference 

will be held at 10 a. m. February 15 at the Pharmacopeia Build¬ 
ing, 46 Park Avenue, New York, on the pharmaceutical aspects 
of hyaluronidase. The conference will take up various problems 
concerned with the assay of hyaluronidase and with the stan¬ 
dards for strength, quality, and purity to appear in U. S. P. XV, 
as well as the preparation of a U. S. P. Reference Standard! 
Interested parties are invited. To make adequate preparations 
for the conference, the U. S. P. office, 46 Park Ave., New York 
16, will appreciate being informed as to the number planning to 
attend. 

Mexican Border Public Health Meeting_^The tenth annual 

meeting of the United States-Mexico Border Public Health 
Association will be held in Monterrey, Nuevo Leon, Mexico, 
on March 17-20. Dr. Wilton L. Halverson of San Francisco is 
the president and Dr. Salvador Molina Velez of Monterrey, 
president-elect. This year’s program will include symposiums on 
poliomyelitis and industrial hygiene. Public health problems of 
particular interest to the border area will be discussed in section 
meetings on tuberculosis, public health nursing, maternal and 
child health, sanitation, preventive medicine, and veterinary 
public health. 


Electroencephalography Meeting.—^The Western Society of 
Electroencephalography will meet at the Del Monte Lodge in 
Pebble Beach, Calif., March 2-3 under the presidency of Dr. 
Henry W. Newman, San Francisco. With the exception of one 
by Dr. John R. Green of Phoenix, all scientific papers will be 
presented by California physicians. The subjects include “The 
Electroencephalograph in Acute Alcoholic Intoxication," 
“Changes in the Electrical Activity of the Hypothalamus Induced 
by Stress Stimuli,” “Electroencephalography in the Parents of 
Epileptics,” “An Electroencephalographic Study of Stuttering,” 
and “Electroencephalographic Findings on 21 Cases of Sexual 
Psychopaths.” The banquet will be held at 7:30 p. m. March 2. 

Teachers Conference in Clinical Radiology.—^The annual Con¬ 
ference of Teachers of Clinical Radiology will meet February 9 
at the Palmer House in Chicago. The morning panel discussion 
will deal with the teaching of radiation therapy to the radio¬ 
logical resident. Dr. Earl E. Barth, Chicago, will serve as 
moderator, and the subject will be introduced by Drs. Charles 
L. Martin, Dallas; Hugh F. Hare, Boston, and Earl R. Miller, 
San Francisco. Dr. W. Edward Chamberlain, Philadelphia, will 
serve as moderator at an afternoon discussion of “What the 
Preceptor Should Teach His Young Colleague or Resident About 
Ethics and Administration.” The annual presidential address 
will be given following the luncheon by Dr. Robert R. Newell, 
San Francisco, president of the American College of Radiology. 


International Union Against Tuberculosis.—The 12th confer¬ 
ence of this group is to be held in Rio de Janeiro, Brazil, Augus 
24-27. Papers to be presented include the following; 

J. Burns Amberson, New York, Treatment and Prognosis in Minimal 


Pulmonary Tuberculosis. 

rvid Wallgren, Sweden, Immunity and Tuberculosis, 
ernando Gomez, Uruguay, Organization and Results in Regard 
Tuberculosis Campaign of Mass Surveys. 

,f. Manoel de Abreu of Rio de Janiero, P/esidem of the 
on, will preside at the conference, the first since the Copen 
-en confLnee in 1950. Prof. Etienne Bernard ^ 
retary-general. The scientific sessions will be preceded y 
S of the union’s executive committee and council, 
presentat ves on the council from the United States include 
^ James E. Perkins, New York, managing director, and Dr. 
mond R. Long, director of medical research. National 
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cute Association; Dr. Gilborto S. Pesquera ot New York City; 
Dr Herbert L. Mantz of Kansas City, Mo., and Dr. David T. 
Smith of Durham, N. C. Frederick D. Hopkins, Ph.B., former 
executive secretary of the National Tuberculosis Association, 
will also attend the conference. 

Awards in Mcdic.al Journalism.—The Albert and Mary Lasker 
Foundation has announced the third annual Lasker Awards for 
Medical Journalism. All newspapermen and magazine writers 
who have written medical or health articles during 1951 arc 
eligible to compete. The deadline for entries is March 15. The 
awards consist of $500 each and a statuette of the Winged 
Victory of Samothrace, symbolizing in this instance victory over 
death and disease. They will be presented to the newspaper and 
magazine writers who have written the best articles, series of 
articles, editorials, or columns dealing with improvement of 
public health or prolongation of life through medical research 
or public health programs. The Nieman Foundation for Journal¬ 
ism at Harvard University will administer the awards. The foun¬ 
dation seeks especially to foster journalism that contributed to 
a better public understanding of medical research and health 
programs relating to the diseases that are major causes of death or 
disability, especially heart diseases, cancer, ihental illnesses, arth¬ 
ritis, blindness, and neurological diseases. Entries may be made 
either by individual writers, editors, or by readers of newspapers 
and magazines. As many entries as desired may be made, pro¬ 
vided articles have been published in a newspaper or magazine 
dated during the calendar year 1951. Entries should be for¬ 
warded to the Nieman Foundation for Journalism, 44 Holyoke 
House, Cambridge 38, Mass., not later than March 15. The 
awards will be presented at the annual dinner meeting of the 
National Association of Science Writers in Chicago, June 10. 

FOREIGN 

Large Meningitis Epidemic in Africa.—According to the New 
York Times, the World Health Organization has reported an 
epidemic of cerebrospinal meningitis in regions south of the 
African desert belt. In the Anglo-Egyplian Sudan there were 
51,296 cases with 6,877 deaths during the first half of 1951. 

Course in Pedinftics.—^The Chair of Pediatrics and Child Care 
of the University of Santiago de Compostela and the Depart¬ 
mental School of Child Care of Galicia, Spain, is presenting 
three postgraduate courses for general physicians at the univer¬ 
sity, The first was held February ll-lf> on diagnosis and treat¬ 
ment of the most frequent illnesses of childhood. The second 
course on tuberculous meningitis will be given March 10-15. 
The fee for enrollment is 200 pesetas payable before March 1. 
The third course, entitled "Extension of Pediatrics and Child 
Care,” will be held May 12-24. In addition to Spanish pro¬ 
fessors, there will be Prof. Fanconi of Zurich, Wallgren of 
Stockholm, Bamatter of Geneva, Leraoine of Paris, and 
Guassardo of Turin. Enrolment fee is 750 pesetas. For informa¬ 
tion address the Clinic of Pediatrics, Courses for Postgraduates, 
Faculty of Medicine of Santiago de Compostela, Spain. 

International Venereal-Disease Control Center.—The first inter¬ 
national model center for venereal-disease control among sea- 
opened in Rotterdam December 21. The center will provide 
facilities for study and demonstration of recently-developed 
techniques of venereal disease control, with particular concern 
for problems of seafarers. Short training courses will be set up 
for medical officers, nurses, laboratory technicians, and medical 
social workers from many countries. Study groups will be as¬ 
signed to investigate various problems of maritime venereal 
disease control. The World Health Organization will provide 
the necessary technical personnel, fellowships for training 
materials. The Netherlands will make avail¬ 
able the facilities of a special polyclinic in the Rotterdam Mart- 
Rotterdam has been chosen as the site for 
)S first mternational port demonstration project because it is 
e argest European port of reception for overseas shipping as 
e as the terminus for most shipping coming up the Rhine 
vcr rom as far inland as Basel, Switzerland. The project will 
technical center for the recently organized Rhine 
r Anti-Vencreal-Disease Commission. The new center will 
direction of Dr. E. H. Hermans, director 
,ot the Maritime Health Center. 


MEETINGS 


American Acauemv of Allergy, Hotel Sherman, Chicaeo, Feb. 1S-2Q. 

Dr. Ben Z. Kappaport, 208 East Wisconsin Ave., Milwaukee 2, Secretary. 
American Acmiemv oe Forensic Sciences. Biltmore Hotel, Atlanta, Ga., 
March 6-B, Prof, R.alph F. Turner, Michigan State College Dept, of 
Police Administration, East Lansing, Mich., Secretary. 

American Academy of General Practice, Atlantic City, N. J.. March 
24-27. Mr. Mac F. Cahal, 406 West 34th St., Kansas City 2, Mo., Execu¬ 
tive Secretary. 

American Association of Anatomists, Providence. R. I., March 19-21, 
Dr. Normand L. Hoctr. 2109 Adeibctt Road, Cleveland 6, Secretary. 
American Association of Railway Surgeons, Drake Hotel, Chicago, 
April 1-3. Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Secretary. 

American Congress on Obstetrics and Gynecology, Netherlands-Plaza 
Hotel, Cincinnati, March 31-ApriV 4. Dr. Luetia E. Nadetholter, H6 
Soutli Michigan Ave., Chicago 3, Secretary. 

American Psychosomatic Society, Chicago, March 29-30, Dt. Sydney G. 

Margolin, 7t4 Madison Ave., New York 2), New York, Secretary. 
Annual Congress on-Medical Education and Licensure, Palmer House, 
Ciiicago, Feb, 11-12. Dr. Donald G. Anderson, 535 N. Dearborn St., 
Chicago 10, Secretary. 

Central Surgical Association, Toronto, Can., March 6-8. Dr. lames T. 

Priestley, 102 Second Avenue S.W., Rochester, Minn,, Secretary. 
Chicago Medical Society Annual Clinical Conference, Palmer House, 
Chicago, March 4-7. Dr, Walter C. Bornemeier, 86 East Randolph St., 
Chicago ). Secrelary. 

Michigan Clinical Institute, Book-Cadillac Hotel, Detroit, March 12-14, 
Dr. H. G. Cummings, 606 Townsend St., Lansing IS, Chairman. 
Missouri State Medical Association, St. Louis, March 30-Aptil 2. Dr. 

H. E. Peicrscn, 634 North Grand Blvd., St. Louis 3. Secretary. 

National Conference on Medical Service, Palmer House, Chicago, Feb. 
to. Dr. Harlan A. English, 139 North Vermilion St., Danville, Ill., 
Secretary. 

National Conference on Rural Health, Shirley-Savoy Hotel, Denver, 
Feb. 28-Mar. 1. Dr. F. S. Crockett, 535 North Dearborn St., Chicago 10, 
Chairman. 

New Orleans Graduate Medical Assembly, Municipal Auditorium, New 
Orleans, March 10-13. Dr. Woodward D. Beacham, 1430 Tulane Ave., 
Room 105, New Orleans 12, Secretary. 

North Pacific Society of Internal Medicine, Portland, Ore., March 22. 

Dr. R. L. King, 1115 Terry Ave., Seattle 1, Secretary. 

Sectional Meetings, American College of Suroeons: 

Atlantic City, N. J., Chaitonte-Haddon Hail, Fch. lV-12. Di. David B. 

Aliman, 104 St. Chaiies Place, Atlantic City, Chairman. 

Quebec, Can., Chateau Frontcnac, Feb. 18-19. Dr. Paul A. PoUquin, 
7l St. Ann St., Quebec, Can., Chaitman. 

Minneapolis, Radisson Hotel, March 24-26. Dr. Harvey Nelson, 78 South 
9th St., Minneapolis 2, Chairman. 

Vancouver, B. C., Vancouver Hotel, March 31-April 4. Dr. J. Russell 
Neitson, 925 West Georgia St,, Vancouver, B. C,, Chairman. 
Southeastern Allergy Association, Augusta, Ga., March 21-22. Dr. 

Katharine B. Macinnis, ISIS Bull St., Columbia 49, S. C., Secretary. 
Southeastern Section, American Urological Association, Boca Raton, 
Fla., April 2-5. Dr. Russell B. Carson, Sweet Bldg., Fort Lauderdale, 
Fla., Secretary. 

Southeastern Surgical Congress, Atlanta, Ga., March 10-13. Dr. 

Benjamin 3. Beasley, 701 Hurt Bldg,, Atlanta 3, Ga., Secrelary. 
Southwest Allergy Forum, Hotel Baker, Dallas, Texas, March 24 Dr. 

.James Holman, Medical Arts Bldg., Dallas, Secretary. 

Tri-States Medical Association' of the Carolinas and Virginia, Roan¬ 
oke, Va., Feb. 18-19. Dr. James N. Northington, 306 North Tryon St.. 
Charlotte 2, N. C.. Secretary. 

United States-Mexico Border Publtc Health Association, Monterrey. 
Nuevo Leon, Mexico, March 17-19. Dr. J. C. Ellington, 314 D. S. Court 
House, El Paso, Texas, Secretary. 

Western Society of Electro-EncephalOgraphy, Del Monte Lodge, Peb¬ 
ble Beach, Calif., March 2-3. Dr. Nicholas A. Bercel, 450 North Bedford 
Drive, Beverly Hills, Calif., Secretary. 

international 

Australasian Medical Congress, Melbourne Victoria, Australia, Aug. 
22-30. Dt. C. H. Dickson, Medical Society Hall, 426 Albert St., East 
Melbourne. Victoria, Australia, Hon. General Secretary. 

Commonwealth and Empire Health and Tuberculosis Conference 
Central Halt, London, England, July 8-13. Dr. J. H. Harley Williams! 
Tavistock House North. Tavistock Sq., London, W.C.l, England, Sec¬ 
retary General. 

Congress of the International Diabetes Federation, Leyden, Nether¬ 
lands. July 7-12. Dr. F. Gerritzen, 33. Prinsegracht, The Hague, Nether¬ 
lands, Secretary. 

European Society of Cardiovascular Surgery, Strasbourg, France, Oct 
34, Sir James Learmonth, Department of Surgery. Universitv ’ Neaj 
Buildings, Edinburgh 8, Scotland. ^ 

Interamerican Cardiological Congress, Buenos Aires, Argentina Aug 
3t-Sept. 7. Dr. Bias Moia, Larrea 1132, Buenos Aires. Argentina 
Secretary-General. 

Inter-American Congress of Public Health, Havana, Cuba, Sepi, 27- 
Oct. 1. Pan-American Sanitary Bureau, 2001 Connecticut Ave. Wash¬ 
ington, D. C. 

Inter-American Congress op Radiology, Mexico City, Mexico, Nov 2-6 
Dr. Guido Torres Martinez. Maisella No. 11, Mexico, D.F., Secretary- 
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iN^RNA-noNAT. Coi-LEGE OP SURGEONS, Madrid, Spain, May 20-24. Dr. 
Max Tliorek, 850 West Irving Park Road, Chicago, Ill., U. S A 
Secretary-General. > n... 

International Congress op Comparative Pathology, Madrid, Spain 
Secretary^' Fernando V1.8, Madrid,, Spain! 

International Congress op Dermatology and Syphilologv, London 
England, July 21-26. Dr. Gordon B. Mitcheil-Heggs, S, Lisle St., 
London, W.C.2, England, General Secretary. 

International Congress on Diabetes, Leyden, The Netherlands, July 
7-12, Dr. F. Gerritzen, 33, Prinsegracht, The Hague, Netherlands. 

International Congress of Haematology, Mar del Plata, Ai-gentwa, 
Sept. 21-26. Dr. Carlos Reussi, Anchorena 1710, Buenos Aires, Argen¬ 
tina, Secretary. 

International Congress of Health Technicians, Palais de la Mutualite, 
Paris, France, June 9-14. Secretariat General, 6 Square Desaix, Paris 
XV», France. 


International Congress of Internal Medicine, Friends House, London, 
N.W.I, Eng. Sept. 15-18, Sir Harold Boldero, 12 Pall Mali East,’ 
London, S.W.l, England, Secretary. 

International Congress of Legal and Social Medicine, Berne, Switzer¬ 
land, April 15-lS. Prof. J. Deleting, 20, Buhlstrasse, Berne, Switzerland. 
International Congress on Neuropathology, Rome, Italy, Sept. 8-15. 
Dr. Armando Ferraro, 722 W, 168th SL, New York, N. Y., U. S. A.', 
Secretary General. 


International Congress of Oto-neuro-ophthalmology, Lisbon, Portugal, 
April 22-26. Prof. Diogo Furtado, Sorvico dc Neurologia, Hospital dos 
Capuchos, Lisbon, Portugal, General Secretary. 

International Congress of Physical Medicine, London, England, July 

14- 19. Dr. A. C. Boyle, 45, Lincoln’s Inn Fields, London, W.C.2, 
England, Hon. Secretary. 

International Congress for Thermalism and Climatothalassotherapy, 
Nice-Cannes, France, April 3-8. 

International Union Against Tuberculosis, Kio de Janeiro, Brazil, 
Aug. 24-27. Prof. Etienne Bernard, 66 Blvd, St. Michel. Paris 6e, France, 
Secretary-General. 

International Society of Geographic Pathology, Li&ge, Belgium. July 

15- 18. Dr. Fred C. Roulet, Habelstr. 24, Basel, Switzerland, Secretary 
General, 

Latin American Congress of Physical Medicine, Panama City, R. P., 
Feb. 24-29. Dr. Cassius Lopez de Victoria, 176 East 7lst St., Hew York, 
N. Y., U. S. A., Executive Director. 

Heuroradiqlqqic Symposium, Stockholm, Sweden, Sept. 17-20. Docent 
Ake Lindbom, Symposium Heuroradiologicum, Seiafimerlasaiettet, Stock¬ 
holm K., Sweden, Secretary. 

Pan-American Congress of Gastroenterology, Mexico City, D.F., May 
11-17. Dr. R. Flores-Lopez, Cal/e Dr. Balmis, No. 148, Mexico City, 
D.F., Secretary. 

Pan-European Congress of Gastroenterology, Bologna, Florence and 
Rome, Italy, April 20-26. Prof. Guido Bassi, Policlinic of St. Orsola, 
Bologna, Italy, Secretary. 

VoRLD Medical Association, Athens, Greece, Oct. 12-16. Dr. Louis H. 
Bauer, 2 East I03d St„ New York 29, N. Y., Secretary General 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 

Alabama: Examinaiion. Montgomery, June 24-26, 1952. Sec.. Dr. D.- Q. 

Gill, 537 Dexter Ave., Montgomery 4. 

Alaska;* Examiiiatioit. Juneau, March 4. Also on application in other 
towns where tliere are board members. Reciprocity. On appiication. Sec., 
Dr. W. M. Whitehead, Box 140, Juneau. 

Arizona;* Examination. Phoenix, April 15-17. Reciprocity. Phoenix, April 
19. Sec., Dr. J. H. Patterson, 316 W. McDowell St., Phoenix, 
Arkansas:* Examination. Regular. Little Rock, June 5-6. Sec., Dr. Joe 
Verser, Harrisburg. Homeopathic. Little Rock. June 10-11. Sec., Dr. 
Carl S. Bungart, 105 N. I4th St., Fort Smith. Eclectic. Little Rock, June 
5-6. Sec., Dr. Frank C. Smith, 2301 Broadway, Little Rock. 

CAiiroRNiA: Written. Los Angeles, Feb. 18-21-, San Francisco, June 23-26; 
Los Angeles, Aug. 18-21; Sacramento, Oct. 20-23. Application must be 
received at least two weeks prior to date of examination. Ornl for Reci¬ 
procity /Ipplicniiis. Los Angeles, Feb. 16; San Francisco, June 21; Los 
Angeles, Aug. 16; San Francisco, Nov. 8. Applicants are requested not 
to arrange to come to an oral examinaiion until they receive notice from 
the Credentials Committee. Oral and Clinical jor Foreign Medical School 
Graduates. Los Angeles, Feb. 17; San Francisco, June 22; Los Angeles, 
Aug. 17; San Fianciscq, Hov. 9. Sec., Dr. Frederick H- Scatena, 1020 N 
St., Sacramento. 

Colorado;* Examination. Denver, June 10-12. Final date for filing appli¬ 
cation is May 12. Reciprocity. Denver, April 8, Final date for filing ap¬ 
plication is Mar. 10, Sec,, Dr. Samuel H. Brown, 831 Republic Bldg., 
Denver. 

CoNSi-CticuT.* Regular Exoniiimdon. Hartford, March 11-12. Sec. to the 
Hoard, Dr. Creighton Barker, 160 St. Ronan St., New Haven. Homeo- 
piiihtc ExuiiilMdiloii. Derby, Match 11. Sec. Dr. Donald A. Davis, 38 
f'.hiahtth St., Ucthy. 

Dll aware-, Dovet, July 8-10. Sec., Dt. Joseph S. McDaniel, 229 South 
State St., Dover. 

DtstRKH or CoiUMtiiA:* Reciprocity. Washington Match fO. See., Dr. 
Daniel L. Scckiitgcr, 4130 E. Municipal Bldg,, \Vashington. 


J.A.M.A., Feb. 9; 1952- 


Florida;* Examination. Jacksonville, June 29-July 1. Sec., Dr Homer r 
Pearson. 701 Dupont Bldg., Miami. " 

Georgia; Atlanta and Augusta, June. Sec., Mr. R. C. Coleman in Sfue 
Capital, Atlanta 3. 

Guam; The Commission on Licensure will meet whenever a candidue 
Agan”* submits his credentials. Ex. Sec., Dr. John K. Battenficid' 


Idaho; Boise, July 14-16. Sec., Mr. Armand L. Bird, 305 Sun Bldg Boise 
iLLiONOs: Examination. Chicago, April 1-3, June 24-26 and Oct. 7-9. Sum' 
of Regis., Mr. Charles F, Kervin, Capitol Bldg., Springfield. ’ ‘ • 

Indiana; Indianapolis, June 1952. Sec., Dc. Paul R. Tindall, 1138 K of P 
Bldg., Indianapolis 4. 

Io\va;» Examination. Iowa City, June 9-U. Sec., Dr. M. A. Roval SOR 
Fleming Bldg,, Des Moines. 

Kansa.s; Kansas City, June 4-5. Sec., Dr. O. W. Davidson, 864 New 
Brotherhood Bldg., Kansas City. 

Kentucky; Examinaiion. Louisville, June 4-6. Sec., Dr, Bruce Underwood 
620 S. Third St.; Louisville. 

Maine; Portland, March 11-12, Sec., Dr. Adam P. Leighton, 192 Stale St 
Portland. ’’ 

Maryland; Examination. Baltimore, June 17-20. Sec., Dr. lewis P. 

Gundry, 1215 Cathedral St., Baltimore. 

Michigan;* Examination. June. Sec., Dr. J. E, McIntyre, 100 W. Allegan 
St., Lansing 8. 

Minnesota; Minneapolis, April 15-17. Sec., Dr. Julian F. DuBois, 230 
Lowry Medical Arts Bldg,, St. Paul 2. 

Missouri; Examination, Jefferson City, Feb. 19-21. Reciprocity. Jefierson 
City, Feb. II. Exec. Sec., Mr. John A. Hailey, Box 4, State Capitol 
Bldg., Jefferson City. 

Montana; Helena, April 1. Sec., Dr. S. A. Cooney, 214 Power Block, 
Helena. 

New Hampshire; Concord, March 12-13. Sec., Dr. John S. Wheeler, State 
House, Concord. 

New Jersey; Examination. Trenton, June 17-20. Sec., Dr, E. S. Hallinger, 
28 W. State St,, Trenton. 

New Mexico:* Santa Fe, April 14-15. Sec., Dr. Charles J. McGoey, Coro¬ 
nado Bldg., Santa Fe. 

North Carolina; Reciprocity. Pinehurst, May 5. Sec., Dr. Joseph J. 

Combs, 716 Professional Bldg,, Raleigh. 

North Dakota; Examination. Grand Forks. July 9-U. Reciprocity. Grand 
Forks, July 12, Sec., Dr. C, J. Glaspel, Grafton, 

Ohio; Examination. Columbus, June 17-20. Reciprocity. Columbus, April 1. 

Sec.. Dr. H. M. Platter, 21 W. Broad St„ Columbus IS. 

Oklahoma;* Examination. Oklahoma City, June 4-5. Sec., Dr. Clinton 
Gallaher, 813 Braniff Bldg., Oklahoma City. 

Oregon;* Reciprocity. Portland, April 18-19. Examination. Portland, July. 

Exec. Sec., Mr. Howard I. Bobbitt, 609 Failing Bldg., Portland. 
Puerto Rico: Examination. San Juan, March 4. Sec., Mr. Luis Cueto 
Coll, Box 3717, Santuice. 

Rhode Island;* Examination. Providence, April 3-4. Sec., Mr. Thomas B. 

Casey, 366 State Office Bldg,, Providence. 

South Carolina; Reciprocity. Columbia, Match 3 and April 7. Sec., Dt. 

N. B. Heyward, 1329 Blanding St., Columbia. 

South Dakota;* Rapid City, July 15. Sec., Dr. C. B. MeVay, Yankton 


Clinic, Yankton. 

Pennessee;* Examination. Memphis, March 26-27. Sec., Dr. H. W. Qualls, 
1635 Exchange Bldg., Memphis. 

Fexas; Fort Worth, June 19-21. Sec., Dr. M. H. Crabb, 1714 Medical Arts 
Bldg., Fort Worth. , 

Examination. Salt Lake City, July* Asst. Dir., Mr. Frank E. Lees, 
314 State Capitol Bldg., Salt Lake CHy 1. 

VlROlNiA- Exnminntioii. Richmond, June 12-14. Reciprocity. Richmond, 
June 11. Sec., Dr. K. D. Graves, 631 First St., S.W., Roanoke. 

Virgin Islands; St. Thomas, June 4-5. Sec., Dr. Earle M. Rice, St. 

West Virginia; Charleston, April 7-8. Sec., Dr. H. H. Dyer, State Office 
Bldg. No. 3, Charleston 5. . c 

Washington: Seattle, July. Sec., Mr. Edward C. Dohm, Department of 




lARDS OF EXAMINERS IN THE BASIC SCIENCES 

aska; Examination. On application. Juneau or other towns in Territory 

IS decided by Board. Reciprocity. On application. Sec., Dr. C. ban 

uzoNA:'Ti^son!^March Ts. Sec., Mr. Herbert D. Rhodes, University of 

lorTdo: Denvet, March 5-6. Examination. Sec,, Dr. Esther B. Siaiks, 

STOIC? OT^"coLUMBmrkmmM«(ion. Washingtom April 21.2L Sec., Dr. 
Daniel L. Seckinger. 4130 E Municipal Bldg., Washmgton, H C. 
orida; Gainesville. June 7. Examination. Sec.. Mr. M. W. Emmei, u 
340 University of Florida, Gainesville. r^inher 

-lahoma; Examination. Oklahoma, April 14. Sec., Dr. Clinton Gallaher, 

813 Braniff Bldg., Oklahoma City- ^ 

.EGON- Examination. Portland, March 1, June 7, Sept. 6 and we • 
SecTbr CharkrD. Byrne, State Board of Higher Education, University 

ioD?'riLTND?'providence, Feb. 13. 

fessional Regulation. Mr. Thomas B. Casey, 366 Stale Office 

fNNElsSrExmuinnti-on. Memphis and Nashville. March 20-21, Sec.. Dr. 

O. W. Hyman, 874 Union Ave., Memphis. Wikon 306 NaHc 

7 x;srAustin. April. Examination. Sec.. Bro. Raphael Wilson. 3U0 

n^^stTTxaminamn. Madison. April 5, and Milwaukee. June 7. Sec., 


i^asic Science Certificate required. 
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DEATHS 


Edgar ErsWne Hume, Major General, MC, U. S. A. (retired), 
until recently chief surgeon of the Far East Command, died in 
Waller Reed Hospital, Washington, D. C., January 25, aged 62, 
of dissecting aneurysm of the abdominal aorta. General Hume 
was born in Frankfort, Ky., Dec. 26, 1889, graduated from 
Centre College, Ky., in 1908. and took his medical degree at 
■Johns Hopkins University, Baltimore, in 1913. He studied public 
health and tropical medicine at Harvard and Massachusetts In¬ 
stitute of Technology, and graduated from the Infantry School 
in 1924; from the Infantry School Advanced Course in 1932; 
from the Army Command and General Staff School in 1936, 
and from the Army War College in 1938. He was certified 
by the American Boards of Psychiatry and Neurology and 
Internal Medicine. 

General Hume joined the regular Army Medical Corps in 

1916, was an honor graduate of the Army Medical School in 

1917, then became executive officer of the Division of Sanita¬ 
tion in the Surgeon General’s Office. He was soon sent overseas, 
was later in command of all United States hospitals in Italy, 
served with the British Expeditionary Forces in 1918, and served 
on the Western Front during the Meuse-Argonne and Saint 
Mihiel oftensives. After the war he was chief medical officer 
and head of the American Red Cross staff in Serbia, where he 
successfully combated a typhus epidemic and received his first 
Distinguished Service Medal. He directed refugee operations in 
the Baltic countries. Returning to the United States'in 1920, 
General Hume was assigned to the Army Laboratory for New 
England in Boston and held various other assignments prior to 
World War II. He was editor of the Index Catalog;, Army Medi¬ 
cal Library, Washington, D. C., 1922-1926; medical inspector 
of the Infantry School at Fort Benning, Ga., 1926-1930; in¬ 
spector for the Massachusetts and New Hampshire National 
Guards 1930-1932; librarian for the Army Medical Library 
1932-1936; director of administration. Medical Field Service 
School, Carlisle, Pa., 1937-1942, and commanding officer at 
Winter General Hospital in Topeka, Kan., the following year. 
Early in World War II he was assigned to the General Staff 
Corps in North Africa for military "government planning of 
the invasion of Sicily and Italy. He became chief of public health 
in Sicily and chief of Allied Military Government of the Fifth 
Army in the Mediterranean theatre, heading successively mili¬ 
tary governments in Naples, where he halted a typhus epidemic, 
in Milan, Rome, Florence, and other major Italian cities. He 
remained in Europe as chief of the Military Government of the 
U. S. Zone in Austria from 1945-1947 when he became chief 
of the orientation branch, Department of the Army. In 1948 
he was promoted to the rank of brigadier general and to major 
general in 1949. General Hume went to Tokyo in July, 1949, 
as chief surgeon of the Far East Command and subsequently 
was appointed to the additional post of surgeon of the United 
Nations Command in Korea. He returned to the U. S. last No¬ 
vember and retired December 31. 

General Hume was one of the most decorated medical officers 
in United States history. He had been awarded two Distinguished 
Service Medals, the Silver Star with two clusters, the Legion 
of Merit, the Soldier’s Medal, Army Bronze Stars, a Navy Bronze 
Star, the Purple Heart, and the Bali Grand Cross of the Sovereign 
Military Order of Malta, He had received the U. S. Typhus 
Medal, the Sir Henry Wellcome Prize (1933), the Founder’s 
Medal of the Association of Military Surgeons, 1941, the Aztec 
Eagle for services and work on military medicine in 1943, and 
the Gorgas Medal in 1948. He was the Army delegate and na- 
to the International Congress of Military 

ledicinc in Paris in 1925 and to nine other meetings of the con¬ 
gress. General Hume had degrees and honors from various uni¬ 
versities in the United States and in eight foreign countries. He 

e decorations from 37 countries in Europe and Latin America, 
II s'durer in medical history at Georgetown University and 

e University of Kansas, was an honorary pro' f'' 

Indicates Fellow ol the American Medical Association. 


University of Warsaw, honorary colonel of the Royal Serbian 
Army, and honorary citizen of 40 Italian and Austrian cities. 
He was a fellow of the American Academy of Arts and Sci¬ 
ences, the Royal Society of Edinburgh, Royal Society of Tropi¬ 
cal Medicine and Hygiene, American College of Surgeons, 
American College of Physicians, and the American Public Health 
Association. His memberships in societies included the Ameri¬ 
can Medical Association, Royal Italian Society of Hygiene, 
Society of Antiquaries of Scotland, academies of science of 
Spain, Mexico and Philadelphia, and the academies of medicine 
in Rome and Washington. He was secretary (1923-1924) and 
president (1947-1948) of the Association of Military Surgeons 
of the United States. At one time he was editor of The Military 
Surgeon and an associate editor of the Annals of Medical His¬ 
tory. General Hume was a member of many other clubs and 
societies in this country and abroad, including the Society of 
Cincinnati (vice-president-general 1951), Aztec Club, of which 
he was president, and Delta Omega (founder and national presi¬ 
dent in 1926). He was the author of many books and papers 
including the “Medical Book of Merit,” “Victories of Army 
Medicine,” and was a contributor to the Encyclopedia Britan- i 
nica. Encyclopedia Americana, “Tice’s Practice of Medicine,” 
and the “Dictionary of American Biography.” 

Farrell, LcRoy Francis ® Captain, U. S. Navy, retired, Santa 
Monica, Calif.; Tufts College Medical School, Boston, 1925; 
commissioned a lieutenant (j.g.) in the medical corps of the regu¬ 
lar Navy on June 4, 1925, and was assigned to the Naval Hos¬ 
pital, Boston, for his internship; attained the rank of captain on 
May 15, 1943; served at various Naval hospitals ashore and 
aboard ships of the fleet and at Asiatic stations; served as execu¬ 
tive officer of the Naval Hospital, Aiea Heights, T. H., Corpus 
Christi, Texas and Quantit^o, Va.; in 1948 was a staff member 
of the U. S. Naval Advisory Group, Survey Board, Nanking, 
China; served at the Naval Hospital and Naval Dispensary, 
Washington, D. C., from September, 1940, until December, 
1941, when he was transferred to the Naval Arnmunition Depot, 
Burns City, Ind.; after prolonged illness was placed on the 
retired list on Aug. 1, 1950; died November 29, aged 50. 

Dockery, Earl Edward @ Medical Director, Captain, U. S. 
Navy, retired, Norfolk, Va.; born at Fond du Lac, Wis., Jan. 
24, 1891; Chicago College of Medicine and Surgery, 1917; en¬ 
rolled in the medical corps of the U. S. Naval Reserve as a lieu¬ 
tenant (j.g.) on March 2, 1918 and was commissioned in the 
regular Navy Medical Corps in September, 1919; served at vari¬ 
ous Naval hospitals ashore and aboard ships of the fleet and at 
the Bureau of Medicine and Surgery, Washington, D. C., from 
April, 1942, until August, 1943, at which time he was transferred 
to the Naval Operating Base, Norfolk, Va.; retired Aug. 1, 1945; 
died in U. S. Naval Hospital, St. Albans, ll I., N. Y., November 
26, aged 60, of myocardial infarction. 

Adams, Charlie, Cordele, Ga.; Emory University School of 
Medicine, 1925; member of the American Medical Association; 
formerly a member of the city commission; past president of the 
Crisp County Chamber of Commerce; died November 2, aged 51. 

Burkhardt, Charles Frederick, Biloxi, Miss.; Kentucky School 
of Medicine, Louisville, 1893; served during World War I; died 
in the Veterans Administration Center November 6, aged 83, 
of cerebral vascular accident. ’ 

Butterfield, Clifford Allen ® Medford, Mass.; Tufts College 
Medical School, Boston, 1922; member of the board of health; 
served during World War I; on the staff of Lawrence Memorial 
Hospital; died in Lake Saboa, Burlington, Me., November 8 
aged 59, in an airplane crash. 

Curtis, George Natlianiel ® Salt Lake City; Northwestern Uni¬ 
versity Medical School, Chicago, 1913; past president and sec¬ 
retary of the Utah State Medical Association; served as 
director of the Salt Lake County C 
er 20, aged 70, of coronary 
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Dickerso^ Lucian Brown, Clearwater, Fla.; Louisville (Ry.i 
Medical College, 1903; past president of the Pinellas County 
JV^dical Society; member of the American Medical Association- 
affiliated with Morton F. Plant Hospital; served during World 
War I; died in Homosassa Springs November 3, aged 75, of 
coronary occlusion. 

Du Four, Emery Holmes, Chicago; University of Illinois Col¬ 
lege of Medicine, Chicago, 1914; died December 23, aged 69, 
of chronic myocarditis. 

Eisenberg, Joseph Johns ® Milwaukee; George Washington 
University School of Medicine, Washington, D. C., 1914; also a 
graduate in pharmacy; served during World War I; police sur¬ 
geon; affiliated with St. Joseph’s, Mount Sinai, and West Side 
hospitals; died November 11, aged 61, of coronary thrombosis. 

Gates, Adam John ® Tigerton, Wis.; Northwestern University 
Medical School, Chicago, 1905; an Associate Fellow of the 
American Medical Association; served during World War I; 
formerly member of the state board of medical examiners; for 
many years village president; member of the board of education; 
died in the Veterans Administration Hospital, Wood, November 
5, aged 74, of arteriosclerosis. 

Hall, James Lafayette ® Vicksburg, Miss.; University of Ten¬ 
nessee College of Medicine, Memphis, 1936; served overseas 
during World War II; on the staff of the Lutheran Hospital; died 
November 17, aged 44, of carcinoma of the lung. 

Harlan, Delly Lee ® Clarence, Mo.; Washington University 
School of Medicine, St. Louis, 1925; served during World War 
I; member of the school board; affiliated with Samaritan Hospi¬ 
tal in Macon, where he died November 12, aged 53, of cardio¬ 
renal vascular disease. 


Harris, Harry George, Los Angeles; Detroit College of Medi¬ 
cine, 1904; died November 10, aged 70, of coronary thrombosis. 


Invin, George Howard, Lodi, Wis.; Rush Medical College, Chi¬ 
cago, 1888; member of the American Medical Association; for 
many years health officer for the villages of Lodi and Okee and 
the townships of Lodi and West Poifit; died November 6, aged 
83, of heart disease. 

Kewer, Leo Thorne, Westwood, Mass.; Tufts College Medical 
School, Boston, 1913; member of the New England Society of 
Psychiatry; served overseas during World War I; formerly asso¬ 
ciated with the Veterans Administration; died in the Norwood 
(Mass.) Hospital November 24, aged 63, of acute coronary 
disease. 


Knowles, Roy Frank, Brentwood, Mo.; National University of 
Arts and Sciences Medical Department, St. Louis, 1915; member 
of the American Medical Association; at one time health officer 
of Phelps County in Rolla; formerly associated with the U. S. 
Public Health Service Reserve; died November 7, aged 61, of 
cerebral hemorrhage. 


Lee, Joshua Mordecai, Denver; Boston University School of 
Medicine, 1923; also a graduate in pharmacy; member of the 
American Society of Physical Medicine, American Congress of 
Physical Medicine, and the Association of Military Surgeons of 
the United States; served overseas during World War II; for over 
four years chief of physical medicine and rehabilitation in the 
Veterans Administration; died November 30, aged 57, of acute 
coronary thrombosis. 


Levin, Alexander, Chicago; The General Medical College, Chi¬ 
cago. 1924; died November 25, aged 56, of cerebral hemorrhage. 


^■evy, Maurice ® Denver; University of Toronto Faculty of 
Medicine, Toronto, Onl., Canada, 1912; member of the Ameri¬ 
can Trudeau Society; on the staff of Mercy Hospital, where he 
'e Novemhev 14, aged 61, of coronary disease. 

^ttlu^r, St. Louis; Meharry Medical College, 
No-ei/u";’ '"Homer G. Phillips Hospital 

’ cl pulmonary tuberculosis. 

I'v'r’T'colw 'orMed?“^'''"’ Washington, N. Y.; Long 

Medical llxaminevs seivtA National Board 

v.ilh Nassau World War II; 

P '"kl\neo\jj died in Manhasset 


D. 

Di 
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(N, Y.) Medical Center Hospital November 18, aged 36 of 
coronary occlusion. ’ ' 

Lippincotf, George Coote ® Lieutenant, U. S. Navy, retired 
Salem, N. J.; lefferson Medical College of Philadelphia, 1875- 
also a graduate in pharmacy; entered the U. S. Navy on Sept’ 
28, 1875, and retired December, 1886, because of incapacity re¬ 
sulting from an incident of service; died November 21, aged 101. 

Lucjis, Arganey L’Avnire ® Chicago, Meharry Medical College 
Nashville, Tenn., 1911; on the staff of the Provident Hospital- 
past president of the Meharry Alumni Association; died Decem¬ 
ber 16, aged 63, of bronchogenic carcinoma. 

Lynn, Isaac Wesley, Desert Hot Springs, Calif.; Trinity Medical' 
College, Toronto, Ont., Canada, 1904; member of the American 
Medical Association; died November 16, aged 80, of a heart 
attack. 


McEwen, Mary Gilruth ® Evanston, Ill.; Northwestern Uni¬ 
versity Woman’s Medical School, Chicago, 1898; an Associate 
Fellow of the American Medical Association; fellow of the 
American College of Surgeons; formerly professor of clinical 
gynecology at the University of Illinois College of Medicine; 
affiliated with St. Francis Hospital; in 1914 was made chairman 
of social hygiene of the General Federation of Women’s Clubs; 
died November 28, aged 79, of cerebral thrombosis and 
pneumonia. 


McGoldrick, Lynn Pope, Salt Lake City; University of Illinois 
College of Medicine, Chicago, 1931; died November 24, aged 49. 

Maercklein, Otis William Charles, Milwaukee; Marquette Uni¬ 
versity School of Medicine, Milwaukee, 1917; member of the 
American'Medical Association and the Industrial Medical Asso¬ 
ciation; died in Milwaukee Sanitarium, Wauwatosa, November 
6, aged 61, of arteriosclerotic heart disease, cerebral arterio¬ 
sclerosis, and pneumonia. 

Marks, Joseph Millard, Valley Falls, Kan,; University Medi¬ 
cal College of Kansas City, Mo., 1906; member of the Ameri¬ 
can Medical Association; past president of the Jefferson County 
Medical Society; for many years county health officer; served 
in France during World War I; affiliated with St. Francis Hos¬ 
pital in Topeka; died in Research Hospital, Kansas City, Mo,, 
November 3, aged 69, of leukemia. 

Masterton, Edward Lincoln @ Chicago; University of Illinois 
College of Medicine, Chicago, 1923; served during World War 
I; on the staff of South Shore Hospital and Illinois Central Hos¬ 
pital, where he died December 10, aged 55, of cerebral hemor¬ 
rhage and hypertension. 

Mavity, David Everett Hunt, Fowler, Ind.; Gross Medical 
College, Denver, 1892; member of the American Medical As¬ 
sociation; honorary president of the Benton County Tuberculosis 
Association, which he organized in 1912; served as county health 
officer; died in St. Elizabeth Hospital, Lafayette, November 16, 
aged 71, following fracture of the left femur as the result of a 
fall, and carcinoma of the bowel with liver involvement. 

May, Henry Francis, Chicago; Chicago College of Medicine 
and Surgery, 1917; died in St. Anthony de Padua Hospital 
November 26, aged 72, of cerebral vascular accident and 
arteriosclerosis. 

Rhymes, Ray Lewis ® Meridian, Miss.; Emory University School 
of Medicine, Atlanta, 1933; member of the Southeastern Surgi¬ 
cal Congress; fellow of the American College of Surgeons; on 
the staff of Riley’s Hospital, where he died November 28, aged 
41, of coronary occlusion. 


DIED WHILE IN MILITARY SERVICE 

Hooker, Edgar Frank ® Commander, U. S. Navy, Phila¬ 
delphia; Temple University School of Medicine, 
Philadelphia, 1929; specialist certified by ‘he American 
Board of Otolaryngology; served during World War u, 
later entered the medical corps of the regular Navy, 
medical officer in charge of veterans outpatient service, 
U S. Naval Hospital, where he died October 8, aged oi, 
of cerebral hemorrhage and arteriolar nephrosclerosis. 
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ARMY 

Orientation Conferences for Reserve Omeers—^The Second 
Army Surgeon, Brig. Gen. Alvin L. Gorby, and a group of 
specialists will conduct a series of orientation conferences for 
Army Medical Service reserve officers in the Second Army area 
during March, 1952. Following previous policy the Second Army 
is talcing the orientation conferences to the field so as not to 
infringe on the professional time of medical reserve officers by 
calling them to Army headquarters. A further convenience is 
that they are being held on weekends, with a starting time of 
1:30 p. m. The itinerary is as follows: Cleveland, March 15; 
Cincinnati, March 16; Philadelphia, March 22; Richmond, Va., 
March 23; Pittsburgh, March 29; and Baltimore, March 30. The 
agenda includes: 

Current Status of the Army Medical Service Reserve Program, Col. 
James B. Mason, MC, special assistant to the Surgeon General. 

Strategic Intelligence and World Affairs, G-2 representative. Head- 
quarters Second Army. 

The Army Medica\ Service in Rcliospecl, Brig. Gen. Aivin L. Gorby, 
Surgeon, Headquarters Second Army. 

Some Recent Advances in Army Medical Research, representative, Medi¬ 
cal Research and Development Board, Surgeon General’s OfTicc. 

One hour of the agenda has been set aside in order that the 
Army Medical Service reserve officers may hold separate corps 
meetings. As has been customary in previous conferences, a 
social hour and dinner are included in the agenda. The meetings 
will begin promptly at 1:30 p. m. Officers should arrive early 
in order to finish registration prior to the opening of the session. 
The orientation conference will close promptly at 9 p. m. 

Visit to Facilities in Panama and Puerto Rico.—Brig. Gen. Silas 
B. Hays, deputy Surgeon General, and Col. Robert L. Black, 
chief of the medical service corps, left Washington Jan. 28 on 
an inspection tour in the Panama Canal Zone and Puerto Rico. 
Both visitors gave special attention to mosquito control and 
other environmental sanitation measures recently adopted by 
health authorities in the Canal Zone following reports of jungle 
yellow fever in nearby Nicaragua, Costa Rica, and Panama. To 
date, Army and civilian personnel in the Canal Zone have been 
free of the disease, but authorities are studying new means of 
combating any outbreak should yellow fever be introduced 
among Americans in the area. 


NAVY 

Course in Special Weapons and Radioactive Isotopes on West 
Coast.—The first course of instruction in medical aspects of spe¬ 
cial weapons and radioactive isotopes, under the auspices of the 
Navy’s Bureau of Medicine and Surgery, to be given on the west 
coast, will convene at the Naval Station, Treasure Island, San 
Francisco, on March 3,1952. The course will provide inactive re¬ 
serve medical officers who reside in the llth, 12th, and 13th 
Naval Districts, information and techniques that are not avail¬ 
able to them as civilians. A similar course has been carried out 
at the Naval Medical School, Bethesda, Md., during the past 
three years. Problems likely to be confronted by medical and 
dental officers in the field of radioactivity will be presented, and 
techniques employed to counteract these problems will be 
discussed. 

Inactive reserve medical, dental, medical service, nurse corps, 
^d hospital corps officers residing in the llth, 12th, and 13th 
Naval Districts who desire to attend this course should submit 
their request for the six-day training duty to the commandant’s 
olhcc of their respective naval'districts at an early date. The 
acceptance of orders to attend this course of instruction will not, 
in any way, increase the possibility of involuntary recall to active 
outy of tfic personnel concerned. 


Award Legion of Merit to Dr. Charles Gcschlckter.—Dr. 
Charles F. Geschickter, commander, Medical Corps, U. S. 'Naval 
Reserve, has been awarded the Legion of Merit by the President 
"for exceptionally meritorious conduct in the performance of 
outstanding services to the Government of the United States 
during and subsequent to World War II. Recognizing the need 
by the medical profession for a reference book in pathology 
while serving as Director of the Department of Pathology in 
the Naval Medical School, Bethesda, Md., in 1944, Commander 
Geschickter assumed the responsibility of undertaking this work. 
He alone wrote the text and gave unstintingly of his time in edit¬ 
ing material for the ‘Color Atlas of Pathology.’ Commander 
Geschickter has thus contributed essentially to the advancement 
of medical science and brought distinguished credit to the United 
States Navy. His meticulous attention to detail, administrative 
ability, and devotion to the creation and publication of this work 
reflect the highest credit on Commander Geschickter and the 
United States Naval Service.” 

Award Bronze Star to Lf. Neal D. Sanborn.—^Lt. Neal D. 
Sanborn, MC, was presented the Bronze Star with Combat 
“'V” January 16, at the Naval School of Aviation Medicine, 
Pensacola, Fla. He was cited for heroic achievement in connec¬ 
tion with operations against the enemy while serving with a 
Marine artillery battalion in Korea on July 21, 1951. Serving, 
as battalion surgeon, he displayed outstanding courage and pro¬ 
fessional skill. When the battalion was subjected to intense enemy 
artillery and mortar fire, he fearlessly moved from position to 
position treating casualties and carrying them to positions of 
comparative safety. He refused to seek safety for himself until 
all wounded had been rendered aid. His bravery and coolness 
under fire were an inspiration to all who observed him, and his 
great professional ability was responsible for saving of many 
lives. Lieutenant Sanborn’s heroic actions were in keeping with 
the highest traditions of the United States Naval Service. Lieu¬ 
tenant Sanborn is presently undergoing training in aviation medi¬ 
cine that will lead to designation as a Naval Flight Surgeon. 


PUBLIC HEALTH SERVICE 

Dr. R. R. Spcnccr Retires.—Dr. R. R. Spencer retired on Janu¬ 
ary 31, after 37 years of service in the Commissioned Corps of 
the Public Health Service. Dr. Spencer’s career has been marked 
by many achievements, probably the most notable being his part 
in the development, with the late Dr. R. R, Parker, of a vaccine 
against Rocky Mountain spotted fever in 1922. The successful 
development of a vaccine against the disease was a great step 
forward in the control of infectious diseases and a boon to the 
populations of tick-infested areas. In 1930 Dr. Spencer’s exhibit 
on Rocky Mountain spotted fever won the American Medical 
Association’s gold medal at its convention in Detroit. 

Dr. Spencer has devoted more than a third of his career to 
the field of cancer. Detailed to the National Cancer Institute 
soon after its creation in 1937, he served first as executive assist¬ 
ant, then as assistant chief, and from 1943 to 1947 as director 
of the institute. In 1947 he was released from administrative 
duties to devote full time to cancer research and supervision of 
the institute’s professional training program. In 1944 he was 
awarded the Clement Cleveland Medal for his work in cancer 
health education. 

Dr. Spencer has accepted an appointment as a special lecturer 
in cancer to conduct .'eminars for physicians throughout the 
State of Virginia under the joint sponsorship of the State Medical 
Society, the Old Dominion Medical Society, the Virginia Di¬ 
vision of the American Cancer Society, and the University of 
Virginia. He assumed his new duties on February 1, and will 
spend the first six weeks in New York City visiting cancer clinics 
and hospitals to observe the practical application of the newest 
developments in cancer diagnosis and treatment. 
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ITALY 

National Convention of Internal Medicine_The 52nd National 

Convention of Internal Medicine was held in Rome, Oct. _17 
through 19, 1951, concurrently with the 53rd National Con¬ 
vention of the Italian Society of Surgery. Prof. Cesare Frugoni, 
director of the University of Rome Medical Clinic and chair¬ 
man of the society, was also chairman of the organizing 
committee. 

Obstructions of the Hepatic and Common Bile Ducts. _ 

Hepatic and common bile duct obstructions were discussed 
jointly with the Society of Surgery. Professor Sotgiu, of the 
University of Bologna, discussed the medical point of view. 
Obstruction causes bile stasis; this leads to an increase in pres¬ 
sure, dilatation of the biliary passages, disturbances of the 
hepatic parenchyma, with regurgitation of bile and cholemia, 
followed by all the well-known biochemical and clinical altera¬ 
tions. The most important complications of obstruction of the 
biliary passages are infection of the biliary passages and pan¬ 
creatic dysfunction. Symptoms of obstruction include the triad 
of pain, high temperature, and jaundice. Sometimes only two 
of the three aforementioned symptoms are present, and, in some 
instances, acute obstruction is monosymptomatic. There may 
also be concealed forms of incomplete chronic obstruction. The 
most important of these forms are painful obstruction without 
colic, dyspeptic obstruction, and pruriginous obstruction. The 
most important diagnostic procedures are duodenal catheteriza¬ 
tion, the secretin test, and the test with morphine, secretin, and 
sulfobromophthalein (bromsulphalein®) sodium, adopted in 
the Bologna clinic. Obstruction induced by true dyskinesia and 
inflammation can be cured without surgical Intervention. 

Diabetes. —Professor Antognetti, from the University of 
Genoa, and Professor Travia, from the University of Rome, 
discussed diabetes. Professor Antognetti explained the physio- 
lathology and the clinicopathogenic aspects of the disease and 
I 1 larized the latest studies and hypotheses regarding the inter- 
Th j metabolism of carbohydrates, fats, and proteins. He 
•I th'^sized the complex and numerous endocrine-sympathetic 
influences on intermediary metabolism. The hypophysis repre¬ 
sents an endocrine diabetogenic complex, but the adrenal cortex 
and the thyroid gland also contribute to the formation of the 
diabetogenic constellation. The pancreas, with its insulin secre¬ 
tion, prevails in the antidiabetogenic constellation, but the male 
sex hormones and the diencephalic centers also influence carbo¬ 
hydrate metabolism. Today, diabetes is considered a morbid 
syndrome in which the equilibrium between the diabetogenic and 
antidiabetogenic complexes is altered. 

Professor Travia discussed diagnosis, prognosis, and treatment 
of diabetes and diabetic coma. There are about 54,000 diabetics 
in Italy, and a similar number of persons have diabetes with¬ 
out knowing it. Diagnosis of diabetes rests mainly on labora¬ 
tory tests, glycemia, glycosuria, and glycemic curves. Coma is 
still considered the severest complication of diabetes; before the 
advent of insulin, it was the primary cause of death among 
diabetics. Acidosis is another important complication, and 
arteriosclerotic phenomena may also occur. The prognosis of 
diabetes has improved greatly since insulin was discovered, and 
the average life expectancy, which was 44.6 years in 1914, is 
today 64.5 years. A balanced diet is of great importance in the 
treatment of diabetes and should contain carbohydrates 41.9%, 
fats 47.6%, and proteins 10.5%, with the addition of comple¬ 
mentary factors, such as vitamins and salts. Another important 
factor in therapy is insulin administration, the average dose 
being 30 to 40 units daily. A mixture of slow acting insulin and 
regular insulin is now used. For patients with diabetic coma, 
modern authors suggest large doses of insulin (100 units) to be 
repeated after several hours if necessary. 


Tlio items in tlicse letters arc contributed by regular correspondents in 
the various foreign countries. 


PARIS 

Fourteenth Congress of the International Society of Surgery — 
l^he 14th Congress of the International Society of Surgery took 
at the Sorbonne and the Paris Faculty 
of Medicine, under the presidency of Prof. R. Leriche, assisted 
by Drs. Brando-Filho (Rio de laneiro), C. Crafoord (Stockholm) 
R. Dams (Brussels), and D. P. Phemister (Chicago), who served 
as vice-presidents. This meeting coincided with the 50th anni¬ 
versary of the International Society of Surgery. Over 800 dele¬ 
gates, representing most of the countries of the world, and more 
than 1,500 members were present. At the opening meeting. Pro¬ 
fessor Maccas (Athens) spoke on behalf of the foreign delegates. 
Professor Hartmann, doyen of the French surgeons, eulogized 
Ver Hoogen, president of the association, and Grey Turner, who 
presided over the last meeting. The scientific meetings included 
11 reports, followed by discussions, and nearly 80 individual 
communications, which were simultaneously translated into 
French, English, and Spanish and heard through individual 
receivers. 

Portal Hypertension.~A. H. Blakemore (New York), in dis¬ 
cussing portal hypertension, described early attempts to divert the 
portal circulation by direct or indirect anastomoses. D’Allaines, 
Lortat-Jacob, and Dubost (Paris) emphasized the difficulties of 
diagnosing portal hypertension and of interpreting the indica¬ 
tions for an operation. Santi and Marion (Lyons) explained that 
their technique permitted the classification of their patients into 
three groups; those with hypertension due to alcoholic cirrhosis, 
those with obstruction in the portal system, and those with 
cirrhosis of unknown origin. Their results are satisfactory in 
Banti’s syndrome, rather poor in hypertrophic cirrhosis, and 
unsatisfactory in ascites. Boerema (Amsterdam) stated that the 
portacaval shunt is indicated only in-purely mechanical hyper¬ 
tension due to regional stenosis. He emphasized the danger of 
persistent hemorrhages of esophageal varices in case of failure. 
He showed good results obtained with his method of direct attack 
on these varices: ligation followed by sclerosing injections after 
temporary esophagostomy. 

Vascular Grafts. —Rehn (Fribourg) discards heterografts, 
using largely venous autoplastic or homoplastic grafts (very 
young arterial fragments taken from corpses). From a biologi¬ 
cal, physiological, and morphological study of isolated vascular 
strips, the author concluded that the best preservation process 
consists in storing the transplant in blood renewed every fourth 
day. By this means, a transplant may be kept alive in the re¬ 
frigerator for 19 days. During warming up, it must be placed 
in oxygenated Tyrode’s solution or stored blood. Dubost and 
Economos (Paris) reported that the results of homografts in 16 
patients were encouraging, especially in 10 cases of Fallot’s 
tetralogy and 2 of coarctation of the aorta. 

Artificial Circulation in Surgery of the Heart. —J. Jongblod 
(Utrecht) thinks that it is preferable to connect an artificial heart 
to an artificial lung, and he has built an apparatus insuring the 
circulation in coronary and bronchial arteries and the oxygena¬ 
tion of 4 liters of blood per minute. He was able to maintain 
artificial circulation in a dog for six hours almost without inci¬ 
dent. The animal was killed six weeks later, and no alteration 
of the myocardium or of the nervous system was found. Kunlin 
(Paris) described his artificial heart-lung apparatus with which 
he obtained, in dogs, an output of 1,200 to 1,500 cc. per minute 
and a 38 minute survival before fibrillation occurred. Dogliotti 
(Turin) built an apparatus, which does not replace the heart- 
lung instrument, but which will relieve them in case of failure. 
One 50-year-old patient, near death during an intervention, was 
reanimated for 20 minutes, thereby permitting a favorable con¬ 
clusion of the operation. Bigelow (Toronto) attempted to drain 
the right heart by progressive cooUng; he obtained narcosis witli- 
out an anesthetic, which allowed him to keep the heart ot 3^ 
dogs open and empty for 18 to 20 minutes. Of 139 dogs, 51 /« 
were reanimated, and 15% had prolonged survivals. 
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fi7ms and Television. —Two consecutive series of 40 French 
and other films, mostly in color, were shown. Two types of 
television were presented; black and white, transmitted from 
Professor Mondor’s surgical clinic at the Salpetriere Hospital, 
and color television, transmitted from the Boucicault Hospital 
in Professor Thalheimer’s service. 

The next International Congress of Surgery will be held in 
Lisbon at Easter in 1953 under the presidency of Reynaldo Dos 
Santos. 


SWITZERLAND 

First Congress of International Association of Allergists.—^This 
congress was held in Zurich, Sept. 23-29, 1951, under the chair¬ 
manship of Dr. Loefiler, head of the medical clinic of Zurich 
University. There were 1,000 participants from over 30 coun¬ 
tries. Dr. Schwarz, dean of the medical faculty of Zurich Uni¬ 
versity, conferred the title of Doctor honoris causa on Dr. Rich, 
Baltimore, for his studies in experimental pathology, chiefly on 
tuberculosis, and on Dr. Hirszfeld, Wroclaw, for his research 
on blood groups in relation to genetics. 

Reports covering many topics were read in various sections. 
These included diagnosis and therapy of allergic disorders, their 
frequency, and their economic and social influences. It was re¬ 
ported that disability due to asthma is as important economically 
as that caused by ulcers of the digestive tract. Asthma causes 
more loss of work than is caused by all fractures, and it causes 
about twice as much work loss as does tuberculosis. The geo¬ 
graphical distribution of allergic diseases, including those caused 
by house dust, was analyzed. In the special section on histology 
of allergic lesions it was shown how alterations in immediate 
and delayed reactions can lead to necrotic reaction, anaphylac¬ 
toid reaction, and, through hyalinoid granulomatosis, to amyloi¬ 
dosis. Histological study of lesions does not always make possible 
a diagnosis of allergic disease nor does the presence of eosino¬ 
phils, which cannot be considered as typically allergic, since they 
are frequently missing in acute reactions. A specific hereditary 
constitution predisposing to allergy was discussed, and genealogi¬ 
cal histories of polyallcrgic families were reported. It was re¬ 
ported that cases of allergy may be based on the Rh factor and 
may be provoked by abortion. Experiments designed to provoke 
bronchial asthma in guinea pigs and, thus, to analyze the psychic 
factor in the etiology of bronchial asthma were described. The 
mechanism of the action of antihistaminics, and the action of 
corticotropin (ACTH) and cortisone were discussed. Improve¬ 
ment in standardization of allergens was reported; this will per¬ 
mit more precise study of the pathogenic and pharmacodynamic 
problems of allergic reactions. A committee for nomenclature 
will try, in the coming years, to unify standards and definitions. 

The new executive committee is as follows; president. Dr. F. 
W. VVittich (Minneapolis) until 1955, followed by Dr. S. Fein- 
herg (Chicago); vice-president. Dr. U. Fabiano Aliez (Brazil), 
Dr. V. Radot (France), and Dr. Q. Williams (Great Britain); 
general secretary, Dr. B. Halpern (France); treasurer. Dr. A. 
Grumbach (Switzerland). The other members of the committee 
are Dr. W. Loefiler (Zurich), Dr. Brun (Denmark), Drs. A, Brown 
and F. Rackemann (United States), and Dr. S. Mallen (Mexico). 

Symposium on Influence of Pituitary Gland and Cortex of 
Adrenal Gland on Biologic Reactions.—A symposium on the 
influence of the pituitary gland and the cortex of the adrenal 
gland on biologic reactions was held on the two days immedi- 
^cly following the allergists’ congress. It was presided over by 
Dr. Miescher, head of the dermatologic clinic of Zurich Uni¬ 
versity. Four reports were read. The first, by Dr. Levine, Chicago, 
Was on the role of the suprarenal gland in tissue reactions, em¬ 
phasizing the importance of the neurovascular system; the sec- 
ond, by Dr. M. Taubenhaus, Chicago, was on synergy and 
^tagonism in tissue reactions; the third, by Dr. G. Shwartzman, 

ew York, was on hemorrhagic reactions; and the last, by Dr. 
ougherty, Salt Lake City, was on the problems of ana- 
P yiaxis and the action of corticotropin and cortisone in relation 
10 the formation of antibodies. 


TURKEY 

EfTect of Aurcomycin and Terramycin on Rabies Virus.—In the 
Turkish Bulletin of Hygiene and Experimental Biology, Prof. 
Zuhdii Berke, of the Ankara Refik Saydam Institute of Hygiene, 
and Dr. Abdiilkadir ^ilesiz, virologist, published the results of 
experiments on the effect of the new antibiotics aureomycin and 
terramycin on the rabies virus in rabbits. In one series of experi¬ 
ments rabbits were given a 1 cc. intramuscular injection of a 
1:100 diluted fixed virus solution. Beginning with the fifth day 
of infection, they were given an intravenous injection of a 5%, 
slightly alkaline, glucose solution with 0.2 gm. of aureomycin, 
twice daily. Paralysis set in from 9 to 12 days after the virus 
injection and the animals died from 5 to 7 days after the aureo¬ 
mycin injection. In a group of control animals, paralysis set in 
on the fifth day after the virus injection, and the animals died 
the following night. 

Solutions containing 0.025, 0.05, 0.1, and 0.2 gm. of terramy¬ 
cin were put in test tubes, and 2 cc. of a 1:200 emulsion of fixed 
virus was added to each. After two hours the virus was inacti¬ 
vated. Animals receiving 0.2 cc. of any of these solutions by 
intracerebral injection did not die, while all control animals died 
on the fifth day after rabies had developed. Rabbits injected with 
fixed virus and receiving 0.055 gm. per kilogram of body weight 
of terramycin on the fourth day and 0.11 gm. on the fifth day 
died on the same day as the control animals. 

Medical Students Holiday.—Every year, on March 14, medical 
students have a holiday. Instead of classes there are lectures on 
Turkish medical history by professors of the two medical schools. 
This year marked the 125th celebration. The holiday was intro¬ 
duced by Sultan Mahmoud II (1785-1839), who founded the 
first modern medical school at Istanbul in 1827. There were 
centers of medical teaching of the scholastic types under the 
reign of Sultan Fatih, the Conqueror (1430-1481) and Sultan 
Suleiman 1, the Magnificent (1520-1566). Under Sultan Abdul 
Hamid II (1876-1909), there were two medical schools in Istan¬ 
bul, one for the training of physicians for the army and one 
for physicians for the civilian population. In 1909, after the 
adoption of the constitution, the two schools merged and be¬ 
came known as Istanbul University Medical Faculty at Haidar 
Pasha. In 1945 a second medical school was established at 
Ankara University. 

Death of Mazhar Osman Uzman.—Prof. Mazhar Osman Uzman, 
department of psychiatry, Istanbul University, died recently of 
a heart attack, at the age of 68. A graduate of Istanbul Imperial 
Military Medical Academy, he served two years as intern at the 
academy’s Gulhane Hospital, Istanbul-Sarayburnu, and was 
appointed clinic chief and associate professor at the academy, 
in 1906. He studied in Berlin and Munich in 1908, and, on his 
return to Istanbul in 1911, he was appointed professor at the 
Military Medical Academy. He served in the Balkan War, was 
chief of the Istanbul-Shishli Observation Hospital, and con-, 
sultant-specialist for mental and nervous disorders at the Haydar- 
Pasha Military Hospital. From 1918 to 1923, he was chief of 
the Uskudai-Toptashi Mental Hospital and the Zeyneb Kamil 
Hospital. Professor Uzman reorganized the Topt'ashi Hospital, 
introducing modern methods of treatment and care. Gathering 
around him a group of enthusiastic, promising students, he 
fostered an interest in mental and nervous disorders and was 
instrumental in sending these students to France and Germany 
for postgraduate study. He worked tirelessly for the removal of 
the patients from the Toptashi Asylum to the modern 3,000-bed 
mental hospital in Bakirkoy, which he directed for 10 years. 
When Istanbul University was reorganized in 1933, he was 
appointed professor of the department of psychiatry. He was 
one of the founders of the Turkish Society of Mental and Ner¬ 
vous Diseases, the Antialcoholic Society (Green Crescent), and 
a member and correspondent of foreign medical societies. He 
wrote a dozen books on many aspects of psychiatry, the treat¬ 
ment of mental disorders, and drug addiction. At the request 
of the League of Nations, he wrote a report on drug addiction 
in relation to dementia precox. For 30 years he contributed 
innumerable articles to Istanbul Clinic, which he founded, and 
to other medical journals. During his 45 years as a teacher, 
his extensive knowledge, powerful personality, and skilful ora-' 
tory earned him the admiration of students and colleagues. 



490 


J.A.M.A., Feb. 9, 1952 


CORRESPONDENCE 


SKIN TESTING WITH COSMETICS 

To the Editor: —Our attention was called to the fallacy of the 
preliminary tests patients make on themselves, supposedly to as¬ 
sure their safety from irritation of certain substances, often cos¬ 
metics and especially hair dyes. Recently, we have seen cases 
of severe dermatitis of the face, neck, and ears among women 
who first proudly, and then with disillusionment, stated, “I did 
the test just as the manufacturer told me to, and now look at me!” 

This is the fallacy. Apparently, neither patients nor some 
manufacturers realize that a test done on the normal body will 
be negative, but that after exposure there is a period during 
which sensitization develops, and the same test performed a 
week or so later may prove quite positive. Thus, a woman will 
apply a hair dye convincingly ballyhooed and obtain no reaction 
from her first test; then, when she uses the product two or three 
weeks later, severe dermatitis may result. The manufacturer does 
not stress in his advertising this possibility of the development 
of sensitization. It ought to be stressed. 

So, self-interpretation of preliminary tests is often at fault. 
Further, it is even conceivable that in some persons the original 
self-testing may initiate the sensitization. 

Norman R. Goldsmith, M.D. 

230 N. Duke St. 

Lancaster, Pa. 

ANTABUSE® AND BARBITURATES 
To the Editor: —Giarman, Flick, and White in “Prolongation of 
Thiopental Anesthesia in the Mouse by Premedication with 
Tetraethylthiuram Disulfide (‘Antabuse’)” (Science 114:35 [July 
13] 1951) show that premedication of mice with antabuse® 
markedly potentiates the effect of thiopental (pentothal®) 
sodium, the anesthesia time being increased sixtyfold. Graham, 
Carmichael, and Allmark in The in Vivo Potentiation of Barbi¬ 
turates by Tetraethylthiuram Disulfide (J. Pharm. & Pharmacol. 

97 [Aug.] 1951) demonstrate a similar effect in rats and 
guinea pigs, with sodium cyclural (hexobarbital sodium, evipal® 
soluble) and sodium phenobarbitone (sodium phenobarbital, 
luminal® sodium). The sleeping time was approximately doubled. 

Although, so far as the writer is aware, the potentiation of 
barbiturates in man by antabuse® has not been recorded, it is 
evident that, until data on this point are available, great caution 
should be observed in permitting the use of barbiturates in per¬ 
sons treated with antabuse.® The effects on such persons of even 
small doses of barbiturates might be much greater than normal 
and lead to added dangers in the operation of machines, auto¬ 
mobiles, and the like. Such circumstances might be rather likely 
to occur, since a chronic alcoholic being deprived of alcohol 
might well present indications for sedative medication with the 
barbiturates. 

- Giarman and co-workers suggest caution in administering 
thiopental to persons treated with antabuse.® In view of the 
confirmatory and more extensive results of Graham and asso¬ 
ciates and the recent release of the drug for prescription use, it 
would appear that the warning should be strongly emphasized 
to physicians administering antabuse® to patients. 

Johannes S.- Buck, Ph.D. 

Sterling-Winthrop Research Institute 

Rensselaer, N. Y. 

PSYCHOTHERAPY AND CANCER 
To the Editor: —^Thc case described in a letter by Dr. W. G. 
Eliasbcrg (Psychotherapy in Cancer Patients, J. A. M. A. 
147:525 [Sept. 29] 1951) and also reported by Dr. Otto Kant 
(Deceptive Psychoneurosis, Psychiatric Quarterly 20:129 [Jan.] 
1946) certainly needs further serious comment. Psychotherapy 
ostensibly suppressed the main symptoms of pain and improved 


the general attitude and behavior in this “mental” case which 
autopsy ultimately proved to be carcinoma of the pancreas with 
widespread metastases and sudden death due to pulmona v 
embolism. ^ 


It has been known for some time and it has again been re¬ 
cently stressed by Dr. Irving J. Sands, of the department of 
neurology at Columbia (Proceedings of 145th Annual Meetine 
of the Medical Society of the State of New York, Section on 
Neurology and Psychiatry, May 4, 1951, N. Y. State J. M. 
51:2370 [Oct. 15] 1951) that true somatic disease rriay precipi¬ 
tate psychiatric disorders by interfering with the cerebral circu¬ 
lation. We know that the nature of malignant neoplasm is to 
metastasize and usually to throw off thrombi, microscopic and, 
later, macroscopic, as undoubtedly occurred in the case in ques¬ 
tion. The lesson learned here, in my opinion, is not so much 
from the influence of psychotherapy on pain and behaviorism but 
from the failure to recognize advanced malignancy during life. 
This was made difficult by overemphasis and assurance on 
applied psychotherapy. 

Without going into a lengthy discussion, I need only men¬ 
tion that some patients with cancer of the pancreas have excru¬ 
ciating pain at the level of that organ with automatic lytic 
diminution of that pain as the disease progresses, with or without 
personality disorders. Certainly, Dr. Eliasberg’s patient, who this 
time knew that he really was sick, cannot really be blamed for 
being “concerned with himself,” inasmuch as the psychiatric 
approaches failed to utilize that knowledge. Psychotherapeutic 
dynamics producing powerful anabolic endocrine stimuli appar¬ 
ently kept this dying man on his feet until the last moment, but 
at a cost, it seems to me, to the prestige of the medical profession. 


C. D. J. Generates, M.D., Ph.D. 
115 Central Park West, N. Y. 


HOSPITAL MANAGEMENT 


To the Editor: —I have just read the item entitled “Hospital 
Management Called Uneconomical,” which appeared in Wash¬ 
ington News of the December 8 issue of The Journal, which 
purports to be the reporting of a talk I gave at the Annual Con¬ 
ference of the Maryland-District of Columbia-Delaware Hos¬ 
pital Association in Washington, D. C., on Nov. 26. 

I cannot let go unchallenged the very poor reporting in this 
article. I feel that the statement reflects unfairly on hospitals 
and hospital administrators and is a gross distortion of my talk 
and that I must try to correct the erroneous statements and 
quotations attributed to me. I wish to contradict flatly the open¬ 
ing statement that I believe “hospital management in general is 
uneconomical.” I do not hold such a belief, nor did I express any 
such opinion at the meeting referred to or elsewhere. This is 
not to say that the management of hospitals, like most other 
businesses, cannot be improved and economies and increased 
operating efficiencies obtained. It was to this objective that my 
talk was directed; namely, that hospital management must con¬ 
stantly seek improvement. My entire talk was devoted to a 
discussion of accomplishing improvement through the use of the 


technique of management commonly referred to as a manage¬ 
ment audit. My talk was specific and dealt with three aspects 
of management audits or appraisals; namely, what a management 
audit or appraisal is, the need for the use of this management 


, and how to use it to improve management. 

/hoever wrote the article in Washington News appears to 
2 taken a few of my remarks completely out of context. I 
Id not “get away” with telling a group of hospital executives 
(to quote The Journal statement) “no other industry coul 
five under the loose, wasteful system that characterizes the 
nagement of hospitals.” What I actually stated m my talk 
5 that large industries had already learned that they cou 
.rrt tn be without the use of periodic management appraisa 


Vol. 148, No. 6 


COUNCIL ON MEDICAL SERVICE 


491 


oi (heir operations if they arc to survive in present day com¬ 
petitive markets. 1 emphasized that since the hospital business 
ranks fifth or sixth in dollar volume in this country, hospitals 
should capitalize on industry's experience and learn how to 
eliminate any wasteful expenditures and obtain maximum 
efficiency. 

Fred A. McNamarx 
U. S. Bureau of the Budget 
Executive Oflice of the President 
Washington 25, D. C. 


COUNCIL ON MEDICAL SERVICE 


EMERGENCY MEDICAL CALL PROGRAMS 
The layman argues that, if he is unable to obtain the services 
of a physician whenever one is needed, the profession is not 
serving the public properly. Every time a patient complains that 
he has not been able to secure emergency medical treatment, 
the reputation of the profession suffers. This is true even though 
a physician may have been available, but the patient did not 
know how to contact him. It is, therefore, gratifying to note that 
an ever-increasing number of medical societies have organized 
Or are organizing emergency medical call programs, designed 
to provide medical care at any hour for the person who cannot 
contact his own physician or who does not have a personal 
physician. 

THE NATIONAL PICTURE 

Rapid strides have been made in developing emergency call 
systems. In 1948, only about 60 medical societies reported having 
a formal plan for handling emergency and night calls; in 1949, 
the number was estimated at between 100 and 120; and in 1950, 
it had risen to over 350. While every county or city has real 
emergency cases, not every county medical society needs a 
formal or organized program for handling emergencies. Those 
counties with few residents and few physicians may effectively 
rely on the normal physician-patient relationships in emer- 

Disiribiition of Emergency Call Plans 


Group 1 (less than 100 members) 

Group 2 (100-200 members). 

Group 3 (200-300 members). 

Group 4 (over 300 meinbcr.s).... 

Total. 


Percentage 
No. of o{ 


Total 

Societies 

Societies 

Xo. of 

Reporting 

Tvitn 

Societies 

Plans 

Plans 

1,705 

219 

13% 

114 

53 

46% 

40 

29 

72% 

71 

C3 

S8% 

1,930 

3Gi 



gencies. In the heavily populated county, on the other hand, 
e greater number of physicians not only makes it difficult for 
he patient to check through the whole list to find one available 
ht also makes it difficult for physicians to make any informal 
srrangement for one of their number to be on call at all times, 
the distribution by size of county society of the 
emergency call plans reported to the Council on Medical 
ervice in 1950 is more reassuring than the number of plans 
e t would indicate. As the table shows, over 80% of the large 
e tea societies, groups 3 and 4, now have emergency call plans. 

(hat attention should be focused 
mnu medical societies. This has been done in a study 

a this fall by the Council on Medical Service. 

SURVEY OF COUNTY MEDICAL SOCIETIES 

SaiKy surveyed the emer- 

lo learn h. ! by 143 county medical societies 

he various methods employed in handling this prob¬ 


lem. Of this number, 108 have organized or formal plans; II 
are in the process of either formulating such plans or reorganiz¬ 
ing plans that have proved inefficient; 5 did not provide sufficient 
information to be classified; and 19 find the regular physician- 
patient relationship adequate for emergencies. The plans studied 
arc located in 38 states and the Territory of Hawaii and serve 
counties ranging from 10,000 to over 1,000,000 population. To 
provide data for the solution of the primary problem, that of 
organizing plans in the smaller communities, the majority of the 
plans studied are those of societies in groups I and 2 (table 1). 
The breakdown of plans by size of medical society is as follows: 
55 plans in groups 1, 34 in group 2, 17 in groups 3, and 37 in 
group 4. The Council plans to present the information concern¬ 
ing these programs in a pamphlet designed particularly for 
county medical societies. The information is already available 
in mimeographed form for medical society officers at the Council 
office. 

TYPES OF PLANS 

Some counties have such a small population and so few phy¬ 
sicians that the only possible plan is an agreement among the 
physicians that one of their number will be available at all times. 
This, of course, is the least complicated method and is probably 
adequate for the majority of the 1,930 county societies, since 
almost 90% of them are in group 1, Among medical societies 
with less than 100 members which have an organized plan, 
the local hospital (or hospitals) is generally the agency through 
which emergency calls are handled. In such counties, all or nearly 
all of the physicians are staff members of the local hospital 
(or hospitals) and its switchboard provides the most convenient 
central office for receiving calls and contacting physicians. 

Medical societies with from 100 to 200 members also use 
local hospitals as dispatching agencies but generally prefer to 
utilize the services of private telephone exchanges. Here, the 
number of hospitals complicates efficient dispatching and, since 
there is seldom more than one private telephone exchange, the 
one in operation offers the most centralized service. 

The larger medical societies—more than 200 members_also 

prefer to use private telephone exchanges, although approxi¬ 
mately one-third have established society owned and operated 
telephone services. Some county societies use several hospital 
switchboards or telephone answering services or a combination 
of both; however, except in the counties where geographical 
characteristics make it necessary to have separate emergency 
rosters for each district, it appears more efficient to use one 
central switchboard for all emergency calls. Whether this central 
dispatching office is a hospital, a private telephone service, or a 
medical society switchboard depends entirely on local condi¬ 
tions. A single agency seems more desirable than a multiple 
service, since it not only speeds contact with the physician by 
avoiding confusion as to which number the patient should call 
but also places the responsibility for securing a physician upon 
one organization. 

THE EMERGENCY PANEL 

Theoretically, every physician should do his share in caring 
or emergencies, and in many of the smaller county societies all 
members are required to serve on the emergency panel. In the 
larger medical societies, on the other hand, the various specialties 
complicate the problem and make it almost necessary to set up 
the emergency panel on a volunteer basis. Some panels do pro¬ 
vide for specialist listings, but usually they are limited to gen¬ 
eral practitioners. Thus, of the 58 societies reporting that their 
rosters are made up of volunteers, 41 were in counties with 
more than 100,000 population; and, of the 16 societies that re¬ 
ported that ail members physically able to do so were called 
upon to serve, 12 are in counties with less than 100,000 popu¬ 
lation. In the smaller counties, the panel members are generally 
scheduled to handle calls for a set period, anywhere from one 
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day to one month in duration. In the large counties the panel 
members are usually selected in rotation, a different physician 
being called for each emergency. 

FUNCTION OF DISPATCHING AGENCY 
^ The function of an emergency call dispatching agency, whether 
It be a hospital, private telephone exchange, or medical society 
switchboard, goes beyond that of the regular telephone answer¬ 
ing service. Having accepted the responsibility of getting a phy¬ 
sician in an emergency, the agency should assume responsibility 
for contacting the physician rather than merely supplying the 
caller with the names of one or more physicians. The agency 
should also receive reasonable assurance from the physician that 
he will make the emergency call. 
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and placed it in a plaster cast. The accident occurred on the 7ih 
of May and the defendant saw the plaintiff many times until 
about September 1st, the cast having been removed on July 
13th. No X-ray was taken while the cast was on. However one 
was taken immediately after the removal of the cast on’July 
13th. It showed the posterior lip of the tibia to be in exactly 
the same position as it was when the first picture was taken 
The defendant told the plaintiff that the second X-ray showed 
a good, firm union, and that the alignment of the bone was good 
The plaintiff continued to suffer severe pain, however, and on 
October 22nd, having moved to Spokane, the plaintiff consulted 
a Dr. Grieve, who found the ankle swollen and the foot displaced 
posteriorly. 


Lists of all such calls, together with the facts as to their 
handling, should be kept by the dispatching agency and reported 
at regular intervals to the medical society. It is through such 
information that the medical society learns the extent of the 
problem and of the cooperation or lack of cooperation on the 
part of the membership. 

MEDICAL SOCIETY FUNCTION 

Development of an efficient emergency call plan is an im¬ 
portant step any medical society can take toward assuring the 
public that medical care will be available when needed. It is true 
that emergencies are few in number when compared to all other 
medical care services, but their inherent possibilities for unsavory 
headlines make them a primary problem to be solved. It is 
almost axiomatic to say, “Take care of the emergencies and the 
routine will take care of itself.” 

Medical societies, then, have a definite function to perform 
in making sure that no emergency call goes unanswered. In¬ 
dividual physicians, of course, provide the medical service, but 
medical societies must provide for unity and direction of indi¬ 
vidual physician effort to the end that all emergency calls are 
cared for promptly. Having arranged for medical care of emer¬ 
gencies, it then behooves the medical society to publicize this 
program widely and continuously. Regardless of the type of 
emergency call program developed, the effort will be lost unless 
the public is aware of it and how it should be used. 

Planning and arranging for adequate medical service programs 
in any community, large or small, is not a one way street. Public 
neglect or abuse of any medical service program can cause its 
failure. The citizens, too, have a responsibility in their local 
emergency call plan, namely, to use the service only when nec¬ 
essary. This should be clear to them from the outset. Emergency 
call plans are for the benefit of the public and require the 
cooperation of the public. 


BUREAU OF LEGAL MEDICINE 
AND LEGISLATION 


MEDICOLEGAL ABSTRACTS 

Malpractice: Necessity for Expert Testimony.—The plaintiff 
filed suit for damages alleged to have resulted from the im¬ 
proper setting of the plaintiff’s fractured ankle by the defendant 
physician. From a judgment in favor of the defendant, the 
plaintiff appealed to the Supreme Court of Washington. 

The plaintiff fractured an ankle as the result of a fall from 
a bicycle and was taken to the office of the defendant, her 
family physician. He took an X-ray of the injury, and diagnosed 
a fracture of the posterior lip of the tibia, which was shoved 
up and displaced upward to a sixteenth of an inch, and which he 
attempted to put back in place, but was not altogether success¬ 
ful. After setting the fracture, he put a stockinette on the ankle 


The plaintiff first contended that the defendant physician was 
negligent in failing to reduce the swelling of the ankle joint. 
At the trial Dr. Grieve testified that in his opinion the swelling 
was caused by circulatory disturbances of the soft tissue. He 
thought there was a possibility that nature would take care of 
that and recommended physiotherapy, which was not effective. 
Negligence on the part of a physician or surgeon, said the 
Supreme Court, must be established by medical testimony and 
there was nothing in Dr. Grieve’s testimony on which a jury 
could base a finding that the swelling was the result of any act 
or omission of the defendant. 


The plaintiff next contended that the defendant failed to set 
the broken ankle properly. Dr. Grieve testified that the over-all 
alignment was good but that the posterior lip of the tibia was 
still displaced slightly, and that that is a very vital part as far 
as function is concerned. He also testified that he had treated 
fractures of this type where he did not get a good result, even 
with an open reduction. He testified that his procedure to re¬ 
duce fractures of this kind was to give a general anesthetic, 
manipulate the ankle and apply a cast, and check it with an 
X-ray to see that he had the proper alignment. He did not 
testify, however, that the defendant used the wrong procedure, 
or that he failed to do anything in conformity with correct 
procedure. 

As to whether or not the defendant negligently failed to em¬ 
ploy the X-ray after he had set the ankle to ascertain whether 
or not a satisfactory union had been secured, Dr. Grieve tes¬ 
tified that one cannot get a clear picture through the cast and 
that a picture through the cast would not have benefited the 
defendant in this instance in ascertaining whether or not a 
satisfactory union had been secured. 


The plaintiff also charged that the defendant negligently 
failed to care for the plaintiff following the accident by reason 
of the fact that he departed on a vacation without first remov¬ 
ing the cast from the ankle. Dr. Grieve testified that a fractured 
ankle such as the plaintiff’s should be kept in the cast until there 
was a good bony union; that it might take a year. He had no 
recollection of having told the plaintiff that the cast had been 
on too long. When asked if it was possible that he made that 
statement, he replied: “It is possible, but three months is not 
a particularly long time to have a cast on a thing of that nature.” 

We cannot start out with the premise that the plaintiff will 
have a stiff ankle for the rest of her life, and conclude therefrom 
that her condition is due to the negligence of the defendant, 
said the Supreme Court. We must find that the defendant did 
something in the treatment of his patient which the recognized 
standard of medical practice in his community forbids in such 
cases, or that he neglected to do something required by those 
standards. This question can only be determined by medical 
evidence and the Supreme Court was of the opinion ffiat the 
evidence was insufficient to warrant submitting to the jury m 
question of the defendant’s negligence in setting the fractured 


ankle. 


Accordingly the judgment of the trial court in f f ] 
lefendant physician was affirmed.-P^rr v. Baiwey. 231 F. izo) 
537 (Washingiou, 1951). 
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MEDICAL LITERATURE ABSTRACTS 


UNITED STATES 


A.M.A. Arch. Infernal Medicine, Cliicago 

88:553-698 (Nov.) 1951 

•Hemochromatosis: InvcstiB.Hion of 23 Cases with Special Retcrcncc to 
Etiology, Nutrition, Iron Metabolism, and Studies of Hepatic and Pan¬ 
creatic Function. T. L. Althauscn. R. K. Doig and others.—p. 553. 

Eflccl of Vasopressin (PitrcssinS).lnduccd Water Retention on Sodium 
Ercretion. B, C. Holland and E. G. Stead 3r.—p. 571. 

Adaptation to Anoxia in Chronic Pulmonary Emphysema. R. 11. Wilson, 
C. W. Borden and R. V. Ebert.—p. SSI. 

Clinical Varieties of Chronic Myocardial InsuIBcicncy. H. A, Christian, 
-p. 591. 

Myocardial Infarction With and Without Acute Coronary Occlusion; A 
Pathologic Study. R. D. Miller, H. 13. Durchcll and J. E. Edwards, 
-p. 597. 

•Oral Use of Cation-Exchansc Resins in Treatment of Edema, K. Emerson 
Jr„ S. S. Kahn, J. W. Vester and K. D. Nelson.—p. COS. 

Suhclinical Infectious Mononucleosis with Hepatitis; Epidemic in Class 
of 102 Medical Students; Two-Year Study. J. Watson, P. Jolmson, J. 
Kahn and F. M. Stone.—p. CIS. 

The Adrenal Cortex in Rheumatic Disease: Pathologic Study with Special 
Reference to Effects of Cortisone and Corticotropin. L. Sokoloff, J. T. 
Sharp and E. H. Kaufman.—p. 627. 

•Dermatomyositis. C. Shcard Jr.—p. 640. 

Struma Lymphomatosa (Hashimoto’s Struma): Review of 51 Cases with 
Discussion of Endocrinologic Aspects. H. Statland, M. M. Wasserman 
and A. L. Vickery,—p, 659. 

Salmonella Endocarditis. A. R. Stumpe and N. B. Baroody Jr.—p. 679. 

Nonspecific Granuloma of Rectum and Sigmoid Colon; Lesions of Rec¬ 
tum and Sigmoid Colon Which Clinically Simulated Cancer but Which 
Responded to Aureomycin Therapy. M. S. Belle, S. Fox and R. Allen, 
-p. 685. 

Fat Embolism. E. P. Carreau and G. A. Higgins.—p. 692, 


Hemochromatosis.—From a study of 23 cases of hemochroma¬ 
tosis the authors reached the following conclusions: This disease 
starts early in life (probably before puberty) and runs a slow, 
progressive course. Early diagnostic signs are pigmentation of 
the skin (especially on the forearms), sparsity of body hair, hep¬ 
atomegaly, and weakness. The diagnosis can be confirmed best by 
demonstrating hemosiderin in the liver or gastric mucosa by 
( biopsy. A constitutional factor in the causation of hemochro¬ 
matosis is suggested by its occasional occurrence in siblings and 
by the lifelong sparsity of body hair in male patients that ante¬ 
dates by many years evidence of sexual regression. Exogenous 
toxins and malnutrition are excluded, and alcoholism is ruled out 
as the main factor, in the etiology of this disease. Recent inves¬ 
tigations favor the hypothesis that excessive deposits of hemo¬ 
siderin in normal storage depots of the body, secondary to exces¬ 
sive intestinal absorption of iron, are responsible for the 
disturbances of function and structure in hemochromatosis. In 
their series the authors observed that; (1) Excessive intestinal ab¬ 
sorption of iron in hemochromatosis was not induced by altera¬ 
tions in the iron-phosphate ratio in the diet. (2) Tv/o-thirds of 
the patients had serum iron levels cxcccdinj' the upper limits of 
normal. (3) Menstrua! loss of iron v/as less than normal in the 
three women in this series. (4) Cirrhosis of the liver in hemo¬ 
chromatosis was clinically, functionally, and liislol(>j'lca!ly rela¬ 
tively benign as compared v/jth other types r,f cirrliosis with a 
comparable degree of fibrosis, (5) f'aricrcalit furjctirm tests in 
jnany cases showed impairment in digcstiriri r,f gelatin, and 
hypersecretion of dilute pancreatic juia in fcspruise U> ftrcretin. 
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(6) Electrolyte nnd blood pressure sliidies did iiol support llio 
view that pigmcnlntion and weakness in lieinoehroniatosis are 
due to adrenocortical deficiency. (7) The shity pigiiieiilation was 
due not to deposition of liemosiderin in the skin hut to iiicieased 
ainounls of melanin in the basal layer of the lliinncd cpideimis. 

Cnlion-Exchinigc Ue.sin.s in Edcina.—T'lie aiitliors investigated 
the immediate and long’ term results of onil lulmini.slialioii of 
cation-exchange resins in 14 patients with edema from various 
caiLscs. Tlicy concluded tliat tin's was a priietictil and effcelive 
procedure for reduction of edema by removal of sodium from 
flic intestinal tract. The amount of sodium removed ranged from 
0.25 to 0.8 mEq, per gram of resin, sometimes reacliiii)' liig.licr 
levels for short periods. This amount was only partially depen¬ 
dent on the sodium ingested. It was possible to remove sodium 
from body fluids and thereby achieve a ncgiativc sodium balance. 
A daily dose of 45 gm. of resin may be expected to remove 
approximately 2 gm. of sodium chloride, Larger (loses may he 
given but arc likely to be poorly tolerated because of tlieir bulk. 
Since most resins remove more potassium than sodium, at least 
1.3 mEq. of potassium (equivalent to O.I gm. of potassium chlo¬ 
ride) must be supplied per gram of resin administered. Small cal¬ 
cium supplements should probably be gfiven in addition, Tiie 
authors caution against the use of resin-therapy in patients wifli 
renal insufficiency, since the loss of base in the feces must be 
compensated for by renal ammonia nnd acid production or .sys¬ 
temic acidosis will result. The advantage of resin therapy ks that 
it withdraws sodium slowly and steadily over prolohg'cd periods 
without the sudden fluctuations induced by most diuretics, The 
disadvantages lie in the large quantity of material that must 
be ingested daily, the possibility of gastric irritation, and the 
danger of inducing acidosis in patients with renal disease, or 
potassium depletion if potassium siipplcmcnts are not given, 

Dermatomyositis.—Shcard reports on three patients in whom 
dermatomyositis was associated with visceral carcinoma, and re¬ 
views a number of additional eases previously reported. He then 
analyzes the histories of 25 eases of dermatomyositis wiiboiit 
carcinoma for characteristic clinical and laboratory findings. 
An eruption on the face or hands was the initial symptom in over 
half the patients. Muscu/ar weakness was shown by all, and the 
majority complained of pain in the muscles. Joint pains, dy.s- 
phagia, scrositis, edema, calcinosis, induration of the skin, and 
Raynaud’s phenomenon were other .symptoms. Many patients 
showed mild anemia, increased sedimentafion rate, albuminuria, 
and electrocardiographic cliangcs suggicsting myocjirclial dam¬ 
age. The disease usually had a gradual onset. It Icntlcd to run a 
short course with high mortality in children and young adults 
anct a longer course with eventual recovery in older adults. After 
reviewing tlic etiological and pathological aspects of the disease, 
the author concludes that a search for maligmant tumors, focal 
infection, and endocrine disturbances sliould be made in every 
case of derma fomyosit is, 
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American Journal of Hygiene, Baltimore 

54:157-294 (Sept.) 1951 

Facilitate Studies on Immunologic Classification of 

Second Attacks of Paralytic Poliomyelitis in Human Beings in Relation 
to immuni^. Virus Types and Virulence: With Report of Two Cases, 
and Four Other Individuals in Baltimore, 1944, Infected with Virus of 
Leon Type. D. Bodian.—p. 174. 

Immunologic Classification of Poliomyelitis Viruses; I. Cooperative Pro¬ 
gram for Typing of 100 Strains. The Committee on Typing of the 
National Foundation for Infantile Paralysis. C. Armstrong and others. 
—p. 191. 


Id.; II. Results Obtained with Method for Testing Resistance of Monkeys 
Immunized with Prototype Viruses. J. F. Kesscl, C. F. Pait, U. Pentti 
Kokho, L. P. Gebhardt and others.—p, 20S. 

Id.: III. Results Obtained with Method of Neutralization with Prototype 
Antisera. J. E. Salk, B. L. Bennett, L. J. Lewis and others.—p. 216. 
Id.: ly. Results of Typing by Neutralization of Prototype Viruses with 
Antiserum Produced by Vaccinating Monkeys with Unknown Strain 
and an Adjuvant. J. E. Salk, J. S. Youngner, L, J. Lewis and B. L. 
Bennett.—p. 255. 

Id.: V. Discussion of Results and General Summary. The Committee on 
Typing of the National Foundation for Infantile Paralysis.—p. 268. 
Antibodies to Three Different Antigenic Types of Poliomyelitis Virus in 
Sera from North Alaskan Eskimos. J. R. Paul, J. T. Riordan and 
J. L. Melnick.—p. 275. 

Studies on Cultivation of Poliomyelitis Viruses in Tissue Culture: V. 
Direct Isolation and Serologic Identification of Virus Strains in Tissue 
Culture from'Patients with Nonparalylic and Paralytic Poliomyelitis. 
F. C. Robbins, J. F. Enders, T. H. Weller and G. L. Florentino. 

—p. 286. 


American Journal of Medicine, New York 

11:409-534 (Oct.) 1951 

Auricular Flutter. M. Prinzmetal, E. Corday, R. W. Oblath and others. 
—p. 410. 

*Use of Pronestyl in Treatment of Ectopic Rhythm: Treatment of 98 
Episodes in 78 Patients. K. Berry, E. L. Garlett, S. Beilet and W. I. 
Gefter.—p. 431. 

Effect of Isuprel (Isopropylepinephrine) on Circulation of Normal Man.f 
J. Kaufman; A. Iglauer and G. K. Herwitz.—p. 442. 

Re-Evaluation of Reliability of Pharmacologic and Cold Pressor Studies 
in Hypertension and Pheochromocytoma. J. A. Evans, H. 3. Rubitsky, 
C. C. Bartels and E. C. Bartels.—p. 448. 

*Pharmacolagic Basis of Various Tests Used in Diagnosis of Pheoehromo- 
cytoma. G. Bntwisle, C. A. Stone and E. R. Loew.—p. 461. 
Protein-Lipid Relationships in Human Plasma: I. In Normal Individuals. 

E. M. Russ, H. A. Eder and D. P. Barr.—p. 468. 

Id.; n. In Atherosclerosis and Related Conditions. D. P. Barr, E. M. 
Russ and H. A. Eder.—p. 480. 

Procaine Amide in Ectopic Rhytlims,—Procaine amide (“pro¬ 
nestyl”) differs structurally from procaine in that the p-amino- 
benzoic acid and the diethylaminoethauol are bound Ihrough 
an NH group rather than by an ester linkage.. Procaine amide 
is not affected by the procaine esterase of the body and conse¬ 
quently is effective orally or intravenously. This drug was used 
by Berry and associates in 98 episodes of electrocardiographi- 
cally proven arrhythmias in 78 patients. The drug was admin¬ 
istered intravenously 24 times (to 21 patients) until the ectopic 
rhythm was abolished, then orally in maintenance doses 26 times 
(to 12 patients); and only orally 48 times (to 45 patients). The 
intravenous preparation was administered at a rate of not more 
than 200 mg. per minute under constant electrocardiographic 
corAtol until the electrocardiogram showed normal sinus rhythm, 
until toxic manifestations were observed, or until a total of 1 gm. 
had been given. The effective oral dose varied widely and was 
established largely by trial. The usual dose given was- 0.5 to 1 
gm. every lour hours. Oral administration is considered the 
method of choice, but the intravenous administration of procaine 
amide is believed safer than the corresponding effective dose of 
quinidinc administered by the same route. The arrhythmias 
treated included the following types; ventricular tachycardia, 
nodal tachycardia, paroxysmal auricular tachycardia, auricular 
flutter, auricular fibrillation, and multiple premature ventricular 
contraclions. Procaine arrvide was effective in converting a large 
proportion of these arrhythmias to normal. It was notably unsuc¬ 
cessful in convening auricular flutter or auricular fibrillation to 
a normal rhythm. Hypotension, which in two patients resulted 
in the production ot coronary insufficiency and in two others 
produced convulsive seizures, was the most serious toxic mani- 
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festation. To guard against it, it is suggested that the intravenous 
preparation be given no faster than TOO mg. per minute nnu 
continuous electrocardiographic records and repeated Wnnu 
pressure determinations be made during the administration 
Procaine amide is an important addition to the therapeutic arms 

mentarium m ectopic rhythms, particularly those of ventricular 
origin. ■ “““ 


Pharmacologic Basis of Tests for Pheochromocytoma.- 
Entwisle and associates review the published evidence and their 
own experimental observations of the pharmacologic actions of 
Mrious substances used in diagnosis of pheochromocj'toma. 
They show that these tests can be divided into two groups, de¬ 
pending on whether a paroxysmal attack is induced or whether 
there is blockage of circulating epinephrine and/or arlerenol 
Histamine and tetraethylammonium bromide probably induce 
attacks by a direct stimulation of the adrenal medullary tissue 
The mechanism of action of methacholine (mecholyl®) in induc¬ 
ing attacks in patients with pheochromocytoma is still not clear. 
It may be due in part to direct stimulation of the chromaffin 
tumor and/or reflex stimulation due to a preliminary fall in 
blood pressure. The adrenergic blocking agents prevent the pres¬ 
sor responses to the circulating epinephrine and arterenol liber¬ 
ated from the adrenal tumors. 


American Journal of Psychiatry, New York 

108:321-400 (Nov.) 1951 

Present Status and Future Needs of Psychiatric Facilities in General Hos¬ 
pitals in the United States and Canada. A. E. Bennett, E. A. Hargrove 
and B. Engle.—p. 321. 

Evaluation of Immediate and Late Results of Prefrontal Lobotomy in 
600 Cases, Including Case of Postencephalitis and Other Organic Slates. 
H. J. Worthing, H. Brill and H. Wigderson.—p. 328. 

Anosognosia: Report of Case of. Anosognosia for Blindness. H. Oppen- 
heimer and M. Weissman.—p. 337. 

Astrocytoma of Left Temporal Lobe: Contribution to Problem ot Psycho¬ 
pathology of Epileptic Personality Disorder, and to Problem of Seman¬ 
tic Aphasia. E. G. Winkler, G. V, Freiman and S. S. Lieberman. 
—p. 343. 

Croup Therapy for Parents of Behavior Problem Children in Public 
Schools; Failure of Meihod in a Negro School. J. Kahn, A. D, Buch- 
mueller and M. C, L. Gildea.—p. 351. 

Use of Group Processes in Teaching Group Dynamics. E. V. Semiad 
and J. Aisenian.—p. 358. 

Psychological Factors in Women with Peptic Ulcers. E. Kezur, F. T. 
Kapp and M. Rosenbaum.—p, 368. 

Helping Teacliers Appreciate Emotional Problems in Children. H. Parmer 
and W. B. Rossman,—p. 374. 

Hypnosis Reading List for Professional Instruction. J. M. Schneck. 
—p. 381. 


Am. Practitioner & Digest of Treatment, Philadelphia 

2:921-1008 (Nov.) 1951 

Osteoporosis, Osteomalacia and Osteitis Fibrosa Cystica, with Special 
Reference to Parathyroid and Calcium Metabolism. E. H. Winn and 
A. S. Minot.—p. 921. 

♦Chronic Relapsing Pancreatitis. F. E. McDonough, E. W. Heffernon and 
M. Patterson.—p. 928. 

Treatment of Tension Headache. R. F. Grenfell.—p. 933. 
Chloromycetin (Chloramphenicol) in Treatment of Pneumococcic Pneu¬ 
monia and Miscellaneous Infections, B. E. Gilpin and L. C. Roms. 
—P. 937. „ 

*New Cation Exchange Resin in Therapy of Edematous States. D. ' • 
Chapman, F. C. Pannill Ir., and R. H. Skaggs.—p. 945. 
Actinomycosis; Report of Four Cases and Brief Review of Literature. 
E. Wasserman.—p, 951. 

Current Concepts of Climacterium. M. Ross.—p. 955. 

Instructive Diagnostic Errors. A. Kahn and J. S. Griffin.—P. 959. 
Physical Treatment and Rehabilitation of Hemiplegic Patient in General 
Practice. O. F. Von Werssowetz.—p. 963. 


bronic Relapsing Pancreatitis.—Chronic relapsing P^creatdB 
iS -become firmly established as a disease entity with chara - 
ristic clinical manifestations and pathological ^ " 

the most consistent presenting symptom, located anyw 
,e abdomen, but most commonly in the ° 

on to the back and left flank. Microscopically, fibrosis d 
broplastic proliferation predominate, often J 

re normal lobular arrangement of the gland 
athogenesis of chronic relapsing pancreatitis is 
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vclopment of this morbid process. Diagnosis remains difficult 
because the severity and frequency of the attacks arc unpre¬ 
dictable and cumulative pancreatic damage is variable. Severe 
abdominal pain contrasted with minimal physicial signs is the 
most helpful diagnostic criterion. The diagnostic help from lab¬ 
oratory tests depends on the stage of the disease. During a painful 
relapse, nonspecific leukocytosis and an increase in the sedimen¬ 
tation rate are usually found. More specific findings arc an ele¬ 
vated serum amylase and lipase level and glycosuria or hyper¬ 
glycemia. Between attacks of pain the tests used to detect 
subciinica! diabetes should be carried out, but they will be nega¬ 
tive unless extensive pancreatic damage has already developed. 
Roentgcnographic demonstration of calcification in the pancreas 
is the one pathognomonic sign of chronic relapsing pancreatitis 
and the correct diagnosis often is made during roentgenologic 
study of adjacent organs. Tests of pancreatic function arc of very 
limited diagnostic value. Both medical and surgical treatment 
is unsatisfactory. During the painful episodes antispasmodics 
should be tried for their possible effect in relaxing the sphincter 
of Oddi and suppressing pancreatic secretion. When it is obvious 
that these drugs do not control the pain sufficiently, narcotics 
in therapeutic doses must be administered. Surgical therapy 
should be instituted before narcotic addiction is fixed. Sur¬ 
gical procedures include those carried out on the pancreas itself, 
those designed to affect the disease process in the pancreas indi- 
rectiy, and those that interrupt pain transmission from the 
pancreas. 

iVeiv Cafion-Exchangc Resin.—Thirty-two patients with various 
edematous states were treated with a carboxylic acid resin. The 
first 12 were given 10 gm. of the acid resin and 5 gm, of the 
potassium salt of the resin three times daily before meals for 
5 to 38 days. The remaining 20 patients were given 12 gm. 
of a mixture consisting of 5 parts carboxylic acid resin, 2.5 parts 
potassium resin, and 1 part anion exchange resin four times 
daily, before meals and at bedtime, for 7 to 50 days. All patients 
in the first group were hospitalized and the first 11 patients of 
the second group were hospitalized. The remaining nine were 
outpatients, AH patients received a diet containing 6 gm. of 
sodium chloride (approximately 100 mEq. of sodium). The resins 
were easily suspended in liquids by rapid stirring and were taken 
guile readily. With two exceptions, no gastrointestinal symp¬ 
toms were reported by any patient.’No symptoms suggestive of 
rapid sodium depletion were observed. Loss of body weight 
varied from 3 to 33 lbs. (1.3 to 15 kg,). A prolonged QT interval 
was noted in only one patient and was thought to be due to the 
primary disease process. All patients commented on the in¬ 
creased palatibility of their food as compared to low sodium or 
low salt diets. One instance of pronounced lowering of the car¬ 
bon dioxide combining power was noted, but when resin 
therapy was discontinued for one week and then rcinstituted at 
one-half the previous dose level, normal carbon dioxide com- 
bining power was restored. It is thought that the chief use of 
carboxylic acid-potassium-anion resin mixture will be in retaining 
dietary sodium within the lumen of the bowel to be excreted in 
the stool. Thus it will allow more liberal dietary management of 
patients for whom sodium restriction is thought necessary. It 
is not designed to take the place of digitalis or mercurial diuretics 
when these agents are indicated for proper management of the 
patient, but mercurial requirement may be decreased sharply 
during resin therapy. Excessive loss of potassium is avoided by 
use of a potassium resin, and the addition of a small amount of 
an anion exchanger reduces the hazard of acidosis. The resins 
are contraindicated in patients with impaired renal function. 
Results showed that the optimum dose is 48 gm. daily with a 
« gm. sodium chloride diet, but this is subject to individual vari¬ 
ation. Laboratory control should include determinations of 
carbon dioxide, chloride, and urea nitrogen in the serum and 
sodium chloride in the urine, as well as routine urinalyses. 


Bulletin New York Academy of Medicine, New York 

27:643-690 (Nov.) 1951 

sIi'tv'lrT? Management of Circulatory Failure. W. Dock.—p. 64 
--P 653 "^^ Parkinsonism; Indications and Results. J. Ebi 

body Water in Man and Its Subdivisions. J. M. Steele.—p. 679. 


California Medicine, San Francisco 


75:321-384 (Nov.) 1951 

Treatment of Craniocerebral Injuries and Prevention of Anoxia. J.-E. 
Adams.—p. 321. 

Topical and Systemic Use of Cortisone in Dermatology. B. A. Newman 
and F. F. Feldman.—p. 324. 

Current Concepts of Primary Dysmenorrhea. M. Ross.—p. 332. 

Role of Connective Tissue Ground Substances (Mucopolysaccharides) in 
Alicrgic Injury. J. F. Rinehart.—p. 335. 

Intensive X-Ray Survey for Tuberculosis in Rural County. \V. R. Oechsli, 
H. Cohn, C. R. Kroeger and A. A. Adames.—p. 341. 

Surgical Principles of Incising Renal Parenchyma. G. L. Torassa.—p. 345. 

Adenotonsillcctomyt Indications and Application of Surgical Techniques. 
E. Leivers.—p. 351. 

Radiation Therapy in Breast Cancer: Preliminary Report on Application 
of Technique of McWhirier Type. E. A. Lodmell and P. R. Brady. 
—p. 354. 

Pros and Cons of Routine Circumcision. D. Hovsepian.—p. 359. 

Colics* Fracture: Method of Maintaining Reduction. L. Cozen.—p. 362. 

EosinophWc Pneumonia (Loefller’s Syndrome): Report of Case Treated 
with ACTH. H. R. Riggali and J. J. McGmm’s.^—p. 365. 

Erythema Nodosum: Treatment with Cortisone by Mouth. R. W. Albright 
and M. J. KuiTcl.—p. 368. 

Waterhouse-Friderichsen Syndrome; Recovery of Patient Treated with 
Cortisone, J. T. Fowler Jr.—p. 369. 


Indiana Stale Medical Assn. Journal, Indianapolis 

44:1057-1144 (Nov.) 1951 

The Doctor's Place in the Sun. A. Ellison,—p. 1089; 

Testicular Tumors with Seven Case Presentations. C, J. Van Tassel Jr. 
—p. 1092. 

Case of Waterhouse-Friderichsen Syndrome Due to Hemophilus Influ¬ 
enzae. A. J. Kahn and R. M. Butler.—p. 109B. 

Analysis of Present-Day Surgical Treatment of Peptic Ulcer. C. A. 
Wiclhoff.—p. noi. 

Clinical Evaluation of Surital Sodium, New Intravenous Barbiturate: 
Report of 1000 Cases. P. A. Littlefield, V. K. Stoelting and J, P, Graf. 
—p. 1105.. 


Kentucky Medical Journal, Bowling Green 
49:429-478 (Oct.) 1951 
Ptevention of Eclampsia. R. A. Orf.—p. 429. 

Psychosomatic Conditions Observed in 1,000 Consecutive Office Patients. 
W. O. Johnson.—p. 432. 

Summertime Medical Emergencies. O. J. Hurt.—p. 439. 

Approach to Problem of Gastric Ulcer or Gastric Cancer. J. E. Hix. 
—p. 442. 

Practical Aspects of Chronic Prostatitis. D. E. Scott.—p. 445, 

Abdominal Trauma. R. W. Robertson.—p. 450. 

49:479-530 (Nov.) 1951 

Review of 2,000 Vaginal Deliveries Under Low Spinal Anesthesia. W. G. 
Caldwell.—p. 479. 

Pulmonary Resection for Carcinoma and Inffammatory Disease of Lung. 
R. R. Crutcher.—p. 483. 

Ear Pain and Its Relation to Costen's Syndrome. A. C. Poweleit.—p. 494. 
Acute Appendicitis. J, D. Hancock.—p. 497. 

Experiences with Acute Rheumatic Fever Over a Five Year Period. J. A. 
Little and C. Sullivan.—p. 500. 


Neurology, Minneapolis 

1:419-496 (Nov.-Dee.) 1951 

Gliomas Involving Splenium of Corpus Callosum. B. Schlesinger.—p. 419. 
Failures in Migraine Therapy. A. P. Friedman and T. J, C. von Storch 
—p. 438. 

Neuropharmacologic Considerations in Psychic Seizures. J. E. P. Toman. 
—^p, 444. 

-Second Attacks of Acute Anterior Poliomyelitis. A. T. Coffee and W, D. 
Paul.—p. 461. 

Aphasia; Effect of Intravenous Sodium Amytal. P. S. Bergman and 
M. Green.—p. 471. 

Second Attacks of Poliomyelitis.—Patients have been observed 
who, during the convalescent phase of poliomyelitis, had a re¬ 
currence of acute systemic symptoms, in conjunction with an 
extension of paralysis to myotomes previously unaffected. This 
situation has been noted weeks, and sometimes months, after 
the initial phase of the disease. Since man is known to harbor 
the poliomyelitis virus in his nasopharyngeal secretions and/or 
gastrointestinal tract as a convalescent carri-''- for many months 
following the acute f the diseay- tgression or de- 

velopraenl of additiot sis during ;;iod of three or 

■' ' after the "ection is ‘ " recrudes- 
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cence of the original infection, whereas those appearing two or 
more years later are designated as a re-infection. Coffee and 
Paul add one case of their own observation to 49 previously re¬ 
corded cases of second attacks of poliomyelitis. The case re¬ 
ported here represents an instance of two distinct attacks, 
separated by an interval of 24 years. Factors responsible for 
the occurrence of second attacks of poliomyelitis are as yet little 
understood, but the authors mention several possible explana¬ 
tions such as antigenically different strains of poliomyelitis virus, 
iaabiltty of some patients to produce antibodies, and loss of 
immunity in the course of time. A combination of such factors 
may be present in an individual case. 

New England Journal oJ Medicine, Boston 

245:629-670 (Oct. 25) 1951 

*Use of Propylthiouracil in Hyperthyroidism and Diabetes; Study of 41 
Cases. B. D. Bowen and A. R. Lenzner.—^p. 629. 

Congenital Syphilis in Massachusetts. N. J. Fiumara.—^p. 634. 

Aerobic Actinomyces Septicemia; Report o£ Case. P. M. Kohn, M. Tager, 
M. L. Siegel and R. Ashe.—p. 640. 

“Wethcchee Aii”; Inheritance of Progressive Muscular Atrophy as Domi¬ 
nant Trait in Two New England Families. M. R. Brown.—p. 645. 
Diseases of Muscles, H. K. Viets and M. R. Brown.—p. 642. 

Propylthiouracil in Hyperthyroidism Associated with Diabetes. 
—The effectiveness of propylthiouracil in diagnosis and in tem¬ 
porary and permanent control of hyperthyroidism was tested 
on 41 hypevthyroid diabetics. Hyperplastic hyperthyroidism was 
present in 11 patients whose average age was 48 years and of 
whom 6 had a family history of diabetes. Adenomatous hyper¬ 
thyroidism was present in 29 patients whose average age was 
60 years, of whom 12 had a family history of diabetes. One 
patient had Riedel’s struma. When hyperthyroidism preceded 
diabetes the syndrome was probably a result of multiple hor¬ 
mone action, rapid carbohydrate absorption, and increased 
caloric intake. When diabetes preceded hyperthyroidism varying 
degrees of obesity prevailed, associated with a chronic, varying 
demand for increased calories, especially in patients with 
adenomatous hyperthyroidism. The most helpful clinical indi¬ 
cation of the hyperthyroid state was failure to gain weight after 
diabetes had been controlled, despite-an adequate diet. The 
average maintenance dose of propylthiouracil for patients with 
>rimary hyperthyroidism was 350 mg. daily. Five patients re- 
'lired 600 mg. or more. The average maintenance dose for 
v-ttients with adenomatous hyperthyroidism was 300 mg. daily. 
Eight patients required 400 mg. or more. Complete remission 
of hyperthyroidism for more than one year occurred in four 
patients. Relapse recurred in two patients to whom propyl- 
thtouracif had not been given for several months. Nodules ap¬ 
peared or those already present became enlarged in several 
patients because of the duration of the treatment. Transitory 
granulocytopenia, urticaria, and acute thyroiditis either conse¬ 
quent to, or coincident with the therapy, occurred in one patient 
respectively. No change was observed in the caioric requirement 
after thyroidectomy as compared with that of the drug-con¬ 
trolled hyperthyroid state prior to operation. Likewise, the 
insulin requirement before and after operation did not change. 


North Carolina Medical Journal, Winston-Salem 

I2;481-524 (Oct.) 1951 

Consevvation of Our Aging Population. C. Tibbitts. p. 481. 

Carbon Dioxide Therapy. G. A. SUvev.—p, 4S6. 

’Subacute Bacterial Endocarditis: Clinical and Bacteriologic Correlation 
in Stubborn Case Cured with Massive Chemotherapy. M, P- Tyor, 
H. E. Izhar 3r. and G. T. Harrcll.-^p. 488. 

‘Diaenosis of Mumps Meningoencephalitis. G. E, Prince.—p. 495. 
Manaaemcnl of Stasis Dermatitis and Stasis Dicer. W. T. Watkins Jr. 
—p. 499. 

Clinical Experience with Surital Sodium in Anesthesia. C. R. Stephen 
and R, Martin.—p. 50i. 

Clinical Imptcssions Gleaned {tom Dsc o! New Intravenous Anesthetic, 
Snrita! Sodium, R. L. Wall,—p. 505. 

Experience uitli M.ale North American Frog Test. W. M. Smethie. 
~p. stn. 

Sulmcutc lliictcriiil Entlocarditis.—Tyor and associates call 
nUcutiun to the drug fastness that develops as the result of treat¬ 
ing minor symptoms with chemotherapeutic agents. In vitro 
xcttsilivity tests tmd blood levels serve as a rough guide to 
therapy. Drug-fastness to penicillin, and probably to aureomycin 
and chloramphenicol, is a relative phenomenon and may he 


J.A.M.A., Feb. 9, I9S2 


overcome by massive or combined chemotherapy. In a stnhhom 
and protracted case of subacute bacterial endocarditis, eveS 
cure was produced by massive doses of penicillin after aureo 
mycm, chloramphenicol, streptomycin, and sulfadiazine sinalv 
or in combination with penicillin, had failed. A total of 1 051 - 
000,000 units of penicillin, 164 gm. of chloramphenicol 36 cm 
of dihydrostreptomycin, 130 gm. of sulfadiazine, and 124 gm of 
aureomycin was given to this patient during her illness. In a dis¬ 
ease that tends to produce serious damage to the myocardium 
kidneys, and central nervous system, vigorous treatment with 
specific chemotherapy and with supportive measures should be 
instituted as early as possible, revised as complications arise, and 
continued until cure is assured. The leukocyte count, erythrocyte 
count, sedimentation rate, and temperature curve may all be 
misleading in determining activity of the infection; in the case 
reported here the symptoms proved the best prognostic guide. 
Embolic episodes that occur during clinical and bacteriologic 
remission do not necessarily alter the prognosis or the ultimate 
outcome. The development of potent chemotherapeutic agents 
has resulted in the appearance of a new syndrome—healed bac¬ 
terial endocarditis. As the damaged heart valve is repaired the 
scar tissue contracts, increasing the valvular defect. More and 
more patients are now dying from cardiovascular or renal failure 
weeks to months after bacteriologic cure of the infection has 
been produced. 


Diagnosis of Mumps Meningoencephalitis.—^Five patients be¬ 
lieved to have mumps meningoencephalitis without parotitis arc 
described. All five patients gave a history of exposure to mumps 
parotitis two or three weeks before the onset of meningoen¬ 
cephalitis. None had evidence of parotitis at the time of first 
examination, but one patient had a history of parotitis one week 
previously, and another patient developed bilateral parotid 
swelling the day after admission. All patients had fever and vom¬ 
ited. Four patients complained of severe headache, and the other 
patient was an infant who screamed and rolled his head as if 
in pain. Only two patients had stiffness of the neck, but none 
was able to lean forward and place his forehead on his knees. 
These patients resembled children with early poliomyelitis except 
for the absence of muscle tenderness. Only one patient appeared 
to be seriously ill. A history of exposure to mumps, with the 
development of lethargy, headache, vomiting, and nuchal rigid¬ 
ity in a patient whose spinal fluid contains a high leukocyte 
count, of which at least 9(J% are mononuclear cells, strongly 
suggests the presence of mumps meningoencephalitis. The spinal 
fluid white cell count often exceeds 200 per cubic miliimeter, 
and the protein content of the fluid may be elevated. The spinal 
fluid changes are suggestive, but not conclusive. However, a cor¬ 
rect diagnosis can be established by physicians in even the small¬ 
est communities if they will obtain serum in the acute and con¬ 
valescent periods and send it to one of the communicable disease 
centers for mumps complement-fixation tests. 


rennessee State Medical Assn. Journal, Nashville 

44:405-450 (Oct.) 1951 

Importance ot Hoarseness. W. G. Kenncsn It.—p. 405. 

Mesotheliomas of Pleura and Peritoneum. A. P. Stout.~0. 409. 
Infectious Mononucleosis or a New EntiW? R. C. Kimbrough Jr.—p. 4U. 
Total Gastrectomy. W. T. Tyson.—p. 4i9, 

44:451-492 (Nov.) 1951 

SYMPOSIUM ON HEART DISEASE 
Bean Disease—Classification and Cause, t. A. Grossman.—p. 455. 
Tire Cardiac Arrythmias. D. Strayhorn.—p. 455. 

Modern Concepts in Diagnosis and Treatment of Congestive He 

Failure. S. S. Riven.~p. 460. ~ n, „ 466. 

Laboratory Aids to Diagnosis in Heart Disease, T. M. Blake, p. 
Ocular Changes in Orbital CeiluViUs. O. E. Ballou.-p. 470. 

lexas State Journal of Medicine, Fort Worth 

47:735-798 (Nov.) 1951 

Congenital Lesions of Alimentary Tract >n Infantynd Childten; PetsofJ 

Cases of SrirBical Interest. R. J. ^ ^ underivood. 

Precancerous Lesions of Gastrointestinal Tract. G. 

Es7riiageal Hiatus Hernia in Older Persons. G. F. Madding and F- «• 
Ro^eMgenolog'lc Examination of ]il. 

S" ^r^^/r o1 S:'orcr„"‘anf R^;tum, R. 7- 
Weeent Advances in Proctology. J. McGivney.-p. 770. 
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Ada Mcdicn Scandinavica, Stockholm 

140:317-394 (Sept. 24) 1951. Partial Index 

I JWical Swaii:* i" Greenland 1948-1949: 111. Allergic Diseases 

I and Pulmonary Emphysema. M. C. Ehrstrom.—p. 317. 

Id; IV. Enlargement of Liver. Biliary Slone and Peptic Ulcer. Incidence 
and Etiology. M. C. Ehrstriim.—p, 324. 

•late Results of Gastric Resection for Gastro-Duodenal Ulcer; Follow-Up 
Study with Special Reference to Serious Late Complications, Subjective 
Symptoms and Anemia. A. Drabios, V. Linddn and P. Sfcjclbrcd. 
-Ip. 327. 

•Anticoagulants in Treatment of Coronary Thrombosis. C. Molten.—p. 340. 
Pathogenetic Problems in “Acute Leukemic Conditions." N. G. Norden- 
son.—p. 349. 

Gasirie Resection for Gastroduodenal Ulcer.—Of 492 patients 
viiih peptic ulcer subjected to gastric resection during 1937-1946, 
14 died immediately after the Dperation, an operative mortality 
rale of 2.89o. Of 30 patients who died front si.x rnonths to four 
years after the operation, the cause of the death was known for 
22: three died of gastrointestinal hemorrhage, three of gastro¬ 
colic fistula, and one of stenosis of the anastomosis, Thus seven 
I patients died of gastric disease or of postoperative complica¬ 
tions, a late mortality rate of about 2%. Of the remaining 448 
patients, 313 (278 men and 35 women) were reexamined in 1950. 
Of these, 13 (4.2%) had serious complications referable to the 
I' gastrointestinal tract. The number of iate deaths and late com¬ 
plications, therefore, was greater than those of earlier investiga¬ 
tions. Eighteen patients (5.8%) complained of severe dyspepsia. 
Signs of collapse with prostration, cold sweating, and giddiness 
occurred immediately after meals in 14 patients (4.5%), and 
hypoglycemic symptoms were observed in 10 patients (3.2%), 
Anemia was found in 74 men (26.6%) and 14 women (41.2%). 
The criterion of anemia for men was a hemoglobin value below 
13.26 gm. per 100 cc., and for women a value below 11.64 
gm.per 100 cc. Of the 313 patients, 145 (46.6%), had no symp¬ 
toms. Since operative deaths, late deaths, and serious postopera¬ 
tive disturbances occurred in about 20% of the patients, 
satisfactory results were obtained in about 80%. 

Anticoagulants in Treatment of Coronary Tltrombosis.—Of 
430 patients with acute coronary occlusion, 174 were given 
anticoagulant treatment with heparin for 24 hours, and with 
bishydroxycoumarin (dicumarol®) for three weeks. The bishy- 
droxycoumarin dosage was based on frequent determinations of 
ihe prothrombin time; the aim was to reduce prothrombin 
activity to about 30% of normal. Of the 174 patients, 39 (22.5%) 
died. Of 256 control patients who were not given anticoagulant 
treatment, 92 (36%) died. This is a significant difference, and 
the two groups were comparable. With some inadvertent ex¬ 
ceptions patients admitted on even days were given anticoagu¬ 
lant treatment, and those admitted on odd days were not. In 
no case did the apparent severity of the condition or any other 
circumstance determine whether anticoagulant treatment should 
be given or omitted. A comparison of the two groups with regard 
to mortality rate and age showed that the mortality rates in 
both groups were highest in the patients between 60 and 69 
years (17% deaths in the group with anticoagulant treatment, 
and 43% in the control group). Deaths occurred from the sec¬ 
ond to ninth day after admisison in 19.5% of the control pa- 
ticnls, but in only 11.5% of the treated patients. This significant 
difference suggested that the effect of the treatment was not 
entirely due to a reduction of thromboembolic complications, 
since these complications occur about one week or more after 
Ibe coronary occlusion. Thromboembolic complications were 
reduced by anticoagulant treatment from 14% in the control 
group to 4% in the treated group; those occurring in the treated 
patients seemed to be less severe than in the control group. 
Anticoagulant treatment seemed to improve the prognosis sig¬ 
nificantly in patients who had had earlier attacks of coronary 
occlusion; of 25 treated patients, 5 (20%) died, while of 32 
control patients, 15 (47%) died. The higher death rate in both 
control and treated patients than in two similar groups reported 
on by American investigators is due to the fact that the attacks 
1°. ooronary thrombosis were considered severe in the majority 
tk A Danish patients, but in only one-third or one-fourth of 
'ne American patients. 


British Heart Journal, London 

13:421-584 (Oct.) 1951. Partial Index 

The Ancient Art of Feeling the Pulse. D. E. Bedford.—p. 423. 

Visible Pulsation in Relation to Blood Flow and Pressure in Pulmonary 
Artery. M. Campbell.—p. 438. 

ElTecl of Deep Inbreathing on Lead 111 of Eleclrocardiogiam. \V. Evans.. 
~P. 457. 

•Prevention of Impending Cardiac Infarction by Anticoagulant Treatment. 
K. S. Smith and C. Papp.—p. 467. 

Oesophageal and Other Leads in Posterior Cardiac Infarction. S. Oram, 
M. Holt and T. East.—p. 475. 

The Oesophageal Lead, C. W. C. Bain.—p. 485. 

Significance of Notched Upright T Waves. W. Dressier, H. Roesler and 
H. Lackner.—p. 496. 

Radiology of Acute Pulmonary Oedema. F. Jackson.—p. 503. 

Pulmonary Stenosis with Normal Aortic Root. D. G. Abrahams and 
P. Wood.—p. 519. 

Methods for Measuring Resistance at Any Point on Body and for 
Equalizing Inequalities of Skin Resistance. E. Goldberger.—p. 549. 
Insidious Thrombosis of Abdominal Aorta. J. F, Goodwin and E. Petrie. 
—p. 554. 

Systolic Murmurs in 525 Healthy Young Adults. I. M. G. Stewart. 
—p. 561. 

Anticoagulants to Prevent Cardiac Infarction.—^While cardiac 
infarction often comes on without warning, it is sometimes 
heralded by a prodromal syndrome in which anginal attacks 
alter their pattern and become worse. The observations of some 
authors support the concept that a gradually decreasing coro¬ 
nary lumen with increasing myocardial ischemia terminates in 
infarction and that the fatality rate is lower among patients who 
show prodromal symptoms than among those who do not. Smith 
and Papp review the use of anticoagulants in patients with pre¬ 
monitory symptoms to prevent cardiac infarction and give an 
account of 14 such patients whom they treated with heparin 
and bishydroxycoumarin (dicumarol®). In seven instances such 
treatment coincided with progressive improvement, in six no in¬ 
farction developed, and in the seventh the ensuing infarct was 
slight although previous infarctions had been severe. From the 
first few days of treatment the pain that had been increasing in 
spite of rest and other medicaments gradually diminished and 
finally disappeared. In the other seven patients, cardiac infarction 
developed in spite of treatment. Three of this group died, and 
necropsy in two of them showed extremely advanced coronary 
sclerosis and ischemia involving a large part of the myocardium. 
In one of these patients an electrocardiogram before infarction 
showed only minimal abnormalities representing subendocardial 
ischemia in spite of widespread coronary arterial narrowing. This 
may explain the failure of preventive treatment in some patients 
who have normal or almost normal electrocardiograms. 

British Journal of Radiology, London 

24:525-580 (Oct.) 1951. Partial Index 

Some Problems ol Radiation Protection. W. V. Mayncord.—p. 525. 
Radiological Diagnosis of Salivary Gland Disease. R. G. W. Ollerenshaw 
and S. S. Rose.—p. 538. 

Cleidocranial Dysostosis. W. R. Cole and S. Levin.—p. 549.- 
Observations upon Lymphopenia of X-Ray Irradiation: Part II. C. H. G. 
Price.—p. 556. 

*Use of Lead Shot for Protection from Gamma Radiation. A. Nightingale. 
—p. 568. 

Lead Shot for Protection from Gamma Radiation.—Protection 
from gamma rays is usually obtained by surrounding the source 
with an appropriate thickness of lead. The lead is cast in the 
form of interlocking bricks, and these are built up into a wall 
around the radioactive material. If, however, the source is to be 
placed inside a complex apparatus, e. g., inside the absorption 
cell in a spectrophotometer, a wall of standard-sized lead bricks 
cannot always be located to give convenient access to adjustment 
controls without loss of protection. To overcome these difficul¬ 
ties, continuous “cavity walls” filled with small lead shot have 
been used. A number of investigations were undertaken to ensure 
that this use of lead shot does provide adequate protection, and 
the experiments are described in this paper. It was proved that 
cavity walls filled with small lead shot may safely be used instead 
of solid lead for protection against gamma rays, at least in 
thicknesses greater than 1.4 in. They are not suitable for shield¬ 
ing fixed objects such as photographic material. The diameter 
of the lead shot should not be greater than the effective diameter 
of the source. 
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QUERIES AND MINOR NOTES 


CORONARY DISEASE IN DRIVERS OF 
PUBLIC CONVEYANCES 

To THE Editor: —Should a man who has had coronary thrombo¬ 
sis or myocardial infarction or who shows evidence of coro¬ 
nary heart disease return to work as a bus driver? I would 
advise my patient to procure a less strenuous job not only 
for his own good but also because of the risk to the public 
and the liability of the employer in permitting him to drive 
a btis. I would appreciate your opinion. 

Louis V. Jurich, M.D., New York. 

Answer. —It is generally deemed unwise to permit any pa¬ 
tient who gives a past or current history of coronary heart dis¬ 
ease to drive any public conveyance or to be responsible for any 
duty that would endanger more than his or her own life. This 
would, of course, include bus drivers and locomotive engineers. 

LIBIDO AFTER HYSTERECTOMY 

To THE Editor:— A woman, whose uterus, ovaries, and tubes 
have been removed, continues to have normc^ satisfaction 
from and desire for coitus. Her husband assumes she is un¬ 
able to react normally, and therefore refrains from inter¬ 
course. Is the .ve.v urge necessarily terminated by this surgery? 

M.D., California. 

Answer.— ^The husband is completely wrong in his attitude, 
and, since his wife has demonstrated to him the incorrectness 
of his opinion, one wonders whether this is his only reason for 
refraining from intercourse with her. He should discuss the 
matter with the wife’s physician or gynecologist. Hysterectomy 
in itself should not lessen libido. As to the role of the ovaries, 
in the human female the psyche plays a far more important role, 
and the ovaries often a negligible one. Libido is often actually 
• 'Creased after castration or after the menopause. There are 
■ ; auxiliary factors to be considered. 

3W BLOOD SUGAR AND CONVULSIVE SEIZURES 
To the Editor: —A patient, who is six months pregnant, has 
had some seizures, which were diagnosed as grand mal. Her 
blood sugar was 45 mg. per 100 cc. on one occasion and 63 
and 64 mg. per 100 cc. on two other occasions. What ex¬ 
aminations or tests will enable me to make a definite differ¬ 
entiation between grand mal and hypoglycemia? 

Joel L. E. Peterson, M.D., St. Paul, Minn. 

Answer. —^Time relations of the blood sampling to ingestion 
of food and to convulsions is not stated. The degree of hypo¬ 
glycemia observed should not. in itself be sufficient to cause 
convulsive reactions. Convulsions should occur only after a 
period of fasting and be preceded by symptoms such as hunger, 
sweating, and weakness. Differential tests would include a four 
hour blood sugar curve, blood sugar and clinical response to 
the injection of insulin, and an electroencephalogram, made 
preferably with the patient fasting. 


tion of bulk solution. As used now, the solution injected concists 
of 1,000 to 2,000 cc. of 10% dextrose in isotonic saline solution 
which can be obtained for intravenous purposes from any of the 
large hospital supply companies. After the drip, intravenous 
flow IS started, and as it goes on, 100,000 to 200,000 units of 
ffiiamine.hydrochloride (vitamin B,) and 25 units of insulin arc 
introduced into the tubing. Candy, heavily sugared orange juice, 
and concentrated glucose for intravenous administration should 
be available if mild insulin shock reactions occur. It is some¬ 
times necessary to repeat this procedure in four hours. 


LECITHIN AND CORONARY INSUFFICIENCY 

To THE Editor:— A friend who had a coronary occlusion claims 
that he was relieved of severe pains in all extremities by taking 
daily one teaspoonful of lecithin in cereal. This is marketed 
by the Glidden Company, in whose brochure are described 
the merits of lecithin in atherosclerosis in furnishing the nec¬ 
essary choline and inositol. The soybean is said to be rich in 
lecithin. What can you tell me about this? 

I. Fleiss, M.D., New York. 

Answer.— It is not likely that lecithin added to the diet would 
have any immediate or early effect on the pains of coronary 
insufficiency. It is possible that there may be a remote benefit 
from its use, but this has not yet been proved. The natural ten¬ 
dency of coronary insufficiency to decrease, and not infrequently 
to disappear entirely, through the spontaneous development of 
a more adequate collateral coronary circulation makes dubious' 
the value of therapy of coronary heart disease that has not bepn ’ 
clearly proved to be beneficial. One should remain skeptical and 
yet open-minded about all such treatment. 


PERINEURAL FIBROSARCOMA OF THE BREAST . 

To THE Editor: —A woman, 22, had a small nodule in the rigjii 
breast removed in November, 1948. The biopsy results were 
negative for malignancy. She returned, Jan. 1, 1951, with 
reddened subcutaneous nodules on each side of the old in¬ 
cision. She was admitted fo the hospital for removal of the 
involved area, and a biopsy revealed perineural fibrosarcoma. 
Although the pathologist suggested either simple mastectomy 
or wider local e.xcision, she ivos subjected to a radical mas¬ 
tectomy, and no residual tumor was found throughout the 
breast or axillary lymph nodes. Now' she is presumably si.x 
weeks pregnant. Assuming she had a slow-growing type oj 
sarcoma that was locally invasive, the problem arises as to 
whether to let her continue with pregnancy or to interrupt 
it by dilatation and curettage. M.D., Alabama. 

Answer. —This patient may safely be permitted to continue 
her pregnancy. There is no evidence whatever that pregnancy 
or hormones will bring about a return of the fibrosarcoma. It is 
almost certain that the entire diseased area was removed by the 
operation and that there are no remote metastases. Incidentally, 
a radical mastectomy was heroic treatment for the perineural 
fibrosarcoma. 


RIVERS’ COCKTAIL AND ACUTE ALCOHOLISM 

- -To THE Editor: —Please tell me the ingredients and method of 
use of Rivers? cocktail for alcoholic patients. 

E. M. Henderson, M.D., Nassawadox, Va. 

Answer. —Rivers’ cocktail, also known as the Philadelphia 
cocktail, is used for detoxification in acute alcoholism, provided 
the patient’s physical condition can stand an intravenous injec- 


Thc answers here published have been prepared by competent authorities. 
Tliey do not, however, represent the opinions of any official bodies unless 
specifically stated in the reply. Anonymous communiefeg^s ^1'S," 

postal cards cannot be answered. Every letter musntontain the writers 
name and address, but these will be omitted . — 


COMMERCIAL OXYGEN VERSUS MEDICAL OXYGEN 

To THE Editor: —A patient contends, on seemingly good 
authority, that there is no difference between the oxygen sold 
for medical use and that employed in industry, despite the 
tremendous difference in cost. Is there a difference? 

Elmer A. Kleefield, M.D., Forest Hills, N. Y. 


Answer.— There is no difference between so-called medical 
cygen and commercial oxygen. This was checked with two firms 
ho supply both medical and technical oxygen and two prom- 
teriLMlWlWoloeists. There may be differences m the valv 
iread and color of the container. 




